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ABSTRACT

Purpose: The global maternity care landscape has been greatly impacted by the
coronavirus disease 2019 (COVID-19) pandemic. Swift and substantial modifications
were introduced, causing midwives globally to experience anxiety and moral distress
when unable to deliver quality, woman-centred care aligned with professiona values.
There is a dearth of research with large-scale data collection, hence this local study can
inform policy-making and preparedness for a pandemic or similar emergencies.

Aim: To explore the local midwives’ perspectives on the provision of quality midwifery
care during the COVID-19 pandemic in different maternity care settings.

Objectives: To seek midwives’ perspectives on altered provision of midwifery care
during the COVID-19 pandemic and how this affected women and their families; to
identify challenges encountered by midwives in balancing personal safety and well-being
while maintaining quality midwifery care; and to identify strategies in addressing the
challenges encountered that inform longer-term planning for essential elements of quality
midwifery care.

Methodology: A quantitative approach was adopted, non-experimenta and cross-
sectional in nature, using a self-administered questionnaire, where 117 midwivesworking
a the loca genera hospital were recruited through purposive sampling. Eighty-one
responses (N=81) were returned, yielding a response rate of 69.2%. Anaysis of the data
collected was performed by descriptive and inferential statistical analysis for quantitative
data, and by using thematic anaysis for the qualitative data.

Results: The COVID-19 pandemic led to significant changes in local midwifery care,
impacting protective measures, delivery protocols, and postnatal practices. Midwives
perceived rapid policy changes as mostly unclear and contradictory. Perceived emotional
challenges for women and families included anxiety due to policy changes and limited
time with their newborns. Positive outcomes revealed enhanced teamwork and increased
awareness on infection control as well as an undisturbed postnatal period for parents and
more opportunities for honest communication. Challenges encompassed organi sational
issues such as increased workload, staff shortages, lack of training, poor management and
devauation of the midwifery profession, and challenges in care provision, namely
hindered communication with persona protective equipment (PPE), reduced in-person
contact time, and lack of holistic care. Personal challenges for midwivesincluded physica
and psychological difficulties, job dissatisfaction and lack of recognition. The study
emphasi ses the importance of ongoing education, support strategies, and organisationa
recognition. Midwives proposed strategies, including increased support, ongoing training,
and care for the holistic well-being, contributing to long-term planning for quality
midwifery care during the pandemic.

Conclusion: In the context of a pandemic or an analogous emergency placed on the
healthcare system, it is imperative to address and enhance the holistic well-being of
midwives, as well as women and their partners. Recommendations from this study’s
findings necessitate the provision of timely and evidence-based guidelines, along with
appropriate resources, to support midwives in delivering respectful, family-centred
midwifery care and maintaining the physiological nature of childbirth.



ACKNOWLEDGEMENTS

The completion of this dissertation study is indebted to the unwavering support and

encouragement extended by those who have been my pillars of strength. First and
foremost, |1 would like to thank my academic supervisor, Dr Josephine Attard, M.Sc.,
Ph.D., P.G.CE, R.N.,, RCM., for her constant support, guidance, patience, and
encouragement, and for always believing in me. Her wealth of knowledge and invaluable
advice have propelled me to the completion of this dissertation and provided me with the
necessary tools, both personally and professionally, to always strive for success. | will

forever be grateful.

A heartfelt appreciation extends to the dedicated midwives who willingly participated in
this study, contributing their time and commitment. Their cooperation has been vita to
the completion of this research. Furthermore, | would also like to take this opportunity to

thank all the intermediaries for their assistance in the recruitment of participants.

My sincere gratitude also goes to Prof. Liberato Camilleri, Ph.D. (Lanc.), M.Sc. (Mdlit.),
B.Educ. Hons. (Mdlit.), for his assistance in statistica analysis and his patience in
meticulously answering all queries. Sincere appreciation aso goes to my lecturers, whose
teachings have enriched my knowledge and equipped me with the essentia tools for the
successful completion of the Master of Sciencein Midwifery course. | also express sincere
gratitude to my fellow M.Sc. students for their genuine friendship and support, especialy
Maria, for her encouragement, sincere friendship and for aways being there for me during

moments of both triumph and times of great stress.

A specia appreciation goes to my family — parents Alison and John, sisters Claire and
Lara, and brother-in-law Matteo — | owe an immeasurable debt of gratitude. Your
boundlesslove, support, and guidance have been my anchor, especially during challenging
times. Specia mention of my baby niece, Martina, who brings endless joy and happiness
into my life. | extend my thanks to my grandparents, both present and in heaven, for their
enduring support and motivation, inspiring me to pursue my dreams. Findly, | offer
gratitude to God for the abundance of blessings in my life and for providing me the

strength to navigate thisjourney. | find solacein Y ou.



TABLE OF CONTENTS

TITLE PAGE ...ttt ettt e e e et e e e e e e e e e e e naeee e e enraeeeenns i
DECLARATION FORM ..ottt ettt e et e e e nnnea e i
DEDICATION . .. ittt e e et e e e e et e e e e e et e e e e e eareeeeseasseeesennseeeesanreneas i
AB ST RA CT et e e e et e e e e et b e e e s e eabaeeeessreeeseanreeeeseanreeeeeans iv
ACKNOWLEDGEMENTS......cc ettt ettt e s e e e s e e e s nnaea s \Y
TABLE OF CONTENTS....coi ettt et e e e e e e e s enreee e Vi
LIST OF TABLES . ...ttt e e e e e e X
LIST OF FIGURES ...ttt ettt et e e e Xi
LIST OF ACRONYMS .. ettt e e e e e Xii
DEFINITIONSOF KEY CONCEPTS ...ttt Xiii
Chapter 1 — INTRODUCTION.......cociiiiecieeie ettt sne s 1
1.1 Background tO the StUAY ........cccoiiiiiieiieree e 2
1.2 Rationalefor the SIUAY ..o e 3
1.3 Research Quegtion, Aim and Objectives of the Study .........ccccvvevvreircniieneienns 4
14 Overview Of the ChapterS.. ... 5
Chapter 2— LITERATURE REVIEW ......oooieeeeee e 7
P28 A 1 014 oo 18 ot A o o SO 8
2.2 Rationalefor the REVIEW .........ooe i 8
2.3 The Literature SEarCh ...ttt et 9
2.3.1 INfOIMELION SOUICES .....cueiveuieteeetereete st sttt sttt ettt st et st st e bt sa ettt sbe e be et 9
RCIZZES = (o AT A= (=0 | 9
2 T = [T 1 o T Ll Y = £ - OO 10
2.3.4 Screening and SeleCtion Of STUAIES.........cccceciieii i 11
2.3.5 CritiCal @PPraiSal......coviieeieieeee ettt b e e b b e 13

24 Resultsof the LiteratUr @ REVIEW .........cceeiiiiiieese e 14
PO S 00 V= - = = PSSR 14
2.4.2 Synthesis of the study fiNAINGS.......coeiriiiree e 15
2.4.3 Professional changes and difficulties within the organisation and care provided.............. 16
2.4.3.1 New guidelines and ProCEOUNES..........ccuiiiirererrrerieseseie et seesrenees 16

2.4.3.2 Organisational ChallENQES..........ccvviiieiisisie et sreen 19

2.4.3.3 Challengesin providing care dueto COVID-19 implications...........ccccceevveeereeieennn. 24

2.4.4 Persona ChallENQES........ccocieieicieieee e st e e sesresbesbesaestenresrens 25
2441 PhySiCal AiffICUIIES ...ccueirieicieieteeee e 25

2.4.4.2 Psychological diffiCUITIES.........coceiiiiriii e 26

2.4.4.3 JOD diSSALISFACION. ..ottt bbb e e 28

2.4.4.4 Lack of support and reCogNItIoN..........ccoeeirererienieie e e 28

2.4.45 Support strategies for sustaiNing Care ProViSION.........cocoeeereeereeereeereeeseeesseeseseeees 29

2.4.5 Perceived effects on women and their familieS........ccoovvievereceiccece e 30
2.4.5.1 Parents’ psychological and emotional difficulties..........cceecvrverrvreriinnenrinnienereniens 30

2.4.6 POSItIVE OULCOMIES......uevieeeeeeeeeeieeseesesessesteseeseestesteseessesseseeseessesesssesessessessessessessessensessens 31
2.4.6.1 Positiveimplications for midwives and the care provided...........c.cccvverenrnnencnnnne. 32

Vi



2.4.6.2 Positive implications for ParentsS.........ccccveieieieieieseseseseeee s 32

2.5 Strengthsand Limitationsof the Literature ReVIEW.........ccccevevvievvnvce e e, 33
B S T o T [ £ Lo o ISR 33
2.6.1 SummMary of the fiNAINGS ...cevveeeee e neens 33
2.6.2 CONCIUSION ......victieiicieete ettt ettt sttt s et e st et e eaeeebeeateebeensesaeessesaeesresnsesaeebesseenbesseensenns 36
Chapter 3— THEORETICAL FRAMEWORK .....cccooiiiiiietee e 37
G 3 R I o 4 e o [8 T f o o SRS 38
3.2 Application of the QMNC FrameworK........c.coeoeririneneniseseseeeese s 39
N R = - o (oY O = (o] == U SP 40
3.2.1.1 Education, Information and Health Promotion ............ccevevvriireiineinnnncseesenees 40
3.2.1.2 Assessment, Screening and Care Planning..........c.ccveeeviieeiesceeseese e seeie e 41
3.2.1.3 Promotion of Normal Processes and Prevention of Complications.............c.cccccvunee. 42
3.2.1.4 First-line Management of Complications and Medical Obstetric Neonatal Services43
3.2.2 OrganiSation Of Care.........coerueeririeeeeierese sttt see et e e e e e et sesaessesaesbesbeseesbesbeseens 44
B.2.3 VAIUEBS ...ttt ettt et e ae et e e e e ae e e saeeeesreetesae e teeae e beeraeteereenreans 44
324 PhIilOSOPRNY ..ottt ettt bbb et nnene s 45
325 CarBPIOVIAEIS ...ttt ettt et e s ae e s reeetesae e besbe e beeaaesbeenaenbeens 46
BT T @ g ot [ 1= o] o 46
Chapter 4 — METHDOLOGY .....oooiiiiieiee ettt see e snne e 48
L R 14 o o [T T o [T 49
4.2 Aim, Objectives and Resear ch QUESLION ........ccccceceeieiiii e 49
4.3 Operational DEfINITIONS.......cccciiiieeiiesic e sre s e e e e sreesree s 50
4.4 RESEANCN DESIGN ..ottt b e nneneas 51
441 Typesof researCh dESIgNS.......cv it 52
4.4.2 Rationale for the chosen research deSign.... ..o 54
4.5 ReSEarCh SIt€ AN ACCESS.....iiiciecie ettt s s e et s a et s r e esaesreens 55
4.6 Target Population and Sampling TeChNiquUe .........cccoreriiieieniieeeeeee e 56
A7 SAMPIE SIZE.....ceiieieeee ettt b e 57
4.8 ReSEar Ch INSITUMENT .....ooiiiiiiceece e b e e e 58
4.8.1 Reliability and ValIGitY .....ccoovverieieiiririeeise e 62
4.8.1.1 Testing the stability of the research iNnStrument.............cccocerninnin s 62
4.8.1.2 Testing internal Validity.........ccocoriiiriiinie e e 67

Z e I D T 1= N @] | = o 1 68
4.10 DAl ANAIYSIS.....iiiiieieiieiisie ettt sttt e et neneas 68
4.10.1 Descriptive StatistiCal @NalYSIS......cvovveeirieiesisieseseseseseeseeses e ssese s s seenees 68
4.10.2 Inferential StatistiCal ANAlYSIS.....c.coviriiiiiieii e et 69
4.10.3 ThEMALiC ANAIYSIS ...ccueiieieieieeee ettt st sttt se e e e s e e seeresresbesresrentesresrenean 71
4,11 Ethical CoNSIAEralioNS.......cccoeeieeiieiie e see e see s see e sree e e e e e e saeesaeesaaesaeesneens 72
L 2 O] [ 11 1= o] ISR 74
Chapter 5— RESULTS ... .ottt sttt nesnnens 75
L300 R I o e o [ T f o SRS 76
5.2 DemographiC Data........ccoerieeeirieiiiieeeieesese et 76

Vii



5.3 Altered Provision of Midwifery Careduringthe COVID-19 Pandemic............. 78

5.3.1 Effectsof the pandemic observed in women and their partners..........cocecevvereneveneneneene 78
5.3.2 Changesin the provision of midwifery care during the pandemic............c.ccocveivinienenene 79
5.3.3 Positive effects resulting from the pandemic............coeoeiiiniennnee e 81
5.4 Challenges Encountered in the Provision of Quality Midwifery Careduringthe
COVID-19 PANEMIC.....ccueiiiiiiriiieieisiesie et sae st see e e sse st ssensenens 82
5.4.1 Work-related ChallENQES........ccco et st ens 82
5.4.2 Personal ChallENQES........ccueoieieeiieeeeetee ettt b bbb e 87
5.4.3 Factors influencing midwives’ job retention during the COVID-19 pandemic................ 99
5,5 Strategiesto Addressthe Challenges Encountered duringthe COVID-19
PANEIMIC ...ttt bbbt b b et et b e 100
5.5.1 Strategiesto alleviate the negative effects of the pandemic on women and their partners
.................................................................................................................................................... 100
5.5.2 Strategiesto alleviate the negative effects of the pandemic on midwives’ ability to
provide quality MiAWITEIY Care.........coeeriiriiirei e e 101
5.6 Thematic Analysisof Qualitative Data..........ccccceierirereneienine e 105
5.6.1 Professional changes and difficulties within the organisation and care provided........... 107
5.6.1.1 ChangeSin ProCEAUIES..........coeririiririerieieriete sttt sttt ettt ebe e b e seenens 107
5.6.1.2 Characteristics of new guidelines and poliCIES..........cvevrirninnineense e 109
5.6.1.3 Organisational ChallENQES........ccoveiirerinesie et 110
5.6.1.4 Chalengesin providing care dueto COVID-19 implications...........ccocvevvenieinnnnns 111
5.6.2 Personal ChallENQES........cceieiieieieieeeeee e st et r e re s nenre e s 113
5.6.2.1 PhysiCal diffiCUITIES. ..ot 113
5.6.2.2 Psychological diffiCUItIES.........cociiiiriii et 113
5.6.2.3 Lack Of reCOGNITION ....c.coueiiriiiiriert ittt e 114
5.6.3 Perceived effects on women and their Partners.........oooeerereereieeresrenenese e 114
5.6.3.1 Parents’ psychological and emotional difficulties..........ccccevvrveriiriiriinininiiiinneis 114
5.6.4 POSIIVE QULCOMIES......citiieiereeieiieeeeeeee st st ste st st beseese e e st e se et e e e e eneesesnessesbesbesnesreseenes 115
5.6.4.1 Positiveimplications for PArentS.........ccoveereereereisereserse e 115
5.6.4.2 Positiveimplications for midwives and the care provided...........c.cccveereeniiennens 116
5.6.5 Strategiesfor longer-term planning ........cccovevveveriesiesesiesie e 116
5.6.5.1 Strategiesto alleviate negative effects of the pandemic on midwives.................... 116
ST O T 11 Lo o IS 117
Chapter 6 — DISCUSSION .....ocoiiiiiiiieiesiesie et 118
20 A 1 o1 oo 18 ot A o o RSSO 119
6.2 DemOographiC Dala......ccccceieeiierieiiir e eee e et ne e e e re e 119
6.3 Provision of Midwifery Careduring the COVID-19 Pandemic.........c..c.ccouen.... 120
6.3.1 Changesin midwifery Care ProCRAUIES...........oireirieirieierieriees e 120
6.3.2 Characteristics of COVID-19 guidelines and poliCIES.........cccvvvvirrinirinerseererie e 125
6.3.3 Perceived challenges of the pandemic on women and their partners..........ccoovvevveveeenne 126
6.3.4 Positive outcomes of the PANAEMIC ........ccccvviieii i 128
6.3.4.1 Positive implications for midwives and care delivery.........ccoceveveeeeceinesesceneinens 128
6.3.4.2 Positive implications for PAareNtS.........ccooeveeieiievisesesesese et snens 130
6.4 Challengesin the Provision of Quality Care during the COVID-19 Pandemic
.......................................................................................................................................... 131
6.4.1 Professional ChallENgES.........ccoueirieiriiirieree e 131
6.4.1.1 Organisational ChallENGES..........ccoiriiriirceree e 132
6.4.1.2 Challengesin providing care dueto COVID-19 implications...........ccccvevvieniernnnns 137
6.4.2 Personal ChallENQES........cceieiieicieeee ettt st ettt e e e b et snesresre e 139
6.4.2.1 PhysiCal diffICUITIES.....c.cceiereeeeirretee s 139

viii



6.4.2.2 Psychological diffiCUItIES.......cccovviiieiie e 140

6.4.2.3 JOD diSSALISFACLION.....c.iivieirieiiiieiriere ettt 143
6.4.2.4 Lack of support and recognition for MidWIVES ...........ccoeriririnineercre e 144
6.4.2.5 Support strategies for SuStainNiNg Care ProViSiON........c.coeeeereereeerierienesieseseseeseeseens 145
6.5 Strategies Addressing Challenges Encountered duringthe COVID-19
PANGEIMIC ...ttt bbb e et et benn e 147
6.5.1 Strategiesto alleviate the negative effects of the pandemic on midwives and provision of
(0PTSRS 147
6.5.2 Strategiesto alleviate the negative effects of the pandemic on women and their partners
.................................................................................................................................................... 148
6.5.3 Integration of strategies with the QMNC Framework ............cccceorerienenenienienesesesees 148
6.6 Strengthsand Limitations of the StUdY .........cceceiireneieiseee e 149
B.6.1 SHENGINS ..ot bbbt 149
L3207 IR 41 = (o 0 150
6.7  CONCIUSION ..ottt sttt b e 151
Chapter 7 - CONCLUSION ......ociiiieieieerieeee ettt snee e e snee s 152
4% R 1 01 oo 18 ot A o o RSP ST SR 153
7.2 SUMMAry of the SEUAY .....cceceeececee e e 153
7.3 Overview of the Key Findings of the Study ... 154
7.4 ReCOMMENUALIONS.......ciiiieiie ettt ere e be et e e beereereenreeabeenras 157
7.4.1 Recommendations for clinical practice and management ..........cccceeeveeerierreseseeseeseneens 157
7.4.2 Recommendations fOr @UCALION ...........ovruiiirinieieere e 158
7.4.3 Recommendations for fUtUre reSearch ..........oovveneneiscnce e 159
8 T O o [ 11 o o PR 160
REFERENCES. ...ttt ettt e e et e e s e nana e e e s e nra e e e e ennreeeesanns 161

APPENDIX A - CRITICAL APPRAISAL OF THE INCLUDED STUDIES.172
APPENDIX B - SUMMARY OF THE INCLUDED STUDIES’ RESULTS...178

APPENDIX C-PERMISSION LETTERS ..o, 194
APPENDIX D — FREC ETHICAL APPROVAL .....ccoiiiieeeeereeee e 235
APPENDIX E — QUESTIONNAIRE ..ot 237
APPENDIX F-PILOT STUDY EVALUATION FORM .....cccoiiiiiiiieieins 248
APPENDIX G — PARTICIPANTS’ INFORMATION LETTER...................... 251
APPENDIX H - PSYCHOLOGY DEPARTMENT SUPPORT LETTER....... 254
APPENDIX | - QUANTITATIVE RESULTS (INFERENTIAL STATISTICYS)

.................................................................................................................................. 258



LIST OF TABLES

Table 2.1: Inclusion / exclusion criteria of StUdIES...........cccveeerieririenereeeee 11
Table 4.1: Inclusion / exclusion criteria of target population...........ccccccevvveveiceereenne. 56
Table 4.2: Example of a crosstab using Kappa test for question number 4 (Effects of
the pandemic on women and their families..........ccocvvve e 64
Table4.3: Example of a crosstab using Kendall’s tau-c test for question 5(a) (Changes
in the provision of quality MIAWITery Care)........cccoovveeveeieseese e 65
Table 4.4: Test-retest results for nomina questions using Kappatest ...................... 65
Table 4.5: Test-retest results for ordinal questions using Kendall’s tau-c test.......... 66
Table 5.1: Frequency distribution of demographic data.............cccceeveveneniencnnienne 77
Table 5.2: Kruskal-Wallis test — ‘Place of work during March 2020’ and ‘Necessity
and evidence basis of COVID-19 policies and protocols’ .........cccceeerverieeieereeneseneens 81
Table 5.3: Chi-squared test — ‘Place of work during March 2020’ and ‘Increase in
A7)0 € Lo - Ve KSR 84

Table 5.4: Kruskal-Wallis test — ‘Impact of COVID-19 pressures on leave
consideration and job continuation’ and ‘Changes in the provision of midwifery care

during the COVID-19 pandemiC’ ........ceveeiiereereeieseeseeseseeseesse e sreesae e eesseeneas 86
Table 5.5: Kruskal-Wallis test — ‘Place of work during March 2020’ and ‘Level of
burnout during the COVID-19 pandemic’ .........cccceveereereseeseesiesieeseeses e seeeneesseens 88
Table 5.6: Spearman correlation coefficient — ‘Personal challenges’ ..........cc.ccceeene 90
Table 5.7: Friedman test — ‘Level of fear for personal safety and well-being’ and
‘Level of fear for family’s safety and well-being’ ..........ccovvvviiiniiiinieicece 91
Table 5.8: Kruskal-Wallis test — ‘Adequate access to PPE’ and ‘Personal challenges’
.................................................................................................................................... 92
Table5.9: Kruskal-Wallistest — ‘Increase in workload’ and ‘Level of fear for personal
safety aNd WEII-DEING’ ......c.ooiviiiiiiiieee e 92
Table 5.10: Kruskal-Wallis test — ‘Desire for increased organisational support’ and
‘Personal ChalleNges’ ......c.civeiiiiiiiiei e 93
Table 5.11: Kruskal-Wallis test — ‘Impact of COVID-19 pressures on leave
consideration and job continuation’ and ‘Personal challenges’...........cccccovirirnnnnen. 94

Table5.12: Spearman correlation coefficient — ‘Changes in the provision of midwifery
care during the COVID-19 pandemic’ and ‘Personal challenges’..........ccceovveenuennen. 97

Table 5.13: Chi-sguared test — ‘Increase in workload’ and ‘Strategies to alleviate the
negative effects of the pandemic on midwives’ ability to provide quality midwifery



LIST OF FIGURES

Figure 2.1: The PRISMA FIOWCHAIT.........coiieiiiieeeese e 12
Figure 2.2: Themes and sub-themes emerging from thematic analysis of the literature
.................................................................................................................................... 15
Figure 3.1: The QMNC FrameworK .........cccccveieiieereeiesieseesieeseeseesie s seeseeeneesneens 40
Figure5.1: Effects of the pandemic observed in women and their partners............. 78
Figure 5.2: Changes in the provision of midwifery care during the COVID-19
072710 L= 0 oSSR 80
Figure 5.3: Positive effects resulting from the pandemic ...........cccccoevvevvievecciecnn, 82
Figure 5.4: Work-related challenges encountered during the COVID-19 pandemic
.................................................................................................................................... 83
Figure 5.5: Personal challenges encountered during the COVID-19 pandemic....... 87

Figure 5.6: Factors influencing midwives’ job retention during the COVID-19

Figureb5.7: Strategies to aleviate the negative effects of the pandemic on women and
LS T 0= (1= £ USSR 101

Figure 5.8: Strategies to alleviate the negative effects of the pandemic on midwives’
ability to provide quality MIAWITEry Care........ccooeereeieeceneee e 102

Xi



LIST OF ACRONYMS

CASP
CDS
CEBMa
COVID-19
CPD
DASS-21
FREC
HIV
ICM
MARPA
MeSH
MMAT
NPICU
OBS 1
OBS 2
OBS 3
PCR
PPE

PRISMA

PTSD
QMNC
RCM

RCOG

SARS-CoV-2

WHO

Critical Appraisal Skills Programme

Central Delivery Suite

Center for Evidence-Based Management

Coronavirus Disease 2019

Continuous Professional Development

Depression, Anxiety, and Stress Scale

Faculty of Health Sciences Research Ethics Committee
Human Immunodeficiency Virus

International Confederation of Midwives

Management and Assessment of Respiratory Patient’s Areas
Medical Subject Heading

Mixed Methods Appraisal Tool

Neonatal Paediatric Intensive Care Unit

Obstetric Ward 1

Obstetric Ward 2

Obstetric Ward 3

Polymerase Chain Reaction

Personal Protective Equipment

Preferred Reporting Items for Systematic Reviews and Meta-
Analyses

Post-Traumatic Stress Disorder

Quality Maternal and Newborn Care

Royal College of Midwives

Royal College of Obstetricians and Gynaecologists
Severe Acute Respiratory Syndrome Coronavirus 2

World Health Organization



DEFINITIONS OF KEY CONCEPTS

Booking visit

Burnout

Global health
emergency

Management and
Assessment of
Respiratory Patient’s
Areas (MARPA)

Pandemic

Perinatal period

Personal protective
equipment (PPE)

Polymerase chain
reaction (PCR)

Postnatal period

Skin-to-skin

A meeting between a pregnant woman and a midwife in
early pregnancy, where comprehensive medical and
personal information is collected to establish a baseline
for the woman’s pregnancy care.

The consequence of prolonged workplace stress that has
not been effectively handled, which manifests in depleted
energy or exhaustion, heightened mental detachment or
cynicism towards the job, and diminished professional
efficacy.

A formal declaration by the World Health Organization
(WHO) indicating an extraordinary event deemed a
global health risk due to the international spread of
disease, necessitating a coordinated international
response.

Areas in the local general hospital that were repurposed
as transition wards, housing patients with pending or
positive COVID-19 swab results.

An outbreak of an infectious disease that extends over a
significant geographical area, encompassing multiple
continents or the entire globe, impacting a substantial
population.

The timeframe from a woman’s conception through the
first year following childbirth.

Clothing and gear designed to offer protection against
hazardous substances or environments.

A laboratory method which swiftly generates numerous
copies of a specific DNA segment for in-depth
examination.

The timeframe that commences following childbirth and
is commonly regarded as lasting for six weeks.

Placing the undressed or partially dressed baby against
the bare skin of a parent.

Xiii



Chapter 1

INTRODUCTION



Chapter 1 Introduction

1.1 Background to the Study

The onset of the coronavirus disease 2019 (COV1D-19) dates back to December 2019
in Wuhan, China (World Heath Organization [WHO], 2020a). Following its
identification, WHO declared it a global health emergency on January 30, 2020
(WHO, 2020a), and aglobal pandemic on March 11, 2020 (WHO, 2020b). The impact
of COVID-19 has reached nearly every country, including Malta, which reported
120,767 confirmed cases at the time of writing (WHO, n.d.). Malta documented its
initial COVID-positive case on March 7, 2020, according to the Times of Mdta
(2020). While the COVID-19 pandemic is no longer deemed a global health

emergency as of May 5, 2023, it retains its pandemic status (WHO, 2023).

Globally, maternity care underwent swift and extensive modifications to contain the
virus’s spread (Fumagalli et al., 2023). Mostly, these shifts in care practices and
policies were reported to be rapid and constant (Bradfield et al., 2022). In this
challenging context, midwives play a crucial role in offering support to women and
families throughout the childbirth journey. Their role became especially vita as the
pandemic amplified families’ anxieties, distress, uncertainties, unmet expectations,
and concerns (Karavadraet al., 2020; Nespoli et a., 2021). Simultaneously, midwives
encountered heightened challenges, stress, and anxiety in delivering maternity care
during the pandemic, adapting to evolving guidelines, navigating unfamiliar work
methodologies, and grappling with moral distress when unable to provide optimal,
woman-centred care aligned with professional values (Bradfield et al., 2022;

O’Connell et al., 2020).

Additional concerns included addressing the anxieties of women and families,

managing uncertainties with limited information and evidence, and contending with
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fears related to personal and families’ safety and well-being (Bradfield et a., 2022).
Studies conducted during previous global emergencies have shown that heathcare
professionals’ stress, burnout, and post-traumatic stress disorder (PTSD) contribute to
a diminished quality of care (Koh et a., 2005; Koh et al., 2011). Recognising and
addressing these challenges is crucial to maintaining the quality of maternity care

during these unprecedented times.

1.2 Rationalefor the Study

The available literature has offered glimpses into midwives’ perspectives on care
provision during the COVID-19 pandemic, as indicated by severa studies. However,
these studies are characterised by a predominant focus on detailed analyses of
individual experiences with limited participant numbers (Baloushah et al., 2022;
Fumagalli et al., 2023; Hearn et al., 2022; K tguktirkmen et al., 2022; Memmott et al.,
2022; Power et a., 2022). Consequently, a gap emerges in the literature, where a
dearth of extensive quantitative data collection and analysis pertaining to the effects

of the COVID-19 pandemic on midwives’ perspectives exists.

This gap is particularly evident in the lack of examination of diverse care settings,
aiming to identify data patterns that could contribute to informed long-term planning
for pandemics or similar emergency-related contexts. Moreover, a notable absence of
literature assessing midwives’ perspectives on care provision during the COVID-19
pandemic in the local context has been observed. Therefore, it becomes imperative to
conduct a thorough investigation into the local landscape. While the COVID-19
pandemic might no longer dominate headlines, valuablelessons can still be learnt from
acollective resilience in the face of uncertainty and the capacity of research to tackle

significant challenges in midwifery care, particularly in the context of similar
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catastrophic pandemics. Hence, this study aims to serve a dua purpose of
extrapolating valuable insights gained from the COVID-19 pandemic to shape and
formulate future policies, aiming for general preparedness of the health system in
similar circumstances. Additionally, it provides a platform for local midwives to

articulate and share their perspectives.

1.3 Research Question, Aim and Objectives of the Study

After considering the literature available on this research subject, the following
research question was developed to guide the study: What are the per spectives of the
local midwives on the provision of quality midwifery care during the COVID-19

pandemic?

Conseguently, the following aim and objectives were formulated.

Aim:
To explore the local midwives’ perspectives on the provision of quality midwifery

care during the COVID-19 pandemic in different maternity care settings.

Objectives:
1. To seek midwives’ perspectives on altered provision of midwifery care during
the COVID-19 pandemic and how this affected women and their families.
2. Toidentify challenges encountered by midwives in balancing personal safety
and well-being while maintaining quality midwifery care.
3. To identify strategies in addressing the challenges encountered during the
COVID-19 pandemic that inform longer-term planning for essential elements

of quality midwifery care.



Chapter 1 Introduction

In order to fulfil the stated objectives, this study followed a quantitative methodology,
employing a self-administered questionnaire as the means of data collection. The
guestionnaire was distributed among midwives employed at the local general hospital .
The study’s theoretical framework was based on the Quality Maternal and Newborn
Care (QMNC) Framework (Renfrew et a., 2014) due to its congruence with the
emphasis on ensuring quality maternity and newborn care across various contexts.
Among 117 participants, 81 individuals responded, yielding aresponse rate of 69.2%.
Quantitative data was analysed using descriptive statistical analysis and inferential
statistical analysis, namely the Chi-squared test, Kruskal-Wallis test, Spearman
correlation coefficient, and Friedman test. Qualitative datafrom open-ended questions

and comments was subjected to thematic analysis following Braun and Clarke’s

(2012) methodology.

1.4 Overview of the Chapters

The dissertation is structured into seven chapters, each systematically presenting the
progression of the study. The current chapter offersa concise background and rationale
for the study as well as an overview of the study’s methodology. Chapter 2 presents
the screening and selection process of relevant studies, guided by the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flowchart
(Moher et a., 2009). These studies undergo quality appraisal which is then followed
by a systematic presentation of the literature review’s findings. Chapter 3 explains the
theoretical framework underpinning the study, with a particular emphasis on its

relevance to the research topic.

Chapter 4 provides a comprehensive account of the study’s methodology, starting with

therationale for the chosen research design. It further explains the sampling technique,



Chapter 1 Introduction

details the research instrument along with reliability and validity testing, and outlines
the data collection and analysis methods. Ethical considerations are emphasised and
strictly adhered to throughout the study. In the fifth chapter, results are presented in a
systematic manner according to the study’s objectives, with the presentation of
descriptive and inferential statistical analysis for quantitative data, and thematic

analysis for qualitative data.

Chapter 6 engages in a critical discussion of the main results in relation to relevant
literature, aligning them with the study’s objectives and the QMNC Framework
(Renfrew et al., 2014), the theoretical framework of this study. Methodological
strengths and limitations are also described. The seventh and final chapter presents a
summary of research findings and offers recommendations for practice and

management, education, and further research.
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2.1 Introduction

This chapter aimsto critically analyse the findings of aliterature review. Therationale
for this review and the methodol ogy of the review process will be described, including
a description of the included studies, followed by a discussion and analysis of the
findings sought from the literature search, grouped in themes and sub-themes. Finally,
conclusions dicited from the review will be highlighted, including a description of

possible limitations of the review.

2.2 Rationalefor the Review

The outbreak of the coronavirus disease 2019 (COVID-19) pandemic brought
unprecedented challenges to healthcare systems worldwide, impacting various aspects
of care delivery. Midwives, as essential healthcare providers within the ream of
maternity care services, faced unique circumstances in their efforts to provide care to
women and their families during the pandemic (Goberna-Tricas et al., 2021).
Evauating their perspectives and experiences of providing care during this critical
time is vital in improving health outcomes, identifying any possible gaps in the care

provided and inform future pandemic preparedness.

Thisliterature review aimsto explore the diverse perspectives — including experiences,
attitudes, and perceptions of midwives working in the frontlines of the pandemic —
shedding light on the multifaceted challenges they encountered and the implications
for themselves, the healthcare system and the well-being of women and their families.
This literature review aims to assess these perspectives with the intention of éliciting

key principles and components of quality midwifery care in a pandemic context.
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2.3 Theliterature Search

2.3.1 Information sources

The literature search was conducted between January 2023 and March 2023. The
literature was retrieved from the following research databases: CINAHL Complete,
MEDLINE Complete, Cochrane Database of Systematic Reviews, APA Psychinfo,
Scopus, Web of Science, and ProQuest One Academic. Full-text articles were mostly
acquired through the databases with access granted by the University of Malta. In cases
when full-text articles were not accessible using this approach, the articles were
searched with the use of the professional network Research Gate and the online search
engine Google Scholar. To finalise the search, the reference lists of the articles

retrieved were examined.

2.3.2 Search strategy

As part of the literature search, a search string was employed to refine the search
towards the most relevant studies. A search strategy consultation was conducted with
an expert librarian. Collaboratively, the following search string was devised, taking
into account diverse keywords associated with the sample, phenomenon of interest,
and evaluation methods, a process guided by the utilisation of the Medical Subject
Heading (MeSH) database: “(Midwi* OR attendant* OR accoucheur* OR
accoucheuse OR "Birth Attendant") AND (COVID-19 OR pandemic OR coronavirus
OR2019-nCoV OR SARS-CoV-2) AND (Per spectiv* OR perception* OR opinion* OR
attitude* OR view* OR thought* OR mean* OR understand* OR belie* OR feel* OR
"lived experiences' OR challeng*) AND ("matern* care" OR care OR quality OR
work* OR procedure* OR "provision of maternity care” OR provision)”. The Boolean
operators ‘AND’ and ‘OR’, along with wildcard character ‘*’ were used to obtain

meaningful results and prevent overlooking valuable literature.
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2.3.3 Eligibility criteria
In order to fulfil the requirements of the literature review based on the objectives of
this study, a set of inclusion and exclusion criteria were set to guide the search

(depicted in Table 2.1).

Each criterion presented is chosen based on a rationale. As part of the search, only
empirical studieswereincluded. Hence, non-empirical research such as opinion papers
were excluded from the search. Thiswas doneto eliminate any potential biasin results
obtained and increase potential generalisability. In view of the fact that the COVID-
19 disease was declared to be a cause of a pandemic by the World Health Organization
(WHO, 2020b) in early 2020, studies included in the literature review were those
published between January 2020 and March 2023. For the purpose of this literature
review, the perspectives of qualified clinical midwives working during the COVID-19
pandemic were being sought. Hence, studies investigating perspectives of other
healthcare professionals, such as doctors or nurses, as well as student midwives and
Mmothers’ perspectives, were excluded. Studies were also omitted if their sample
encompassed various professionals, including midwives, but failed to explicitly

present outcomes solely specific to midwives.

To decrease therisk of eliminating valuable evidence found in the literature, the search
was not limited to studies with any particular research design. While there were no
specific language restrictions in place, it is important to note that the researcher’s
fluency is limited to English and Maltese. Given that this study lacked funding,
professional translators were not available to translate studies in languages other than
English and Maltese. For the same resource-related reason, only articles that were
easily accessible in their entirety were incorporated, while those available solely in

abstract format were excluded from consideration.

10
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Table 2.1: Inclusion/exclusion criteria of studies

Inclusion Criteria Exclusion Criteria

Empirical research Non-empirical research

Studies published between January . .
2020 and March 2023 Studies published before January 2020

Perspectives of other healthcare
professionals (e.g. doctors, nurses, etc.)
or mothers, or studies with findings in
relation to midwives not solely stated

Perspectives (attitudes, experiences,
thoughts and feelings) of qualified
clinical midwives

Any type of research design Perspectives of student midwives
Studies written in English or Maltese Studies written in languages other than
language English or Maltese language
Studies not available in full-text (abstract

Studies available in full-text

only)

2.3.4 Screening and selection of studies

Studies retrieved from the literature search were screened by applying the above-
mentioned inclusion and exclusion criteria. In order to maintain transparency and
comprehensiveness, the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) flowchart was followed, as outlined by Moher et al. (2009), to
record the search process and the studies that were retrieved. Initially, all the records
that were retrieved were stored within a database known as Rayyan, for the purpose of
screening. After removing duplicates from the retrieved studies, the preliminary
screening involved evaluating the title and abstract. Full-texts of the included records
following this step were then sought. Figure 2.1 illustrates the search procedure,
rational es behind exclusion, and thefinal count of studiesincorporated in thisliterature

review.

11
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Figure 2.1: The PRISVIA Flowchart
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2.3.5 Critical appraisal

The comprehensive critical appraisal of all the studies involved a meticulous
examination aimed at assessing their susceptibility to bias and the overall quality of
the evidence they presented (Polit & Beck, 2018). It is worth noting that bias can
introduce a significant level of distortion into the interpretation of a study’s results,
consequently undermining the study’s integrity (Polit & Beck, 2018). Consequently,
the critical appraisal of these studies is of significant importance when conducting a
literature review, as it allows for the identification and exclusion of studies with
pronounced biases that could potentially compromise the review’s accuracy and

reliability.

The Critical Appraisal Skills Programme (CASP) tool was used to critically appraise
qualitative studies in the literature review. CASP offersavariety of checkliststailored
for evaluating diverse study types. In the case of qualitative studies, the ‘CASP
Qualitative Studies Checklist’ (CASP, 2018) was utilised. In the case of quantitative
studies with across-sectional nature, the ‘Critical Appraisal of a Cross-Sectional Study
(Survey) Tool by the Center for Evidence-Based Management” (CEBMa, 2014) was
used. For studies utilising a mixed-methods approach, the ‘Mixed Methods Appraisal
Tool (MMAT)’ (Hong et al., 2018) was used. The questions for each of the critical
appraisal tools mentioned above, as well as the results of the critical appraisal for each

study are listed in Appendix A.

All 18 studies incorporated in the analysis were generally deemed as being of good
quality. The study conducted by Hartz et a. (2022) has note-worthy limitations,
considering the fact that statistical significance and confidence intervals were not
calculated. Nonetheless, considering the study’s significance of global input and

strengths of the study, it was included in the review. Hence, no studies were excluded
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on the basis of this appraisal. Nevertheless, this exercise served as a method of

underpinning studies’ limitations.

2.4 Resultsof theLiterature Review

2.4.1 Study characteristics

A summary of the characteristics of the included studies is depicted in Table B1 in
Appendix B. The 18 studies included in this review were published between 2021 and
2023, mostly in 2022, and were conducted in countries across the globe. One study
was conducted in the United States (Memmott et al., 2022), seven studies were
conducted in European countries (Fumagalli et a., 2023; Goberna-Tricas et al., 2021;
Gonzalez-Timoneda et al., 2021; Hijdraet al., 2022; Huysmans et a., 2021; McGrory
et a., 2022; Power et al., 2022), one study was conducted in an African country
(Kassahun et al., 2022), three were conducted in countries of the Middle East
(Alnuaimi, 2021; Kiguktirkmen et al., 2022; Shoorab et al., 2022), two studies were
conducted in Asian countries (Baloushah et al., 2022; Hazfiarini et a., 2022), three
studies were conducted in Australia (Bradfield et al., 2022; Hearn et al., 2022; Stulz et
al., 2022) and one study had participants from across the world (Hartz et al., 2022).

Local research was not identified in the search.

The majority of the studies included in this literature review are of a qualitative
research design, with 15 of the 18 studies employing a qualitative research approach.
The remaining studies include two quantitative cross-sectional studies and one mixed-
methods study. The sample sizes ranged from 8 participantsto 1,498 participants. The
majority of the studies utilised interviews astheir research instrument. In theremaining
studies, other research tools such as surveys and focus groups were employed. The
mixed-methods study combined the use of a survey and interviews. The participants

in the studies included in this literature review were mostly recruited through a
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purposive sampling technique. Other sampling techniques utilised included

convenience sampling and simple random sampling.

2.4.2 Synthesis of the study findings

After critically appraising the chosen studies, an evidence summary was compiled
using athematic analysis method, as outlined by Polit and Beck (2018). Thisthematic
anaysis involved organising the extracted study findings into categories and sub-
categories, as presented in Tables B2-B19 in Appendix B. The categories and sub-
categoriesidentified in the studies serve asthe emergent themes and sub-themeswithin
the scope of this literature review. Figure 2.2 below illustrates the themes and sub-

themes of this review.

Figure 2.2: Themes and sub-themes emerging from thematic analysis of the

literature
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24.3 Professional changes and difficulties within the organisation and care
provided

The COVID-19 pandemic brought about profound professional changes and
challenges within healthcare organisations, significantly impacting the care provided
by midwives. Midwives have found themselves at the forefront of maternal and
newborn health, navigating uncharted territory characterised by evolving protocols,
stringent infection control measures, and shifting dynamics within healthcare
ingtitutions (Bradfield et al., 2022). This theme aims to explore these factors across
three further sub-themes; New guidelines and procedures, Organisational challenges,

and Challenges in providing care due to COVID-19 implications.

2.4.3.1 New guidelines and procedures
The unprecedented nature of the COV1D-19 pandemic brought about rapid changesin
midwifery care. Midwives in various studies acknowledged the dynamic and rapidly-
evolving nature of the circumstances that arose with the emergence of the disease, and
hence, acknowledging the necessity for subsequent adjustments and adaptations
(Fumagalli et al., 2023; Hearn et a., 2022; Stulz et a., 2022). During this time,
midwifery care underwent significant shifts in response to the nature of the situation,
where guidelines and protocols were changing on a frequent basis with midwives
constantly having to adapt to new recommendations which, at times, did not consider
al holistic needs (Bradfield et a., 2022; Goberna-Tricas et a., 2021; Hearn et d.,
2022; Hijdra et a., 2022). The prompt implementation and modification of changes
are evident in the frequent revisions of guidelines by international organisations,
exemplified by the Roya College of Obstetricians and Gynaecologists (RCOG) and
the Royal College of Midwives (RCM). Asof the current writing, 16 versions of these

guidelines for managing care during the COVID-19 pandemic have been issued, with
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the mgjority released in the first month of the pandemic, specifically in March 2020

(RCOG & RCM, 2022).

Midwives in a qualitative study conducted by Kucuktirkmen et al. (2022) in Turkey
reported that there was the establishment of specialised services and delivery rooms
for potentia or confirmed COVID-19 patients. A global quantitative study by Hartz et
al. (2022) aso reported closure of some maternity facilities to serve as COVID-19
facilities. Midwives adopted rigorous safety protocols, such as the use of personal
protective equipment (PPE), a change which was reported in every study reviewed in
the literature. A further change noted in the study by Kucuktirkmen et a. (2022) was
the use of polymerase chain reaction (PCR) testing for all women who were admitted.
Support people or birth companions were restricted, particularly during the initial
stages of the pandemic when the characteristics of the disease remained highly
unpredictable (Fumagalli et al., 2023; Goberna-Tricas et d., 2021; Hartz et al., 2022,
Huysmans et al., 2021). Visitors other than the primary birth companion were also
heavily restricted, commonly taken as a precautionary measure to minimise contact
with both the mother and baby, as well as the healthcare staff (Bradfield et a., 2022;

Hearn et a., 2022; Hijdra et al., 2022).

Some healthcare institutions made the difficult decision to separate newborns from
infected mothers immediately after birth, and breastfeeding was sometimes
discouraged to reduce transmission risks (Kuguktirkmen et al., 2022). Similarly,
midwives from the study conducted by Huysmans et al. (2021) reported that skin-to-
skin contact was restricted for COVID-19 positive mothers. Another measure noted in
the literature involved the practice of washing newborns immediately after birth for

mothers diagnosed with COVID-19 (Kuguktirkmen et a., 2022), which isasignificant
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deviation from the usual recommendation of waiting until theinfant isat least 24 hours

old to perform a baby bath (WHO, 2022).

Saf ety measures, such as social distancing and areduction in the use of physical touch,
becameintegral to midwifery care, as evidenced across multiple studies, including the
qualitative studies by Fumagalli et al. (2023), Hearn et al. (2022) and Huysmans et al.
(2021), conducted in Italy, Australia and Belgium, respectively. Alongside these were
other notable adjustments: the restriction of waterbirths and other supportive
interventions such as the use of analgesia, (Bradfield et al., 2022; Hearn et al., 2022),
parents wearing masks during labour (Huysmans et al., 2021), and earlier post-
childbirth discharges (Hartz et a., 2022; Huysmans et a., 2021). Interestingly,
midwives from the Australian mixed-methods study by Bradfield et al. (2022) noted
that there was areduction in interventions during labour and birth during the pandemic,
which could be considered as contrasting to the genera idea that interventions
increased in response to stresses and uncertainties brought about by the pandemic on
the part of both healthcare professionals as well as expectant parents, which is
supported by a study conducted by Rice and Williams (2022), which investigated the
impact of COVID-19-related policies on individuals in Canada who experienced

childbirth during the pandemic.

Hearn et al. (2022) and McGrory et a. (2022) both highlighted the pivot towards
telehealth in an effort to reduce face-to-face contact, a strategy echoed in various
studies, such as Bradfield et al. (2022) and Hartz et al. (2022). Midwives in the
Australian qualitative study by Stulz et al. (2022) aso reported a shift from face-to-
face to online antenatal classes. These five studies also pointed to increased requests
for home births. Similarly, a Spanish qualitative study by Goberna-Tricas et a. (2021)

further highlighted a rise in homebirth rates and a reduction in admissions to the
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obstetric emergency. Apart from the introduction of telehealth, participants from a
Dutch qualitative study by Hijdra et al. (2022) remarked that fewer women were
seeking primary midwifery care. This is corroborated by research conducted by
Townsend et al. (2021), which observed aworldwide decline in maternity healthcare-
seeking and healthcare provision during the COVID-19 pandemic. All these noticeable
changes could possibly indicate a broader trend in seeking less institutionalised
birthing environments during a time of uncertainty, echoing parents’ desire to
minimise contact within hospital institutions out of fear of transmission of the COVID-

19 virus.

Surprisingly, Alnuaimi (2021), a qualitative study conducted in Jordan, presented a
contrasting perspective to the majority of the findings presented above, with most of
the participants in this study stating that the fundamental nature of their care remained
unchanged during the pandemic, with only dlight modifications in physical
interactions. In a parallel manner, the quantitative aspect of the mixed-methods study
by Bradfield et al. (2022), hence the survey results, reported that aimost half of the
participants believed that their care approach remained unaltered during the pandemic.
This outcome diverged from the conclusions drawn from the interviews, which formed
the qualitative aspect of the same study. Possible explanations for these discrepancies
might be associated with variationsin the timing of data collection, possibly reflecting
different stages or waves of the COVID-19 pandemic, which could imply varying

aterations of care and/or easing of certain restrictions.

2.4.3.2 Organisational challenges
The COVID-19 pandemic imposed a multitude of organisational challenges within
midwifery care, as evidenced by several studies. Alnuaimi (2021) reported asurgein

workload and staff shortages, exacerbated by a country policy in Jordan that halved
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the healthcare provider workforce to mitigate the spread of the virus. An increase in
workload emerged as a recurrent organisational hurdle in numerous studies, with 10
studies, including those by Huysmans et al. (2021), Kuglktirkmen et d. (2022), and
Memmott et al. (2022), highlighting this challenge. A qualitative study by McGrory et
al. (2022) conducted in the United Kingdom delved further into this challenge,
attributing it to additional administrative burdens associated with COVID-19. The
surge in workload within midwifery care during the COVID-19 pandemic could also
be closdly linked to the persistent issue of staff shortages, which was indicated by
several studies (Hartz et a., 2022; Hearn et a., 2022; McGrory et al., 2022). This
shortage of personnel placed an added burden on the existing midwives, forcing them
to juggle increased responsibilities and care for a higher volume of women and their

respective families.

Midwives from the studies conducted by Gonzalez-Timoneda et al. (2021) and Stulz
et a. (2022) noted that there was significant misinformation or lack of information
provided during the pandemic. In instances when information was provided, it was
frequently characterised as unclear, inconsistent or confusing (Hartz et a., 2022;
Hijdra et al., 2022). This is echoed in other studies, with some adding that this was
often accompanied with lack of knowledge that resulted from the lack of information
(Alnuaimi, 2021; Goberna-Tricas et al., 2021; Hazfiarini et al., 2022). Contrastingly,
only onestudy by Bradfield et al. (2022) reported that more than half of the participants
(n=366, 61%) felt they had the adequate knowledge needed to care for women infected

with COVID-19.

The lack of knowledge and information provided can be associated with the lack of
training that midwives received during the COVID-19 pandemic, which was reported

in qualitative studies by Baloushah et al. (2022), Gonzalez-Timonedaet al. (2021) and
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Hazfiarini et a. (2022), conducted in Pal estine, Spain and Indonesia, respectively. This
training gap hindered their ability to cope with the evolving situation, leaving them
with unanswered questions and uncertainties about the required protocols.
Consequently, midwives commonly faced pandemic challenges without the necessary
knowledge and skills to offer effective care and adapt to the rapidly changing

circumstances.

The shortage of PPE emerged as a pervasive and concerning organisational challenge
within midwifery care during the COVID-19 pandemic, as highlighted across most
studies in this literature review. Bradfield et al. (2022) noted the lack of PPE among
their reported challenges, underscoring the essential role these protective measures
play in safeguarding both midwives and patients. Goberna-Tricas et al. (2021) and
Gonzélez-Timoneda et al. (2021) echoed this concern, emphasising that a scarcity of
PPE hindered the ability to provide safe care and protect midwives effectively. Two-
thirds of the respondentsin the study by Hartz et al. (2022) reported a scarcity of PPE,

afinding which was not confined to low- and middle-income countries.

In some instances, midwives were compelled to make their own PPE such as masks, a
resourceful but concerning response to the scarcity of essential protective gear during
the COVID-19 pandemic (Hartz et a., 2022). Hazfiarini et a. (2022), Hearn et al.
(2022), Hijdra et al. (2022), Huysmans et a. (2021) and McGrory et a. (2022) also
identified the inadequate provision of PPE as a pressing issue, adding to the complex
organisational challenges faced by midwives. A Canadian qualitative study by
Memmott et al. (2022) found that midwives struggled with not only heightened
workloads but also the lack of accessto PPE, adisparity in resources which was found

to be less when compared to other healthcare providers.

21



Chapter 2 Literature Review

Aspects related to different elements of management, leadership and coordination
were aso highlighted within the literature reviewed. The challenges in management,
leadership, and coordination during the COVID-19 pandemic emerged as significant
organisational obstaclesin midwifery care, as revealed by multiple studies. Bradfield
et a. (2022) uncovered conflicting findingsin relation to healthcare system responses,
with some participants reporting clear and regular communication of changes from

their leaders while others cited confusion and alack of evidence-based changes.

Further discrepancies were noted in the reviewed literature in relation to management
and leadership. Whilst midwives from the study by McGrory et al. (2022) reported that
they had effective leaders who listened and kept everyone up to date with clear
guidelines, Gonzalez-Timoneda et al. (2021) and Stulz et a. (2022) concluded that
poor communication and decisions from management, which were similarly not
evidence-based, compounded the challenges faced, such as mismanagement of PPE
and staffing levels (Huysmans et a., 2021). These disparities can be attributed to
differences in the capabilities of leaders and managers in handling emergency
scenarios, such as the challenges posed by the COVID-19 pandemic. This underscores
the essential role that proficient management, leadership, and coordination play in

effectively guiding midwifery care through crises like the COVID-19 pandemic.

A recurring theme in the reviewed studies is the marginalisation of midwives in the
formulation of policies and guidelines during the COVID-19 pandemic. Despite their
pivotal role in maternity care, many midwives reported feeling excluded from
decision-making processes regarding care guidelines and pandemic-related policies.
This omission from critical discussions and the development of protocols left them
struggling with the challenges of the pandemic without the opportunity to contribute

their expertise and experiences. Hearn et al. (2022) noted that midwives’ exclusion
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made them feel invisible within the healthcare system, while Huysmans et al. (2021)

highlighted their sense of undervaluation.

This perception of midwives’ profession being undervalued was further emphasised in
the study by Hartz et al. (2022). In addition to their exclusion from critical discussions,
midwives in this study were also reassigned to nursing roles, which conveyed the
message that maintaining an appropriate staffing level of midwives was not deemed
essential during that critical period. Memmott et al. (2022) found that midwives
believed their professional expertise was underutilised, particularly in the devel opment
of policies and protocols aimed at addressing the unique challenges posed by the

COVID-19 pandemic within maternity services.

The COVID-19 pandemic a so brought to light some unfortunate changesin heathcare
as reported in multiple studies, including Goberna-Tricas et a. (2021) and Gonzéez-
Timoneda et al. (2021). Midwives in these studies, which interestingly were both
conducted in Spain, faced significant challenges related to the dehumanisation of care
and obstetric abuse during this crisis. These chalenges were multifaceted,
encompassing issues such as unclear information, lack of knowledge, and inadequate
resources. The dehumanisation of care often involved instances where the human
touch and empathetic communication were compromised due to the overwhelming
workload and, in some cases, the absence of support persons during labour and birth.
Obstetric abuse, a deeply concerning issue, included situations where mistreatment
and disrespect of pregnant women during childbirth, such as performing non-
consensual interventions or procedures, were reported. These findings underscore the
importance of maintaining a humane and respectful approach to midwifery care, even

in the face of unprecedented challenges.
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2.4.3.3 Challengesin providing care due to COVID-19 implications
During the COV1D-19 pandemic, the provision of midwifery care faced a multitude of
challenges as revealed by severa studies. As previously described, the numerous
aterations to conventional care practices and the organisationa hurdles encountered
during the pandemic presented a multitude of difficulties when it came to delivering
midwifery carein this period. A significant portion of the difficulties revolved around
the mandatory measures like the use of PPE, which while crucia for health and safety,
created barriers to the cherished midwife-woman relationship (Fumagalli et al., 2023;
Hazfiarini et a., 2022). Midwives in Bradfield et al. (2022) and Power et al. (2022)
noted that PPE and the related lack of physical touch disrupted the essential human
connection, particularly poignant during critical moments like grieving with bereaved
parents. Telehedlth, introduced as a safer alternative to in-person consultations, posed
its own set of challenges, often feeling impersonal and inadequate (Hearn et al., 2022;

Stulz et d., 2022).

Another consistent theme was the concern regarding the reduced in-person contact,
perceived by many midwives as lowering the quality of care (Goberna-Tricas et al.,
2021; Hijdra et al., 2022). This was particularly concerning for midwives when
considering the increased possibility of missing important information, such as
indicators of domestic violence, due to decreased in-person contact. Furthermore,
frequent changes in protocols, often without the involvement or consultation of
midwives, added to the complexity. Huysmans et a. (2021) highlighted the adverse
effects of these measures, which sometimes seemed to contradict the core values of

midwifery, such as the restricted skin-to-skin contact for COVID-19 positive mothers.

Workload escalated across the board, with Baloushah et al. (2022) pointing to

increased responsibilities amidst lacking resources and training. Simultaneously,
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traditional supportive interventions, such as the use of analgesia options and
waterbirths as well as birth companions, were restricted, further challenging the
midwives’ ability to offer women-centred care (Bradfield et al., 2022; Memmott et a .,
2022). Continuity of care, however, emerged as a “protective shield” against the
upheavals of the pandemic (Hearn et al., 2022) and served as an enhancement of the

provision of woman-centred care (Bradfield et al., 2022), despite the difficulties faced.

2.4.4 Personal challenges

The COVID-19 pandemic has not only posed professional challenges for midwives
but also personal ones. With the ever-evolving nature of the pandemic and its
associated protocols, many midwives found themselves grappling with all sorts of
difficulties, including physical and psychological strains, as well as the profound
impact of their profession on their personal lives. Thistheme aimsto explore five sub-
themes related to midwives’ personal challenges, which are as follows: Physical
difficulties, Psychological difficulties, Job dissatisfaction, Lack of support and

recognition, and Support strategies for sustaining care provision.

24.4.1 Physical difficulties
During the COVID-19 pandemic, midwives encountered a multitude of physical
challenges in the course of their duties. One significant issue was the constant use of
PPE, such as masks, gowns, and face shields, which was reported to be uncomfortable
and physically demanding, especially when worn for extended periods (Bradfield et
al., 2022; Hazfiarini et al., 2022). These safety measures, while essential, often led to
issues like skin irritation, difficulty in breathing, and heightened discomfort during
long shifts (Alnuaimi, 2021). Apart from the use of PPE, Fumagalli et a. (2023) also
reported that midwives were experiencing substantial physical challenges stemming

from prolonged shifts, frequently without any breaks throughout their working hours.
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The physically demanding nature of their work, coupled with these pandemic-specific
challenges, made it an arduous task for midwives to provide care while safeguarding

their own well-being.

2.4.4.2 Psychological difficulties
During the tumultuous times of the COVID-19 pandemic, midwives across al studies
consistently reported profound psychological difficulties while providing midwifery
care. Alnuaimi (2021), Baloushah et al. (2022), and Gonzélez-Timoneda et al. (2021)
all resonated with the pervasive feeling of fear, whether stemming from concerns of
contracting the virus themselves, transmitting it to family, clients, or colleagues, or the
overarching fear of the unknown. This sentiment was echoed in Hartz et a. (2022),
where the emotion was not confined to specific regions but was widespread across
countries of varying income levels. Midwives from the study by Gonzélez-Timoneda
et a. (2021) were actually more fearful of the contagion of the virusfor their families,

colleagues and clients rather than themselves.

Additionally, Bradfield et al. (2022), Hazfiarini et a. (2022) and McGrory et al.
(2022), amongst others, outlined the burgeoning feelings of stress, burnout, and
exhaustion among midwives, commonly linked to poor staffing and PPE management,
workload, restrictions and feelings of unpreparedness (Huysmanset a., 2021). Hence,
the consequences of certain changes and shortages extended beyond the physical risks,
as they aso had profound implications for the psychologica well-being and
professional confidence of midwives during a time of unprecedented challenges. It is
worth noting that an Ethiopian quantitative study by Kassahun et al. (2022) found that
levels of depression, anxiety and stress were higher amongst midwives who had poor

knowledge of COVID-19, poor preventative practices, and poor attitudes towards
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COVID-19. This stress often culminated in feelings of frustration, confusion,

uncertainty and sadness as described by Hijdra et al. (2022).

For some, the psychologica burden was so intense that it led to taking time off or to
considerations of leaving the profession altogether, as mentioned in qualitative studies
by Kucuktirkmen et a. (2022), Memmott et a. (2022) and Shoorab et al. (2022),
conducted in Turkey, Canada, and Iran, respectively. Maintaining a heathy work-life
balance also became a significant challenge for midwives during the COVID-19
pandemic (Goberna-Tricas et a. 2021; McGrory et al., 2022). The demands of their
profession, coupled with the unprecedented nature of the crisis, disrupted their
persona lives and well-being extensively. Compounding these emotional strains,
Goberna-Tricas et a. (2021), Hearn et a. (2022) and Power et a. (2022) highlighted
ethical dilemmas and feelings of guilt, as midwives grappled with the sense that the

constrained care they could provide during the pandemic was insufficient.

Midwives from the study by Goberna-Tricas et a. (2021) also reported feelings of
loneliness, which could be attributed to strained relationships with colleagues and
family members, caused by the pandemic (Fumagalli et al., 2023). Socid rejection was
a distressing experience also reported by midwives during the COVID-19 pandemic
(Baloushah et al. 2022). This phenomenon likely emerged asaresult of variousfactors,
including the fear and stigma associated with the virus, misconceptions about

transmission risks, and the demanding nature of their profession during the crisis.

Midwives often found themselves facing social isolation and encountering unfounded
fears or biases from friends, relatives, and even neighbours. It is noteworthy that a
limitation of the studies carried out by Baloushah et al. (2022), Fumagalli et a. (2023),

and Goberna-Tricas et a. (2021), amongst others, is that they were conducted within
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regions or hospitals characterised by elevated numbers of reported COVID-19 cases.
Thiscircumstance may have influenced the heightened fears experienced by thosewith
close relationships with the participants, potentially contributing to the midwives’
sense of loneliness. Nonetheless, these studies collectively underscore a profound
psychological strain on midwives during the pandemic, a period characterised by

increased workload, evolving health protocols, and emotional challenges.

2.4.4.3 Job dissatisfaction
Job dissatisfaction among midwives became increasingly prevalent during the
COVID-19 pandemic, reflecting the countless challenges they faced which not only
disrupted their work routines but also eroded their job satisfaction (K t¢tktirkmen et
al., 2022). Midwives in the study by Hearn et a. (2022) suggested that the emotional
toll due to the pandemic had robbed them of the joy traditionally associated with their
profession. This was commonly compounded by the lack of support and burnout, as
described by Memmott et al. (2022). Another probable contributing factor to job
dissatisfaction could be due to the fact that midwives often felt undervalued and
excluded from critical discussions about their profession, as previously mentioned,

leaving them disheartened and disconnected from their work (Hartz et al., 2022).

2.4.4.4 Lack of support and recognition
The collective findings from multiple studies shed light on a disheartening theme of
midwives experiencing a profound lack of support and recognition throughout the
pandemic. This dearth of acknowledgment extended across various dimensions.
Midwives expressed their sentiments about the lack of appreciation for their tireless
efforts during these challenging times and noted that the absence of financial rewards
compounded their sense of undervaluation (Alnuaimi, 2021). Moreover, a concerning

issue that emerged was the deficiency of dedicated and structured well-being support
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for midwives (Fumagalli et al., 2023). The pandemic took a significant toll on their
mental and emotional health, and the absence of adequate support mechanisms further

strained their overall well-being.

Feelings of loneliness and limited support from their colleagues and team members
(Gonzélez-Timonedaet al., 2021) also left midwives emotionally isolated, intensifying
the stress and emotional burden they carried. In addition to emotiona support,
midwives also yearned for more tangible forms of recognition and appreciation.
Simple acts of gratitude, such as managers thanking their staff, were identified as
powerful ways to make midwives feel valued and appreciated (McGrory et al., 2022),

which further highlights the importance of recognition.

2.4.45 Support strategies for sustaining care provision
The demanding circumstances brought about by the COVI1D-19 pandemic compelled
midwives to seek and employ various supportive and coping mechanisms to sustain
their care provision. Colleague support emerged as a crucia pillar of support for
midwives across several studies (Alnuaimi, 2021; Power et al., 2022). The solidarity
and understanding of their fellow professionals provided a lifeline during times of
extreme stress and uncertainty. Midwives recognised the significance of sharing their
experiences, feelings, and challenges with their teams, fostering a sense of mutual
support (Fumagalli et al., 2023; Hazfiarini et al., 2022). Beyond their professiond
circles, family and friends played a pivotal role in upholding midwives’ emotional
well-being (Fumagalli et a., 2023; Hazfiarini et a., 2022). These persona
relationships served as sources of comfort and solace, reminding midwives of the

broader support network available to them.
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Mindfulness and spiritual practices also emerged as an effective coping strategy
(Power et a., 2022; Shoorab et a., 2022). By staying present in the moment and
maintaining a sense of purpose in their work, midwives were able to navigate the
challenging nature of the pandemic with greater resilience. Continuous learning and
seeking the latest information about COVID-19 were essential coping mechanisms
(Alnuaimi, 2021; Shoorab et al., 2022). Armed with up-to-date knowledge, midwives
felt more equipped to provide safe and effective care, reducing feelings of helplessness
and uncertainty. Maintaining pride and a sense of moral obligation in the care they
provided were means by which midwives restored their sense of purpose and hope for
their careers (Hazfiarini et al., 2022; Memmott et al., 2022). These strategies allowed
midwivesto stay committed to their profession and the welfare of those that they cared

for.

2.45 Perceived effects on women and their families

Undoubtedly, the COVID-19 pandemic had profound effects on women and their
families in relation to perinatal care and beyond. Midwives were uniquely positioned
to notice these effects due to their close and continuous interactions with expectant
mothers and their families. They could also recognise the chalenges posed by
restrictions on birthing practices and access to support networks. In this section, the

sub-theme ttitled Parents’ psychological and emotional difficulties will be discussed.

2.4.5.1 Parents’ psychological and emotional difficulties
During the tumultuous period of the COVID-19 pandemic, midwives stood witness to
a spectrum of psychological and emotiona challenges that women and their families
had to face. Midwives from the study by Bradfield et al. (2022) described parents’
feelings of stress, uncertainty, isolation, and vulnerability. Echoing these sentiments,

midwives from the studies by Fumagalli et al. (2023) and Goberna-Tricas et a. (2021)
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observed prevalent feelings of loneliness and fear, the latter emphasising diminished
shared decision-making that heightened the vulnerability. This sentiment of
diminished shared decision-making was also mentioned in the study by Hijdra et a.
(2022). Midwives from the study by Gonzalez-Timoneda et al. (2021) portrayed
further emotional effects, describing parents’ experiences of grappling with surprise,

frustration, anxiety, and loneliness.

Hartz et al. (2022) delved deeper, where midwives signified the daunting fear that
deterred many from accessing maternity facilities, compounded by arise in violence
against women, illustrating a darker side to the pandemic. Hearn et al. (2022)
highlighted the long-term concerns midwives had, noting feelings of worry about
future implications of the pandemic for these women and their families. Furthermore,
midwives from the studies by Huysmans et al. (2021) and Stulz et a. (2022)
emphasised women’s profound sensations of psychological distress, despair,
unpreparedness, and heightened anxiety. Midwives from aqualitative study conducted
by Power et a. (2022) in the Republic of Ireland aso shed light on a particularly
vulnerable group, bereaved parents, suggesting they might be navigating an even
deeper sense of loneliness and isolation. Collectively, these studies paint a realistic
picture of the profound emotional and psychological upheava women and their

families faced, with midwives uniquely positioned to recognise such concerns.

2.4.6 Positive outcomes

Despite its numerous challenges and disruptions to maternity care, the COVID-19
pandemic also yielded some positive outcomes for midwives, the care they provided,
and the parents they cared for. This theme will be discussed in two separate sub-
themes: Positive implications for midwives and the care provided, and Positive

implications for parents.
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2.4.6.1 Positiveimplications for midwives and the care provided
In the face of significant hurdles presented by the COVID-19 pandemic, notable
positive outcomes in the realm of midwifery care were still present in some studies,
particularly concerning midwives and the care provided. Baloushah et a. (2022)
observed the blossoming of new professiona relationships and enhanced teamwork
among midwives, further enriching the midwife-women relationship. This sentiment
of fortified collaboration was echoed by Goberna-Tricas et a. (2021), who emphasised
the emergence of strengthened professional ties and a newfound resilience in
confronting similar future challenges. Bradfield et a. (2022) highlighted the increased
sense of pride midwives experienced, with many acquiring new skill sets and feeling
more supported by their teams. Adding to this sentiment, Kiguktirkmen et al. (2022)
found midwives gaining more confidence in managing future pandemic-related

situations.

Midwivesin the study by Hartz et a. (2022) identified asilver lining in providing care
to COVID-19 infected women, in which the specialised one-to-one care provided
allowed for more personalised attention. Power et al. (2022) noted that many midwives
found solace in their work during these turbulent times, with it offering a semblance
of structure and normalcy. Likewise, Stulz et al. (2022) reported that some midwives
perceived an enhancement in their capacity to provide women-centred care and felt
more empowered in their roles. Collectively, these studies showcase the adaptability

and growth within the midwifery profession amidst an unprecedented global crisis.

2.4.6.2 Positiveimplicationsfor parents
While numerous challenges arose, there were also some unexpected benefits for
parents during the COVID-19 pandemic in the context of maternity care. According

to Bradfield et a. (2022), midwives reported that the restrictions on visitors allowed
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new familiesto have fewer distractions, fostering amore intimate and focused bonding
environment. This reduction in external intrusions, such as frequent visitors, was
similarly highlighted by Fumagalli et a. (2023) and Stulz et a. (2022), suggesting an
opportunity for parents to have a more peaceful and persona experience with their
newborns, and to recover and bond with their babies in a more serene setting.
Furthermore, some of the novel services introduced due to the pandemic, such as the
adoption of telehealth and virtual care solutions, seemed to enhance accessibility for
women, offering them more tailored and convenient care options during these unique

times (Bradfield et al., 2022).

2.5 Strengthsand Limitations of the Literature Review

The researcher did not limit the studies retrieved for this literature review to one
particular type of research design, thus, the risk of eliminating valuable research was
reduced. Having complete access to full-text articlesis essentia to conduct athorough
and comprehensive search. Nonetheless, restricted accessibility hindered the
researcher from obtaining articles that could have been relevant. The inclusion of
studies with small sample sizes could potentially lead to the generation of inaccurate
or misleading conclusions from the findings. Additionally, certain exclusion criteria
for the selection of studies for this literature review, such as the exclusion of studies
with findingsin relation to midwives not solely stated, may have influenced theresults,

possibly causing the omission of pertinent information.

2.6 Conclusion

2.6.1 Summary of thefindings

This literature review presented an overview of the existing research findings

pertaining to midwives’ perspectives on the provision of quality midwifery care during
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the COVID-19 pandemic. The following key findings were dlicited from the literature

review:

New guideines and procedures

Rapid changes in midwifery care were noted, with evolving guidelines and
protocols.

Specialised services and delivery rooms for potential or confirmed COVID-19
patients were established in some areas.

Safety measures like PPE use, PCR testing for admitted women, and
restrictions on support people and visitors were imposed.

Changesin newborn care, like immediate bathing and separation from infected
mothers, were also noted.

Socia distancing, reduced physica touch, and other adjustments became

integral to midwifery care.

Organisational challenges

The pandemic exacerbated workload and staff shortages, with increased
responsibilities.

A lack of clear, consistent information and training created challenges.
Shortages of PPE were widespread.

Issues related to management, leadership, and coordination within healthcare
institutions, as well as midwives’ marginalisation in policy development,

added to organisational challenges.

Challengesin providing caredueto COVID-19 implications

Midwives faced difficulties in providing care due to mandatory measures like

PPE use, which disrupted the midwife-woman relationship.

Telehealth, while introduced for safety, often felt impersonal.
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Traditional supportive interventions were restricted, and changes in protocols
sometimes contradicted core midwifery values.

Workload increased, and in-person contact decreased, potentially resulting in
missing vital information.

Shifts in birthing practices and reduced access to support networks were

additional challenges.

Personal challenges

Midwives faced various personal challenges during the pandemic, including
physical difficulties due to the use of PPE, psychological difficulties such as
stress and burnout, job dissatisfaction, and alack of support and recognition.

Coping strategies included seeking support from colleagues, family, and
friends, mindfulness practices, continuous learning, and maintaining pride in

their work.

Per ceived effects on women and their families

The pandemic had profound effects on women and their families, including
stress, uncertainty, isolation, vulnerability, fear, anxiety, loneliness, and
increased violence against women.

The pandemic disrupted shared decision-making and has possibly introduced

long-term implications.

Positive outcomes for midwives and care provided

Despite challenges, midwivesreported strengthened professional rel ationships,
enhanced teamwork, and newfound resilience.
They gained new skills and felt more empowered and confident. Some

midwives found pride and solace in their work during turbulent times.
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e Oneto-one care for COVID-19-infected women alowed for more
personalised attention.
Positive outcomes for parents
e Restrictions on visitors during the pandemic allowed new families to have
fewer distractions, fostering a more intimate bonding environment.
e Theadoption of new services enhanced accessibility for women, offering more

tailored and convenient care options.

2.6.2 Conclusion

Thisliterature review has shed light on the various facets of implicationsin relation to
the COVID-19 pandemic, with particular focus on midwives’ perspectives.
Nonetheless, there is alack of large-scale quantitative data collection and analysis of
the effects of the COVID-19 pandemic from the midwives’ perspectives, particularly
anaysing different care settings, where patterns in the data can be identified and
longer-term planning for a pandemic or emergency context can be informed.
Additionally, no local literature to date has been found to evaluate midwives’
perspectives on providing care during the COVID-19 pandemic in the local setting.
Hence, it is imperative to thoroughly investigate the local context to inform and plan
future policies, while aso providing a platform for loca midwives to share their
perspectives. The next chapter will present an explanation of the theoretical framework

chosen as the basis for this study.
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Chapter 3 Theoretical Framework

3.1 Introduction

A theoretical framework serves as the underpinning of aresearch study, offering the
rationale for its execution or for the examination of hypotheses (Polit & Beck, 2018).
When employed in research, it directs the researcher using fundamental ideas from a
theory to determine the variables and their interrelationships within the study
(Creswell & Creswell, 2023; LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018).
In quantitative research, the selection of atheory comes after a thorough review of the
existing literature (Creswell & Creswell, 2023). Subsequently, this chosen theory

becomes the fundamental basis on which the study is built.

After a thorough examination of the existing literature concerning the delivery of
quality midwifery care within the context of the coronavirus disease 2019 (COVID-
19) pandemic, the researcher has ascertained that this area of study is significantly
influenced by arange of interdisciplinary factors that impact various facets of care. In
the search for an appropriate theoretical framework for this study, several theories
were evaluated to identify the one most relevant to this study’s focus, ultimately

serving as the foundation for the research framework.

The most suitable theoretical framework identified for this study is the Quality
Maternal and Newborn Care (QMNC) Framework. This framework was devel oped by
Renfrew et al. (2014), drawing upon evidence from the 2014 Lancet Series on
Midwifery. The QMNC Framework portrays the comprehensive scope of care to
which al women and newborns should have uninhibited access, with the ultimate goal
of enhancing health outcomes. Midwifery care cannot be cancelled or postponed. Just
as it was the case in the past, and even more crucially during a globa pandemic, the

imperative for ensuring that childbearing women and their newborn infants receive
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high-quality care persists. This careisvital not only to maintain their safety and well-
being but also to ensure unrestricted access to help, especially in the case of
complications. It is imperative that services remain accessible and suitable for all
individuals, with a continued commitment to fairness, respect, and empathy. This
approach is crucial for preventing discrimination and mitigating any exacerbation of

existing inequalities stemming from the ongoing crisis (O’Connell et al., 2020).

The QMNC Framework underscores the fundamental principles of quality care within
the field of maternity and newborn care, which inherently extends to midwifery care.
Similarly, one of the pertinent objectives of this study isto pinpoint the core principles
of quality midwifery care specifically within the context of a pandemic or similar
emergencies. Consequently, the QMNC Framework has been selected as the
foundation for the theoretical framework of this study, primarily due to its alignment
with prioritising quality maternity and newborn (or midwifery) care under any given

circumstances or scenarios.

3.2 Application of the QM NC Framewor k

The QMNC Framework encompasses severa dimensions of maternal and newborn
care, including Practice Categories, Organisation of Care, Values, Philosophy, and
Care Providers. Each of these aspects within the framework can be instrumental in
crafting elements of a health system tailored for the needs of childbearing women and
newborn infants. This ensures that midwives, who have received proper education, and
are licensed and regulated, are effectively incorporated into the health system. The

QMNC Framework is depicted in Figure 3.1 below.
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Figure 3.1: The QMNC Framework

For childbearing women and
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£ e infants with complications
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. . . normal .
Practice Information | Screening management | obstetric
. processes,
Categories | Health Care . of neonatal
. . prevention of L .
promotion planning L complications | services
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c . Available, accessible, acceptable, good-quality services — adequate
Organisation ’ ’ p '8 quality q
resources, competent workforce
of Care . S . Sy
Continuity, services integrated across community and facilities
Values Respect, communication, community knowledge, and understanding

Care tailored to women’s circumstances and needs

Optimising biological, psychological, social, and cultural processes;
Philosophy strengthening woman’s capabilities
Expectant management, using interventions only when indicated

Practitioners who combine clinical knowledge and skills with

Care interpersonal and cultural competence
Providers Division of roles and responsibilities based on need, competencies, and
resources

(Renfrew et al. 2014)

For the purpose of this study, the components of care mentioned above in the
framework will be applied in the context of care provided during the COVID-19

pandemic, hence, a pandemic context.

3.2.1 Practice Categories

3.2.1.1 Education, Information and Health Promotion
Ensuring sufficient education and the provision of trustworthy information, along with
a concentrated emphasis on promoting health, is of paramount significance in any
given scenario. This holds true both in routine circumstances and is accentuated in a
pandemic, marked by the prevalence of misinformation and an increased need for
health promotion (Rocha et a., 2021). The COVID-19 pandemic has brought about
substantial changes in the way education, information dissemination, and health
promotion are conveyed to the general population, and this undoubtedly also extends

to pregnant women as well (Durowaye et a., 2022; Stulz et al., 2022).
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Traditional face-to-face antenatal education transitioned to an online format (Stulz et
a., 2022), and health information was predominantly disseminated through social
media channels (Rocha et al., 2021). Furthermore, heath promotion prominently
centred around COVID-19 related topics, such as promotion for the vaccine against
the spread of the virus (Durowaye et a., 2022). In spite of various efforts to uphold a
sense of normality, several parents reported feelings of uncertainty and confusion
(Bradfield et a., 2022), possibly alluding that some approaches cannot entirely

substitute conventiona ones.

3.2.1.2 Assessment, Screening and Care Planning
The COVID-19 pandemic had a notable impact on assessment and screening processes
during the perinatal period, subsequently aso influencing care planning. Research
outcomes indicate that numerous healthcare organisations transitioned to offering
specific elements of care, such as assessment and screening, via telehealth, resulting
inasubstantial reduction in in-personvisits (Hearn et a., 2022; Stulz et a., 2022). The
need for additional screening and assessment related to COVID-19 risk also added
complexity to care planning. Women needed to be evaluated for their COVID-19

status in addition to routine assessments (K Ucuktirkmen et al., 2022).

Midwives voiced their apprehensions regarding alterations in assessment and
screening approaches. Research demonstrates that midwives expressed concerns about
the possibility of overlooking critical information due to decreased interactions with
women, especially concerning assessment and screening for issues like mental health
challenges or instances of domestic violence (Goberna-Tricas et a., 2021; Hijdra et
a., 2022). Decision-making for care planning also faced substantial disruptions during

the COVID-19 pandemic. Often, these decisions were described as lacking a
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foundation in evidence (Gonzalez-Timoneda et al., 2021) and not taking into account
women’s contributions to the decision-making process (Goberna-Tricas et a., 2021,
Hijdra et a., 2022). Conseguently, it becomes evident that even in the face of the
pandemic’s emergency circumstances, decision-making should still be guided by
established evidence on quality care, while also considering emerging evidence related

to the new disease (Renfrew et a., 2020).

3.2.1.3 Promotion of Normal Processes and Prevention of Complications
The COVID-19 pandemic created significant challenges for midwifery care in
promoting normal processes and preventing complications. It disrupted established
routines, limited access to resources, increased stress levels, and required adaptations
to mitigate potentia risks (Stulz et al., 2022). The above-mentioned change in in-
person visits and hence, the reduced frequency of contact between midwives and
pregnant women potentially limited opportunities to provide hands-on care, monitor
normal processes and detect complications early. Some hospitals restricted the
presence of support persons, including partners, during labour and, at times, also
during birth (Hartz et a., 2022; Huysmans et al., 2021). Lavender et al. (2020) note
that denying women the presence of companions during labour will lead to more
interventions, longer hospital stays, and a higher risk of cross-infection for both

women and healthcare staff.

Certain hedlthcare facilities dso made the decision of immediately separating
newborns from mothers who tested positive for COVID-19 after giving birth, and in
some cases, discouraging breastfeeding as a precautionary measure to lower the risk
of transmission (K ugukturkmen et al., 2022). Similarly, in astudy by Huysmans et al.

(2021), midwives reported that skin-to-skin contact was restricted for mothers who
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had tested positive for COVID-19. Limited birthing options were also noted, such as
restricted options related to analgesia use and water immersion, potentially hindering
the promotion of normal processes during childbirth (Bradfield et a., 2022; Memmott
et a., 2022). Despite the negative impacts, some remarked that visitor restrictions
allowed parents the liberty of reduced distractions and more time for the promotion of

normal processes, such as breastfeeding (Fumagalli et a., 2023).

3.2.1.4 First-line Management of Complications and Medical Obstetric
Neonatal Services

Similar to other aspects of care, management of complications became more intricate
during the COV1D-19 pandemic. For instance, midwivesin the research by Hazfiarini
et a. (2022) reported challenges in locating referral hospitals for women requiring
additional medical assistance, often attributed to logistical difficulties slemming from
COVID-19. Townsend et al. (2021) also observed a worldwide decline in maternity
healthcare-seeking and healthcare provision during the COVID-19 pandemic, raising
the concern that the provision of essentia care, particularly in situations of potential

threat, could have been omitted.

I nstances arising from the pandemic and findings from research show that, particularly
in a pandemic context, first-line management of complications and medical obstetric
neonatal services, such as “clective and emergency caesarean section, blood
transfusion, care for women with multiple births and medical complications such as
human immunodeficiency virus (HIV) and diabetes, and services for preterm, small
for gestational age, and sick neonates” (Renfrew et al., 2020), remain crucial to prevent
worsening of complications and long-term consequences, as well as to ensure safe

childbirth and reduce maternal and neonatal mortality (Renfrew et al., 2020).
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3.2.2 Organisation of Care

The organisation of care for women and their families during the perinatal period was
significantly impacted by the COVID-19 pandemic. In some instances, maternity
services were disrupted as healthcare facilities were repurposed to provide care for
COVID-19 patients, leading to substantial disruptions in the organisation of care for

women in those areas (Hartz et al., 2022).

Adequate resources were also notably scarce. Several studies in the literature
highlighted a significant shortage of personal protective equipment (PPE) for
midwives (Bradfield et al., 2022; Goberna-Tricas et al., 2021; Hartz et a., 2022).
Additionally, there were reports of overal resource inadequacies concerning
midwifery services (Baloushah et al., 2022; Hearn et al., 2022). In the context of
providing care during a pandemic, thelevel of workforce competency faced significant
challenges, especialy in relation to the organisation of care. Midwives often lacked
the necessary knowledge and training to handle pandemic-rel ated scenarios and mostly
felt unprepared (Alnuaimi, 2021; Gonzédlez-Timoneda et a., 2021; Hazfiarini et a.,

2022).

Continuity of care, atypically attractive model in midwifery services, faced challenges
during the COVID-19 pandemic. Some continuity of care models experienced
disruptions and a significant reduction in availability (Stulz et a., 2022). However, in
cases Where care models managed to maintain continuity, it was reported to act as a

“protective shield” against the adverse effects of the pandemic (Hearn et al., 2022).

3.2.3 Values

In the field of midwifery care, a core set of values serve as the foundation for the

practice. Among these vaues are respect, communication, and understanding
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(Renfrew et al., 2014). While these values are expected to be upheld in al
circumstances, the emergence of the COVID-19 pandemic revealed instances where
they, regrettably, were not honoured. Reports of a lack of respect occasionaly
manifested in the form of dehumanisation of care and instances of obstetric abuse, as
indicated by studies conducted by Goberna-Tricas et a. (2021) and Gonzalez-
Timoneda et al. (2021). Additionally, Goberna-Tricas et al. (2021) underscored the
vulnerability of women, as hedlthcare organisations disregarded their right to

participate in shared decision-making processes.

The use of PPE and the necessity for physical distancing measures also created barriers
to effective communication (Fumagalli et al., 2023). Although the pandemic has been
associated with adverse impacts, a positive shift resulting from the pandemic, as
reported in the literature, was the introduction of novel services, including the adoption
of telehealth and virtual care, which appeared to improve accessibility for women,

providing them with moretailored and convenient care choices (Bradfield et a ., 2022).

3.2.4 Philosophy

The COVID-19 pandemic, as mentioned earlier, had unfortunate adverse effects on
the promotion and optimisation of various normal and biological processes. Inrelation
to psychological processes, the pandemic introduced heightened levels of stress,
anxiety, and fear among pregnant individuals due to uncertainties and infection risks
(Bradfield et ., 2022; Fumagalli et a., 2023). Midwivesfaced challengesin providing
the psychologica support needed to address these concerns, as in-person visits were
limited (Hijdra et a., 2022), and non-verba cueswere obscured by PPE (Hazfiarini et

a., 2022).
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COVID-19restrictions also disrupted traditional social and cultura practicesthat often
play acrucial role in the childbirth experience as women had to adapt to new norms,
including limited access to family support during labour and childbirth (Bradfield et
a., 2022). A fundamental philosophy of midwifery, which revolves around providing
holistic care, was also noted to be neglected at times, as midwives in the study
conducted by Goberna-Tricas et al. (2021) indicated that certain new guidelinesfailed
to address all aspects of holistic care. The need to minimise contact and potential
exposure to the virus also led to areduction in expectant management practices, where
hospitals sometimes resorted to interventions to expedite labour and reduce hospital
stays, deviating from the philosophy of using interventions only when indicated (Rice

& Williams, 2022).

3.25 CareProviders

Midwives, often considered as the central care providers for maternal and newborn
care, have encountered various challenges that have hindered their capacity to deliver
high-quality midwifery care. These challenges include increased workloads, staff
shortages, inadequate training and knowledge (leading to skill deficits), PPE, shortage
of resources, and poor management practices (Alnuaimi, 2021; Bradfield et a., 2022;
Hazfiarini et al., 2022; Stulz et al., 2022). These challenges not only posed difficulties
in delivering quality midwifery care but were aso detrimenta to the physical and
mental well-being of midwives, leading to burnout and deteriorating workplace

behaviours (Huysmans et al., 2021; McGrory et al., 2022).

3.3 Conclusion

In this chapter, the theoretical framework for this study was discussed by integrating

the QMNC Framework with the study’s primary focus which revolves around the
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provision of quality midwifery care during the COVID-19 pandemic. Utilising this
theoretical framework provided the researcher with enhanced insight into the
multifaceted factors at play, their interactions, and how they impact the delivery of
quality midwifery care in the context of a pandemic. This theoretical framework
further provided a systematic overview, guiding the research in fulfilling the study’s
aim and objectives. The next chapter will provide a comprehensive description of the

selected research methodology for this study.

47



Chapter 4

METHODOLOGY



Chapter 4 Methodology

4.1 Introduction

This chapter provides a detailed explanation of the research methodology employed in
this study. It presents the study’s aim, objectives and research question, as well as a
comprehensive overview of the research design, the method of data collection and data
analysis. The chapter also delvesinto the evaluation of research validity and reliability,

alongside adiscussion of the ethical considerations followed throughout the study.

4.2 Aim, Objectives and Resear ch Question

This research study aims to explore the local midwives’ perspectives on the provision
of quality midwifery care during the coronavirus disease 2019 (COVID-19) pandemic
in different maternity care settings. To address this aim, the following objectives were

Set:

1. To seek midwives’ perspectives on altered provision of midwifery care during
the COVID-19 pandemic and how this affected women and their families.

2. Toidentify challenges encountered by midwives in balancing personal safety
and well-being while maintaining quality midwifery care.

3. To identify strategies in addressing the challenges encountered during the
COVID-19 pandemic that inform longer-term planning for essential elements

of quality midwifery care.

The aim and objectives served as the basis for the formulation of the research question
for this study, which reads. What are the perspectives of the local midwives on the

provision of quality midwifery care during the COVID-19 pandemic?
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4.3 Operational Definitions

According to Creswell and Creswell (2023), operational definitions play acrucial role
in clarifying the research question and establishing clear meanings for the terms
connected to the study, directly aligning with the study’s objectives. Hence, for the

purpose of this study, the subsequent operational definitions were established.

e Midwife — According to the International Confederation of Midwives (ICM,
2023, para. 2), “the midwife is recognised as a responsible and accountable
professional, who works in partnership with women to give the necessary
support, care and advice during pregnancy, labour and the postpartum period,
to conduct births on the midwife’s own responsibility and to provide care for
the newborn and the infant”. For the purpose of this study, the midwife is the
professiona caring for women and their families across different maternity

care settings in the local state hospital during the time of data collection.

e Perspective — A perspective represents an individual’s stance or viewpoint
regarding a specific phenomenon, reflecting their outlook on a particular
subject (Oxford, n.d.-a). For this study’s purpose, perspectives refer to the local
midwives’ views and experiences of providing quality midwifery care during

the COVID-19 pandemic.

e Provision — Provision refers to the action of supplying someone with
something they require or desire (Oxford, n.d.-b). In thisstudy, provision refers
to the supplying of care from local midwives to women and their families

during the COVID-19 pandemic.
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Quality midwifery care— According to the Royal College of Midwives (RCM,
2014), high quality midwifery care refers to care which is “safe, effective,
woman-centred, timely and equitable. It should also be evidence-based and
delivered as close as possible to the communities where women live or work.
It should continue to be free and accessible to everyone at the point of need”.
The Quality Maternal and Newborn Care (QMNC) Framework (Renfrew et al.,
2014), which is this study’s theoretical framework, defines quality midwifery
care as the provision of care that values elements of care based on several
practice categories (e.g. education, assessment, promotion of normal
processes), the organisation of care, values, philosophy, and care providers of
midwifery care. For the purpose of this study, quality midwifery care refers to
the safe, effective and woman-centred care based on the elements of care
highlighted by the QMNC Framework, provided by local midwives during the

COVID-19 pandemic.

COVID-19 pandemic — The COVID-19 pandemic is a “global outbreak of
coronavirus, an infectious disease caused by the severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) virus” (World Health Organization
[WHOQ], n.d.). Inthis study, the COVID-19 pandemic refersto the period when
COVID-19 was officialy declared a global pandemic, encompassing Malta,

starting in March 2020.

4.4 Research Design

Polit and Beck (2017) characterise the research design as the foundation upon which

all research is organised and constructed, hence, it defines the fundamental approaches

researchers use to produce reliable and understandable evidence. Consequently, the
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selection of the research design plays acrucial role in addressing the research question
and ensuring the validity of the outcomes (Polit & Beck, 2017). To select an
appropriate research design for the specific topic, the researcher carefully considered
the advantages and disadvantages of al three design approaches. quantitative,
gualitative, and mixed-methods. In the existing literature on midwives’ perspectives
on providing care during the COVID-19 pandemic, it was observed that, in varying
degrees, al these research design approaches had been employed, indicating diverse

approaches to exploring midwives’ perspectives and experiences in this regard.

4.4.1 Types of research designs

The quantitative research approach involves the exploration of relationships between
variables using research tools that generate numerical data, which is subsequently
analysed using statistical methods (Creswell & Creswell, 2023; LoBiondo-Wood &
Haber, 2021; Polit & Beck, 2018). In quantitative research, a large sample of
participants is typically recruited, and data collection is commonly accomplished
through the use of questionnaires (Creswell & Creswell, 2023; LoBiondo-Wood &

Haber, 2021; Polit & Beck, 2018).

Questionnaires offer ease of administration, protect participant anonymity, and reduce
response bias, ultimately enhancing the reliability of findings and permitting potential
generalisability to the broader population (Creswell & Creswell, 2023; LoBiondo-
Wood & Haber, 2021; Polit & Beck, 2018). Nevertheless, questionnaires have
limitations, as they may yield less detailed responses from participants (Polit & Beck,
2018). Additiondly, the quantitative design often experiences lower response rates

when compared to other research designs, particularly when questions are not easily
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comprehensible to participants, potentially leading to increased bias when response

rates are low (Polit & Beck, 2018).

A qualitative research approach places a greater emphasis on comprehending a
phenomenon by interpreting individuals’ experiences from their unique perspectives
(Creswell & Creswell, 2023; LoBiondo-Wood & Haber, 2021). In qualitative research,
the emphasis lies in the quality of the data rather than its quantity (Creswell &
Creswell, 2023; LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). This approach
typically involves recruiting a smaller sample size, however, it yields more in-depth
data through interviews compared to what can be typically achieved through

guestionnaires (LoBiondo-Wood & Haber, 2021).

The data obtained isricher because respondents can seek clarification for any questions
they do not understand, and participants are more likely to answer all questions when
they are interviewed face-to-face (Parahoo, 2014). However, a drawback of having a
small sample size is that the findings cannot be generalised to a broader population
(Polit & Beck, 2018). Data analysis in qualitative research involves thematic content
anaysis, which entails identifying patterns and common categories to formulate
themes (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). The process of data
anaysis in qualitative research can be time-consuming due to the complexity of

transcribing the data and identifying emergent themes (Parahoo, 2014).

A mixed-methods research approach represents the amalgamation of both quantitative
and qualitative research designs (Parahoo, 2014). This approach is often chosen when
neither the quantitative nor the qualitative paradigm individual ly or effectively address
the research problem at hand (Polit & Beck, 2018). Consequently, by adopting a

mixed-methods approach, the two research methodologies complement each other,
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harnessing the strengths of both quantitative and qualitative designs (Creswell &
Creswell, 2023). This complementary nature enhances the capacity to address the
research problem comprehensively and, furthermore, increases the validity of the

findings (Creswell & Creswell, 2023; Polit & Beck, 2018).

In practical terms, a researcher may initialy collect data through the distribution of
guestionnaires to a large sample and subsequently conduct interviews with a smaller
group to gain more in-depth insights into the study’s phenomenon (Creswell &
Creswdll, 2023; Polit & Beck, 2018). Conversely, the research process might begin
with the formulation of a hypothesis using a qualitative approach and then proceed to

test that hypothesis quantitatively with alarger sample (Polit & Beck, 2018).

4.4.2 Rationalefor the chosen research design

Following an evaluation of the different research design approaches, the quantitative
research approach was deemed to be the most appropriate to fulfil the study’s aim and
objectives. This quantitative study is grounded in the QMNC Framework (Renfrew et
al., 2014), serving asthe theoretical framework for this study. The QMNC Framework
primarily focuses on the fundamental principles that underpin quality care. In this
study, the primary aim is to assess the perspectives of midwives regarding these core
principles of quality midwifery care during the COVID-19 pandemic. With this said,
the quantitative approach was deemed necessary for this research as it is oriented
towards identifying and analysing broader patterns rather than delving into individual

experiences, eliminating the need for detailed narrative data (Polit & Beck, 2018).

The study aims to investigate matters related to midwives’ perspectives in delivering
quality care during the COVID-19 pandemic, including the challenges they observed

and encountered during this period. The quantitative approach lends itself well to the
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comprehensive study and quantification of midwives’ perspectives in this regard
(Parahoo, 2014). Moreover, the research seeks to analyse the broader implications of
the COVID-19 pandemic on a larger scale to inform long-term planning effectively,
addressing agap in the existing literature. Additionally, this research does not involve
interventions, as the researcher’s focus is not on testing a specific hypothesis.
Consequently, it was determined that a non-experimental and cross-sectiona

guantitative research design is the most suitable approach for this study.

45 Research Site and Access

Theresearch site, asdefined by Polit and Beck (2018, p. 569), is “the physical location
and conditions in which data collection takes place in a study”. In the context of this
research, the research site encompasses various maternity care settings and teams
within the local genera hospital. These settings include the Central Delivery Suite,
Obstetric Ward 1, Obstetric Ward 2, and Obstetric Ward 3, the Breastfeeding Clinic,
Discharge Liaison Midwives, Antenatal Clinic, Perinatal Menta Health Clinic,
Neonatal Paediatric Intensive Care Unit, Parentcraft, and the Midwifery Relieving
Pool. Due to the sensitive nature of these environments and the need to adhere to
hospital and university protocols regarding data protection and ethics, the researcher
obtained permission to access these research sites from the local hospital’s
management team and the Midwifery/Nursing Officers of each maternity care setting
(Appendix C). Additionally, permission was sought from the Faculty of Hedth
Sciences Research Ethics Committee (FREC) to access the research site (Appendix

D).
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4.6 Target Population and Sampling Technique

Thetarget population, as defined by Rees (2011), refers the group of individuals who
meet the eligibility criteriato take part in aresearch study. In the context of this study,
the target population specificaly pertains to the midwives employed in the previously
mentioned maternity care settings in the local general hospital. The study’s target
population was restricted to midwives employed by the local general hospital. This
limitation primarily stems from time constraints and the potential challenges
associated with obtaining permissions to access other maternity care settings. It also
accounts for the reduced ease of communication with intermediaries involved in the
study. The population is characterised by specific inclusion and exclusion criteriathat
clearly outline the attributes that individuals must have or must not possess (Rees,
2011). Criteriafor eigibility were established, and these criteriawere drawn from the

characteristics of the target population, as detailed in Table 4.1.

Table4.1: Inclusion / exclusion criteria of target population

Inclusion Criteria Exclusion Criteria
Midwives actively working during | Midwives not actively working during
March 2020 March 2020
Midwives working in the local general | Midwives not working in the local
hospital general hospital
Midwives working during the time of | Midwives not working during the time of
data collection data collection
Midwives willing to participate Midwives not willing to participate

The selection of March 2020 as the cut-off time frame was influenced by multiple
factors. Firstly, it aligns with the date of the first locally reported positive case of the
COVID-19 pandemic in Malta, which occurred on the 7th of March 2020, as
documented by the Times of Malta (2020). Additionally, the World Headth

Organization (WHO) officially declared the COVID-19 outbreak a global pandemic
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on the 11th of March 2020 (WHO, n.d.). Considering the research study’s objective to
seek participants who have worked as midwives since the beginning of the pandemic,

this time frame was deemed appropriate.

“The process of selecting a portion of the population to represent the entire population”
is defined as sampling (Polit & Beck, 2018, p. 568). There are two primary categories
of sampling techniques: probability and non-probability. In a probability sample,
individuals are sel ected at random, ensuring that each person within the population has
an equal opportunity to be chosen (Polit & Beck, 2017). On the other hand, a non-
probability sample entails a non-random selection of individuals, with the researcher

exercising control over the selection process of participants (Polit & Beck, 2017).

The research sample was chosen using a non-probability sampling method known as
purposive sampling, in order to satisfy the study’s aim and objectives. One limitation
associated with this type of sampling is that the resulting samples are often considered
less representative of the overall target population (LoBiondo-Wood & Haber, 2021,
Polit & Beck, 2018). However, when the sample is carefully selected in accordance
with predetermined digibility criteria, asisthe casein purposive sampling, it tends to
exhibit greater homogeneity (LoBiondo-Wood & Haber, 2021). This homogeneity of
the sample helps reduce the risk of sampling bias, where the sample inadequately
reflects the target population (Polit & Beck, 2018). Consequently, this enhances the

confidence in the generalisability of the findings (LoBiondo-Wood & Haber, 2021).

4.7 Sample Size

In quantitative research, the size of the sample is paramount. This is because as the
sample sizeincreases, it tends to be more indicative of the population it represents and

reduces the potential for sampling error (Polit & Beck, 2018). The sample size must
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be sufficiently substantial to ensure the credibility of the research outcomes, and
researchers frequently estimate it through power analysis (Polit & Beck, 2018).
Typically, researchers adhere to a standard, selecting a confidence interval of 95%
with amargin of error of 5% (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018).
Hence, to ensure a reasonably representative sample, the researcher determined the
sample size using the following formula, as recommended by a statistician.

B N x Z? x p(1—p)
- (N—1)e?2 + 72 x p(1-p)

n

Where:

n = sample size to be calculated

N = total estimated population

Z = confidence interval (95%; Z = 1.96)
e = margin of error (5%, 0.05)

p = population proportion (set to 0.5)

Based on the estimated number of 166 midwives (provided by the Senior Midwifery
Manager of the local hospital) and based on the confidence level and confidence

interval, the sample was calculated to consist of 117 participants (n = 117).

4.8 Research Instrument

A thorough search for avalidated instrument to assess the perspectives and experiences
of midwives regarding the provision of quality midwifery care during the COVID-19
pandemic was conducted. The researcher aimed to find atool that could capture data
on various aspects of care during the pandemic, including its impact on care delivery,

its effects on women and their families, and the personal challenges faced by midwives
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due to the pandemic. However, none of the tools identified in the existing literature

were found to be entirely suitable for addressing the aim and objectives of this study.

The literature contained limited quantitative studies related to this topic. Two studies
(Bradfield et al., 2022; Hartz et al., 2022) that employed a quantitative approach used
guantitative questions primarily focused only on specific aspects of care during the
pandemic, such as the availability of persona protective equipment (PPE), and were
conducted in relation to particul ar settings (such as community clinics and private-led
clinics) that did not align with the local context and the specific research site of this
study (i.e., the local general hospital). Other studies in the literature used instruments
designed to only measure the psychological effects of the pandemic on midwives. For
instance, Kassahun et a. (2022) utilised the Depression, Anxiety, and Stress Scale
(DASS-21). This scale primarily assesses mental hedlth issues contemporaneously
during challenging situations (Osman et al., 2012). Given that this study was mostly
interested in factors that occurred at the onset of the pandemic, this measurement tool

would not have been appropriate for this study.

The researcher concluded that a self-designed questionnaire would be ideal to fulfil
the aim of the study that could assess multiple factors and perspectives in relation to
the provision of midwifery care during the COVID-19 pandemic. A questionnaireis a
tool comprising aseriesof questions designed to gather essential datafrom participants
(Parahoo, 2014). One of the primary advantages of using questionnaires is the
assurance of anonymity, alowing participants to respond more openly and preventing
interviewer bias (Rees, 2011). Additionally, questionnaires streamline data collection
and analysis due to their highly structured and predetermined nature (Parahoo, 2014).

The use of closed-ended questions s particularly beneficial for efficient data analysis,
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as responses can be easily compared across participants, given their uniform format

(Parahoo, 2014).

With this said, self-administered questionnaires have some drawbacks. The self-
administered nature of questionnaires can lead to varied interpretations of questions,
and participants lack the opportunity for clarification if the questions are not
interpreted as intended by the researcher (Parahoo, 2014). Although the structured
format is advantageous for data analysis, it might limit respondents from providing
detailed insights. To counteract this, providing spacefor participantsto expand on their
answers can be helpful, however, it might lead to more challenging data analysis and

increases the likelihood of incomplete answers (Parahoo, 2014).

For this study, a self-designed questionnaire (Appendix E) was developed by the
researcher under the guidance of the research supervisor. This questionnaire drew from
insights obtained from existing literature on the topic. The questionnaire comprised of
12 questions, which included various types of closed-ended questions, such as nomina
scale questions (alowing single or multiple responses), linear scale questions
(requiring participants to choose a number from 1 [minimum] to 10 [maximum]), and
5-point Likert scale questions, as well as two open-ended questions. Some questions
werefollowed by aspaceto allow the opportunity for participants to provide additional
remarks to further express their views. The questionnaire was prepared in the English
language, assuming fluency among the target population, which consists of midwives

employed by the local general hospital.

The questionnaire is divided into four sections, which all aimed to investigate the

aspects associated with the provision of quality midwifery care during the pandemic,
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primarily aligning with the study’s three objectives and incorporating elements from

the QMNC Framework.

Section A: This section consists of two nominal-scal e questions requesting the
participant’s demographic information, particularly the total number of years

asamidwife and their place of work during March 2020.

Section B: This section seeks to explore midwives’ views related to the altered
provision of care during the COVID-19 pandemic, hence addressing the first
objective of this study. The five questions in this section consist of a
combination of Likert- and nominal-scale questions, aong with two open-

ended questions.

Section C: This section aims to address the second objective of this study,
therefore exploring the challenges encountered by midwives in providing
quality midwifery care during the COVID-19 pandemic. It comprises a
combination of nominal- and linear-scale questions, al aimed at examining
midwives’ perspectives regarding the challenges brought about by the COVID-

19 pandemic on their practice and genera well-being.

Section D: This section seeks to investigate strategies that could potentially
address the chalenges faced during the COVID-19 pandemic, hence,
addressing the third objective of this study. The questions in this section are
nominal-scale questions, aimed at gathering insights into the approaches that
may help both women and their families, as well as midwives, in coping with

these challenges.
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Finally, a space was provided at the end of the questionnaire to allow participants to
add any further comments on the topic of providing quality midwifery care during the

COVID-19 pandemic.

4.8.1 Reliability and validity

Research instruments undergo testing for reliability and validity to ensure high-quality
results (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). According to Neuman
(2012), reliability is established when the questionnaire consistently generates the
same results when administered a second time under identical conditions. This form
of reliability testing, often referred to as ‘stability testing’, is assessed through a
process known as test-retest (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018).
Since the tool being used in this study has not been previously validated, it is essential
to conduct astability assessment for the instrument. I n this study, the test-retest method

was employed to evaluate the reliability of the self-designed questionnaire.

4.8.1.1 Testing the stability of the research instrument
According to Hill (1998), a minimum sample of 10 participants for a pilot study is
sufficient. The time span between the pre-test and the post-test depends on the subject
being studied, however, it should not be too long so asto avoid changes from occurring
in the measures being investigated (Ruel et a., 2016). The optimal time interval
between tests will depend on the specific construct being assessed, the stability of that

construct over time, and the characteristics of the target population (Marx et a ., 2003).

Typically, atwo-week time interval is regarded as the most suitable duration for test-
retest reliability assessments, however, if circumstances are anticipated to undergo
rapid changes, the period between the initial measurement and the test-retest should

be short, ideally within three to seven days (Marx et al., 2003). The sample size and
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the time interval between the pre- and post-test for the pilot study were also discussed
with a statistician, who advised that a sample of 10 participants may be used to

complete the same questionnaire twice over aperiod of two weeks.

Hence, 10 participants who met the inclusion criteria were invited to pilot the
guestionnaire, allowing a two-week interval between the pre-test and the post-test.
When distributing the pre-test questionnaire, a distinctive code was to be devised by
each participant and this code was to be remembered and written down on the post-
test questionnaire by the participant. This coding system allowed the researcher to
recognise the two questionnaires that belong to the same participant, while ensuring

anonymity.

Upon analysing the responses from the pilot study, it was observed that for question
number 7, initially designed as an open-ended question, participants predominantly
responded with succinct ‘yes’, ‘no’ or ‘not sure’ answers. Consequently, the question
was modified to a closed-ended format, allowing for ‘yes’, ‘no’, or ‘not sure’

responses, with an allocated space for participants to elaborate.

Along with the pre-test, al 10 participants were provided an evaluation form
(Appendix F). A 100% response rate was received. The feedback questions were
centred around factors such as the time taken to compl ete the questionnaire, its format,
and the clarity and relevance of the questions (Parahoo, 2014). The feedback responses
obtained were positive. Participants took around 15 minutes to fill out the
guestionnaire, finding the instructions straightforward. No one faced any issues
understanding the questions, and feedback aso highlighted the questionnaire’s neat
and user-friendly layout. Based on this positive feedback, no further modifications

were made to the questionnaire.
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Two tests were employed to assess the test-retest reliability by comparing the results
of the pre- and post-test conducted in the pilot study, as recommended by a statistician.
The Kappa test was employed for variables with a nominal scale, whereas the
Kendall’s tau-c test was utilised for those with an ordina scale. The null hypothesis
assumed poor test-retest reliability and would be accepted if the p-value exceeded the
significance level of 0.05. Conversely, the alternative hypothesis posited satisfactory

test-retest reliability and would be accepted if the p-value was less than 0.05.

Demographic questionswere excluded from thereliability testing since it was assumed
that responses to these questions would naturally remain the same in both tests. A total
of 23 closed-ended questions, including sub-guestions, underwent reliability testing.
Examples of data generated from the Kappa test and the Kendall’s tau-c test are
represented in Table4.2 and Table 4.3, respectively. Table4.4 and Table 4.5 showcase
the outcomes from the SPSS®-based test-retest reliability evaluation, confirming that
all questions exhibit satisfactory reliability with p-values less than 0.05. There was no
variation in the responses of question 8(b) provided in the pre- and post-tests, hence,
the responses from the pre- and post-tests were constant. Given that the modification
introduced to the questionnaire was deemed negligible and had no impact on the
outcome of the results obtained in the pilot study, these findings were integrated into

the main study.
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Table 4.2: Example of a crosstab using Kappa test for question number 4
(Effects of the pandemic on women and their partners’ well-being)

Q.4 — Effects of the pandemic on women and their
partners’ well-being (Post-test)
o 5 5 = 3
s, 8| B lz.|8%5 £
38| =5 T |Egz238 BS
= e}
S Anxiety or 10 0 0 0 0 0
L % fear
52 3| Sadness 0 8 0 0 0 0
S & % |_Loneliness 0 0 8 0 0 0
Iy ; & | | rritability or 0 0 0 7 0 0
:8 £ o anger
1% '% '_g Worry about 0 0 0 0 8 0
8 c | safety of e
w £ =| or others
< 2 Fedling 0 0 0 0 0 7
o overwhelmed

Table 4.3:

Example of a crosstab using Kendall’s-tau c test for question number 5(a)

(Changes in the provision of quality midwifery care)

pandemic” (Post-test)

Q.5(a) — “Midwives were trained, prepared and given
the appropriate knowledge related to the COVID-19

Neither
Strongly agree nor Strongly
disagree | Disagree | disagree | Agree agree
23, Strongly 0 0 0 0 0
& % % Té disagree
2 5 S |Disagree 1 2 0 0 0
z 2 § & _ | Neither 1 0 0 1 0
E 3 29 B | agreenor
= 5 S A 0 |disagree
W B8>S Age 0 0 0 4 0
8 S50 |Strongly 0 0 0 0 1
FE82 |we
E
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Table 4.4: Test-retest results for nominal questions using Kappa test

Kappa Test
%‘;ﬁ;ﬂg: Kappa Value Stg:foarrd App ro,;f imate P-value
4 1.000 0.000 15.401 <0.001
8(a) 1.000 0.000 4.135 <0.001
8(b) / / / /
8(c) 0.737 0.241 2.415 0.016
8(d) 0.804 0.186 3.324 0.001
8(e) 0.474 0.026 3.162 0.002
8(f) 0.615 0.337 2.108 0.035
8(g) 0.474 0.194 2.228 0.026
10 1.000 0.000 9.622 <0.001
11 1.000 0.000 5.993 <0.001
12 1.000 0.000 9.263 <0.001

Table 4.5: Test-retest results for ordinal questions using Kendall’s tau-c test

Kendall’s tau-c Test

Question Kendall’s tau- Standard Approximate P-value

Number ¢ Value Error T
5(a) 0.693 0.124 5.594 <0.001
5(b) 0.560 0.188 2.982 0.003
5(c) 0.780 0.189 4.132 <0.001
5(d) 0.693 0.188 3.692 <0.001
5(e) 0.693 0.188 3.692 <0.001
5(f) 0.420 0.207 2.029 0.042
5(g) 0.773 0.213 3.636 <0.001
9(a) 0.800 0.133 6.005 <0.001
9(b) 0.700 0.191 3.664 <0.001
9(c) 0.510 0.154 3.309 0.001
9(d) 0.600 0.229 2.625 0.009
9(e) 0.750 0.199 3.769 <0.001
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4.8.1.2 Testing internal validity
Vadidity refers to the accuracy of a research instrument in measuring what it is
designed to measure, as described by LoBiondo-Wood and Haber (2021) and Polit and
Beck (2018). There are four main types of validity: face validity, content validity,
construct validity, and criterion-rel ated validity. Face validity ensures that the research
instrument appears to address the study’s main concept, while content validity assesses
the instrument’s ability to collect relevant data in an organised manner for the research
topic (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). Construct validity
examines whether the instrument effectively measures the intended aspects related to
the research topic, using both statistical tests and adherence to theoretical predictions
(LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). Criterion-related validity
involves comparing the instrument to a standard test, with higher correlation scores
indicating greater instrument validity (LoBiondo-Wood & Haber, 2021; Polit & Beck,

2018).

In the context of this study, the most suitable types of validity were identified as face
and content validity due to various considerations. As Polit and Beck (2018) indicate,
achieving construct validity for a newly designed questionnaire typically requires
testing it in different settings and with diverse populations, which was not feasible for
this study. Additionally, to the researcher’s knowledge, there is no known standard test
that specifically applies to the study’s topic, making criterion-related validity
unsuitable (Polit & Beck, 2018). To ensure face validity, the researcher consistently
consulted with the research supervisor, an experienced midwife and researcher, during
the questionnaire’s design phase. Furthermore, the instrument’s content validity was
examined by a panel of experts in the field, including the Midwifery Dissertation

Panel, and received approval from FREC.
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4.9 Data Collection

After conducting the pilot study, the data collection process commenced in the first
week of September 2023 and extended through the first week of October 2023. The
Midwifery or Nursing Officers of each maternity care setting acted as the
intermediariesin the distribution of questionnairesto eligible participants who met the
inclusion criteria, following the acquisition of all necessary approvals. The
intermediaries sent an email to digible participants containing a web link to the
guestionnaire, along with an information letter (Appendix G) as an attachment,
outlining the study’s objectives and participation details. In mid-September 2023, a
reminder email was sent by the intermediariesto eigible participants who werewilling
to participate. Upon accessing the link, participants were directed to a Google Form-
based questionnaire. They were required to complete the questionnaire online and

submit it upon finishing.

4.10 Data Analysis

Through the use of Google Forms, a spreadsheet with the data obtained was generated.
The data collected from all the questions was subsequently analysed using 1BM
SPSS® statistics programme version 29, under the guidance and supervision of a

statistician.

4.10.1 Descriptive statistical analysis

Descriptive statistical analysis involves summarising and describing data using
methods such as frequency distribution, measures of central tendency (mean, mode,
median), and measures of variability (range, standard deviation) (LoBiondo-Wood &
Haber, 2021; Polit & Beck, 2018). Categorical variables with single or multiple

responses were analysed through frequency distribution, presented visually in tables,
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pie charts, or bar graphs based on the total number of participants. Numerical
responses, such as levels of fear or job satisfaction obtained from alinear-scale of 1 to
10, and Likert-scale questions were statistically analysed by computing mean and
standard deviation to determine average values and the deviation of each value from

the mean.

4.10.2 Inferential statistical analysis

In inferential statistical analysis, the data generated from a sample is used to make
assumptions about its generalisability to the population (LoBiondo-Wood & Haber,
2021; Polit & Beck, 2018). Inferential statistics aim to estimate the probability of the
sample data accurately representing the population and test hypotheses addressing
research questions (LoBiondo-Wood & Haber, 2021; Polit & Beck, 2018). The
researcher aimed to explore relationships between variables to achieve the study’s
objectives. Following consultation with a statistician, various statistical tests were
recommended on the basis of the nature of the variables and the relationships being

investigated.

The Chi-squared test was used to investigate the association between two categorical
variables. The null hypothesis specifies that there is no association between two
categorical variables and is accepted if the p-value exceeds the 0.05 level of
significance (Polit & Beck, 2018). The alternative hypothesis specifies that thereis a
significant association between the two categorical variables and is accepted if the p-

valueisless than the 0.05 criterion (Polit & Beck, 2018).

The Kruskal-Wallis test was used to compare mean rating scores provided to a
statement related to midwives’ perspectives of providing care during COVID-19

pandemic, or the level of support, fear, job satisfaction and burnout between groups of
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participants. The mean rating scores were obtained from two different scales: the one
related to the statements ranges from 1 to 5, where 1 corresponds to ‘strongly disagree’
and 5 corresponds to ‘strongly agree’ (Likert-scale); theonerelated to the levelsranges
from 1 to 10, where 1 corresponds to ‘minimum’ and 10 corresponds to ‘maximum’
(linear-scale). The null hypothesis specifies that the mean rating scores provided to the
statement or level vary marginally between the groups and is accepted if the p-value
exceeds the 0.05 level of significance (Polit & Beck, 2018). The aternative hypothesis
specifies that the mean rating scores provided to the statement or level vary
significantly between the groups, and is accepted if the p-value is less than the 0.05

criterion (Polit & Beck, 2018).

The Spearman correlation coefficient was used to measure the strength of the
relationship between two variables having an ordinal scale and it ranges from -1 to 1
(Polit & Beck, 2018). A correlation coefficient close to 1 indicates a strong positive
relationship between the two variables; a correlation coefficient close to -1 indicates a
strong negative relationship; while a0 correlation coefficient indicates no relationship
between the two variables (Polit & Beck, 2018). The Spearman correlation test is used
to investigate whether a relationship between two variables is significant or not. The
null hypothesis specifies that thereis no relationship between the two variables and is
accepted if the p-value exceeds the 0.05 level of significance (Polit & Beck, 2018).
The alternative hypothesis specifies that there is a significant relationship between the
two variablesand is accepted if the p-valueislessthan the 0.05 criterion (Polit & Beck,

2018).

The Friedman test was used to compare mean rating scores between a number of
related statements. The mean rating scores range from 1 to 10, where larger mean

rating scores indicate a higher level of fear (in the case of the questions analysed with
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the Friedman test). The null hypothesis specifies that the mean rating scores provided
to the statements are similar and is accepted if the p-valueis larger than the 0.05 level
of significance (Polit & Beck, 2018). The aternative hypothesis specifiesthat the mean
rating scores provided to the statements differ significantly and is accepted if the p-

valueisless than the 0.05 criterion (Polit & Beck, 2018).

4.10.3 Thematic analysis

Participants in the study were presented with two open-ended questions in the
guestionnaire. For some responses, they were also given the opportunity to provide
additional comments, which were accommodated in a designated comments section
accompanying eight questions. Finally, a space at the end of the questionnaire was
included to alow the participants the opportunity to add any additional comments on
the topic of the study. All these sections generated qualitative data that underwent
anaysis through thematic analysis following the framework proposed by Braun and

Clarke (2012).

In this thematic analysis process, the initial step involved the researcher reading the
responses multiple times to gain familiarity and comprehension of the data
Subsequently, the researcher systematically assigned features of interest from the
responsesinto respective codes, organising the data accordingly. In the third step, these
codes were grouped into potential themes, organising the data further. The fourth step
involved assessing the validity of the themes by comparing them to the initially
assigned codes and the entire dataset, enabling the development of a thematic map.
Ongoing analysis aimed to refine the specificity of each theme and ascertain if they
accurately represented the corresponding data, ultimately leading to the naming of the
themes. Finally, in the sixth step, a comprehensive report was created, which included

detailed excerpts illustrating an understanding of the identified themes and
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demonstrated how the analysis addressed the research question in the study (Braun &

Clarke, 2012).

4.11 Ethical Considerations

Prior to the commencement of the study, the researcher obtained ethical clearance and
authorisation from various university and institutional bodies, including the Midwifery
Dissertation Panel Board of Studies at the Faculty of Health Sciences and FREC.
Additionally, institutional ethical approval was obtained from key personnel holding
managerial positions at the local genera hospital. These authorities included the Chief
Executive Officer, the Data Protection Officer, the Director of Obstetrics and
Gynaecology, the Director of Paediatrics, the Director of Nursing and Midwifery, the
Senior Midwifery Manager, and the Midwifery / Nursing Officersrepresenting various
maternity care units, namely the Central Delivery Suite, Obstetric Ward 1, Obstetric
Ward 2 and Obstetric Ward 3, Breastfeeding Clinic, Discharge Liaison Midwives,
Antenatal Clinic, Perinatal Mental Health Clinic, Neonatal Paediatric Intensive Care

Unit, Parentcraft, and Midwifery Relieving Pool.

The research adhered to fundamental ethical principles derived from the Belmont
Report, which encompass beneficence, respect for human dignity, and justice (Polit &
Beck, 2018). It is within the researcher’s ethical duty to uphold participant autonomy,
minimise potential research risks, and ensure that the benefits of the study outweighed
any potential harm (Polit & Beck, 2018). These core ethical principles were respected
throughout the conduct of the study and were explicitly articulated in the participant’s

information letter.

The first ethical principle of beneficence emphasises the requirement that research

should be advantageous to participants and inflict no harm (Polit & Beck, 2018). In
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this study, the benefit was the aim to gain insights into midwives’ perspectives
regarding the impact of the COVID-19 pandemic on the quality of midwifery care,
thus contributing to a better understanding within the local context, and potentialy
informing future pandemic or emergency preparedness. With regards to causing no
harm, the researcher had no intentions of inflicting direct harm to the participants.
However, given the possible distressing nature of the subject of the COVID-19
pandemic, there was a possibility that participants might experience psychological
distress whilst recaling events related to the pandemic and answering the
guestionnaire, especialy if the questions elicited an emotiona connection with a
sensitive time period in their lives. To minimise this risk and alleviate the possible
effects of such an occurrence, the support of the Psychology Department at the local
genera hospital was sought to provide assistance to participants experiencing distress,

without incurring any financial cost (Appendix H).

The principle of respect for human dignity underscores self-determination and
informed consent. Midwives had the option to participate voluntarily after the
researcher presented comprehensive information about the study through the
information |etter. Participants were also informed that completing and submitting the
guestionnaire constituted consent to participate. At any point during the study,
participants retained the right to withdraw without providing reasons or fearing any
consequences. NoO incentives or rewards were offered to participants to prevent

coercion (Polit & Beck, 2018).

The last ethical principle of justice is redised through the protection of privacy,
ensuring anonymity and confidentiality. To maintain anonymity, participants were not

required to provide any information in the questionnaire that could lead to their
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identification, and only necessary datawas collected. The use of intermediaries further
safeguarded the anonymity of participants since direct contact between the researcher
and respondents was avoided. Lastly, data was stored on a password-protected
computer in an encrypted format, with access restricted to the researcher and the

research supervisor to prevent unauthorised personnel from accessing it (Rees, 2011).

4.12 Conclusion

This chapter has detailed the methodology employed in this study, discussing the
chosen research design to effectively address the study’s aim and objectives and bridge
the existing research gap. The next chapter will offer a comprehensive description of

the findings derived from the self-administered questionnaires.

74



Chapter 5

RESULTS



Chapter 5 Results

5.1 Introduction

The following chapter will detail the outcomes derived from the questionnaire
following athorough examination of the collected data. The findings from the closed-
ended questions, which generated numerica data, were analysed using both
descriptive and inferential statistical methods, utilising IBM SPSSP® statistics software
version 29. Simultaneously, any additional comments and open-ended questions that
provided qualitative insights were subjected to analysis through Braun and Clarke’s
(2012) thematic approach. Certain questions permitted respondents to select or list
more than one option. Consequently, the total count of responses for these questions

may not align with the number of participants who answered the question.

In the period between the first week of September 2023 till the first week of October
2023, the questionnaire was disseminated to 117 (100%) midwives working at the
local general hospital. A total of 81 completed responses (n=81) were submitted,

yielding aresponse rate of 69.2%.

5.2 Demographic Data

The demographic information is presented in Table 5.1. Frequency distributions were
employed to systematically structure the numerical data, and the percentage

representing the occurrence of each value was incorporated.

The majority of the respondents (n=46, 56.8%) had 1-10 years of experience working
as a midwife, whilst the smallest percentage (n=7, 8.6%) had more than 30 years of
midwifery experience. The highest percentage of participants (n=24, 29.6%) were
working at the Central Delivery Suite (CDS) inthelocal general hospital during March

2020 whilst the smallest percentages belonged to the groups of midwives working as
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Discharge Liaison Midwives (n=2, 2.5%) and working at the Parentcraft Unit (n=2,
2.5%).

Table 5.1: Frequency distribution of demographic data

Total number I(I)lf gvevzil;: working as a Frequency (o)) || Bercentage (%)
1-10 years 46 56.8
11-20 years 16 19.8
21-30 years 12 14.8
More than 30 years 7 8.6
Total number of respondents 81 100.0
Place of work during March 2020 Frequency (n) | Percentage (%)
Central Delivery Suite 24 29.6
Obstetric Ward 1 12 14.8
Obstetric Ward 2 4 4.9
Obstetric Ward 3 10 12.3
Breastfeeding Clinic 3 3.7
Antenatal Clinic 4 4.9
Discharge Liaison Midwives 2 2.5
Neonatal Paediatric Intensive Care Unit 10 12.3
Parentcraft Unit 2 2.5
Midwifery Relieving Pool 10 12.3
Total number of respondents 81 100.0

Given that some counts within the Place of work during March 2020 groups were
notably low, the groups of midwives employed at the Breastfeeding Clinic, Antenatal
Clinic, Discharge Liaison Midwives, and Parentcraft Unit were consolidated into a
single category referred to as Outpatient Care Settings, for inferential statistical
anaysis, which will be presented in this chapter. This grouping was based on the
commonality that midwives in these settings provide care to women who do not
require overnight hospital admission (Definitive Healthcare, n.d.). This decision was
made following the recommendation of the consulted statistician, aiming to prevent
small counts within each category during inferentia statistics, which can typically
diminish the strength and significance of the tests done and calculated p-values. The
participants’ place of work was mainly utilised to explore associations between

guestion responses as the researcher was interested in exploring the effects of the
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pandemic on the provision of quality midwifery care across different maternity care
settings, as indicated by the aim of this study. The researcher aimed to achieve the
three objectives of the research study by utilising the data gathered from all four
sections of the questionnaire.

5.3 Altered Provision of Midwifery Care during the COVID-19
Pandemic

To address the first objective of this study, the changes in standard delivery of care
and their effects as perceived by the study participants were investigated. The
following data was analysed using frequency distributions, the Chi-squared test and

the Kruskal-Wallis test.

5.3.1 Effects of the pandemic observed in women and their partners

When asked about the effects of the pandemic seen in women and their partners
(Figure5.1), the most common effect observed was that of anxiety or fear (n=80/371,
21.6%). The least commonly observed effect was that of sadness (n=49/371, 13.2%).
Other effects mentioned by the participants were loss of control and negative effects

on maternal-infant bonding and breastfeeding (n=4/371, 1.1%).

Figure 5.1: Effects of the pandemic observed in women and their partners
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No significant association was found between the effects witnessed and the midwives’
place work, calcul ated by the Chi-squared test that gave ap-value of 0.999, hence more

than 0.05 level of significance.

5.3.2 Changesin the provision of midwifery care during the pandemic

The participants were asked to rank their level of agreement to a set of statements
regarding the changes in the provision of care during the pandemic, namely on how
the organisation they work at handled the onset and subsequent management of the

changes brought about by the pandemic (Figure 5.2).

When asked about whether they received the appropriate training education in
preparation for the changes imposed by the coronavirus disease 2019 (COVID-19)
pandemic, the highest percentage obtained (n=29, 35.8%) was that of ‘disagree’. The
largest number of the participants ‘agree’ that the leaders at the maternity care setting
were transparent and responsive to the evolving circumstances emerging from the
pandemic (n=33, 40.7%), and effectively coordinated and managed the changesrelated

to the pandemic (n=41, 50.6%).

There was a strong disagreement when the participants were asked whether they were
consulted during the decision-making processes in the formulation of pandemic
policies and protocols ([disagree] n=37, 45.7%; [strongly disagree] n=22, 27.2%). The
majority of the participants (n=34, 42.0%) ‘agree’ that policies and protocols related
to the COVID-19 pandemic were needed and evidence-based. Most midwives (n=48,
59.3%) ‘agree’ that the policies and protocols restricted midwives’ ability to provide
quality midwifery care. Finally, the majority of the participants (n=31, 38.3%) ‘agree’
that the policies and protocols currently set locally are adequate to the current situation

of the COVID-19 pandemic.
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Figure5.2: Changesin the provision of midwifery care during the COVID-19

pandemic
Midwives were trained, prepared and given the
appropriate knowledge related to the COVID-19 [} 29 16 - 3
pandemic.

The leaders at the maternity care setting you were
working at were transparent and responsive to the

rapidly evolving circumstances related to the COVID- RIS 25 }
19 pandemic.
The leaders at the maternity care setting you were
working at effectively coordinated and managed the PSSk 22 -
changes related to the COVID-19 pandemic.

Midwives were consulted during the decision-making
processes in the formulation of policies and protocols 22 37 16 ]
related to the COVID-19 pandemic.

Policies and protocols related to the COVID-19
pandemic were needed and evidence-based.

Poalicies and protocols related to the COVID-19
pandemic restricted midwives’ ability to provide _ 16
quality midwifery care.

Policies and protocols currently set locally are
adequate to the current situation of the COVID-19 Ji 17 21 7
pandemic.

0O 10 20 30 40 50 60 70 80 90
Number of Participants
m Strongly disagree  mDisagree ® Neither agreenor disagree mAgree = Strongly agree

The Kruskal-Wallis test was then applied to compare the participants’ place of work
during March 2020 and the mean scores obtained from the participants’ answers to the

above statements. It was found that the mean rating scores provided to the statement
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regarding the policies and protocols being needed and evidence-based, varied
significantly between the groups, with a p-value of 0.047 (Table 5.2). Midwives
working at CDS had amore neutral attitude towards this statement, with a mean score
of 3.17 (from a score between 1 [strongly disagree] and 5 [strongly agreg]).
Conversdly, midwives working at Obstetric Ward 1 (OBS 1) had the highest level of
agreement towards this statement, with amean score of 4.17. The other statements had
a p-vaue larger than 0.05, meaning that the comparison between the groups was not
statistically significant.

Table 5.2: Kruskal-Wallistest — ‘Place of work during March 2020’ and ‘Necessity
and evidence basis of COVID-19 pandemic policies and protocols’

Std.
N Mean Deviation P-value

Policies and protocols CDS 24 3.17 0.917 0.047
related to the COVID- OBS1 12 4,17 1.193
19 pandemic were OBS?2 4 4.00 0.000
needed and evidence- OBS3 10 3.70 0.483
based. Midwifery 10 3.50 1.269

Relieving Pool

NPICU 10 3.80 0.919

Outpatient 11 3.45 0.934

Care Settings

5.3.3 Positive effects resulting from the pandemic

The highest percentage of participants indicated that there were positive effects
resulting from the pandemic (n=38, 46.9%). Meanwhile, 37% of the participants
(n=30, 37.0%) fedl that there were no positive effects as a result from the pandemic,
whilst 16% (n=13) were not sure (Figure 5.3). There was no statistically significant
association between the participants’ place of work and their perception of the positive
effectsresulting from the pandemic, indicated with ap-value of 0.102 obtained through

the Chi-squared test.
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Figure 5.3: Positive effects resulting from the pandemic

46.9%

Yes =No = Not Sure

54  Challenges Encountered in the Provision of Quality Midwifery
Careduring the COVID-19 Pandemic

Work-related and personal challenges encountered by midwives amid the COVID-19
pandemic, as well as the support strategies for sustaining care provision were
investigated to meet the second objective of this study. The following data underwent
analysis through frequency distributions, the Chi-squared test, the Kruskal-Wallistest,

the Spearman correlation coefficient, and the Friedman test.

5.4.1 Work-related challenges

The respondents were given a series of questions regarding challenges that pertained
to their work. Thefregquency distributions of theresults obtained aredepicted in Figure
5.4. Regarding the accessibility of personal protective equipment (PPE), a significant
majority of participants (n=61, 75.3%) stated that they had sufficient access and
availability of PPE. Most of the participants (n=71, 87.7%) reported an increase in
workload as a result of the pandemic. Additionally, 72.8% of the participants (n=59)

believed that their work during the COVID-19 pandemic was not recognised by their
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organisation. The majority of participants (n=38, 46.9%) reported no access to support

programmes or were uncertain about accessibility to these programmes (n=31, 38.3%).

The majority of the participants (n=67, 82.7%) wish they had accessto or were offered

more support from their organisation. Adequate sick leave and/or quarantine leave in

the eventuality of sickness or mandatory quarantine due to exposureto COVID-19 was

reported by the maority of participants (n=66, 81.5%). Most participants (n=49,

60.5%) did not take leave and/or considered quitting as aresult of the pressures of the

pandemic.

Figure5.4: Work-related challenges encountered during the COVID-19 pandemic

Did you have adequate access to personal protective
equipment (PPE)?

Did you experience an increase in workload?

Do you feel your work during the COVID-19
pandemic has been recognised by the organisation?

Did you have access to employee support
programmes during the COVID-19 pandemic?

Do you wish you had accessto / were offered more
support from the organisation?

Were you offered adequate sick leave and/or
quarantine leave in the eventuality of sickness or

66

|

mandatory quarantine due to exposure to COVID-...

Did you ever take time off and/or considered quitting ﬂ 49
due to the pressures of the COVID-19 pandemic? 6
0O 10 20 30 40 50 60 70
Number of Participants
mYes = No Not Sure
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The relationship between the participants’ place of work and work-related challenges

was anaysed through the use of the Chi-squared test. Results showed that there is a
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statistically significant relationship between the increase in workload and midwives’
place of work, represented by a p-value of 0.015 (Table 5.3). Percentages indicate that
Settings necessitating in-patient care, specifically CDS, OBS 1, Obstetric Ward 2 (OBS
2), Obstetric Ward 3 (OBS 3), Midwifery Relieving Pool, and Neonatal Paediatric
Intensive Care Unit (NPICU), exhibited higher percentages, signifying increased
workloads, when compared to Outpatient Care Settings, as depicted in Table 5.3. For
the remaining questions, the p-values exceeded 0.05, indicating that the comparison

between the groups did not have statistical significance.

Table 5.3: Chi-squared test — ‘Place of work during March 2020’ and ‘Increase in
workload’

Increase in workload

Yes No Not Sure | Total
Place of CDS Count 21 3 0 24
work during Percentage 87.5%  12.5% 0.0% | 100.0%
March 2020 OBS 1 Count 12 0 0 12
Percentage | 100.0% 0.0% 0.0% | 100.0%
OBS 2 Count 3 0 1 4
Percentage 75.0% 0.0% 25.0% | 100.0%
OBS 3 Count 10 0 0 10
Percentage | 100.0% 0.0% 0.0% | 100.0%
Midwifery  Count 9 1 0 10
Relieving Percentage 90.0%  10.0% 0.0% | 100.0%
Pool
NPICU Count 10 0 0 10
Percentage | 100.0% 0.0% 0.0% | 100.0%
Outpatient ~ Count 6 2 3 11
Care Settings Percentage 54.5%  18.2% 27.3%| 100.0%
Total Count 71 6 4 81
Percentage 87.7% 7.4% 4.9%| 100.0%

X2(12) = 24.964, p = 0.015

When comparing the above-mentioned work-related challenges with the participants’

consideration of taking time off and/or quitting due to the pressures of the COVID-19
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pandemic, no statistically significant relationships were found between the variables,

with al p-values being larger than 0.05, calculated with the Chi-squared test.

The relationship between the participants’ consideration of taking time off and/or
quitting and the changes in the provision of midwifery care during the COVID-19
pandemic was also investigated through the use of the Kruskal-Wallistest (Table 5.4).
Results showed that there is a dstatisticaly significant correlation between the
participants’ consideration of taking time off and/or quitting and the training they
received (p=0.001), their leaders’ level of transparency and responsiveness to the
evolving changes of the pandemic (p=0.009), their leaders’ ability to effectively
coordinate and manage the changes related to the pandemic (p=0.009), and whether
they were consulted during the decision making-processes of policies and protocols of

the pandemic (p=0.015).

Midwives who took time off and/or considered quitting due to the pressures of the
COVID-19 pandemic were more likely to score low (from a score between 1 [strongly
disagree] and 5 [strongly agree]) in their level of agreement with statements related to
the training received (mean = 2.19), their leaders’ transparency and responsiveness to
the evolving changes of the pandemic (mean = 2.65), their leaders’ coordination and
management of the changes related to the pandemic (mean = 2.77) and ther
involvement in the decision making-processes of policies and protocols (mean = 1.69),
as opposed to those who did not take time off and/or considered quitting, with mean

scores of 3.12, 3.39, 3.49, 2.33, respectively.

No further statistically significant correlations were found between the participants’

consideration of taking time off and/or quitting and the other changes in the provision

85



Chapter 5

Results

of midwifery care during the COVID-19 pandemic mentioned above, with the

calculated p-values being above 0.05.

Table 5.4: Kruskal-Wallistest — ‘Impact of COVID-19 pressures on leave
consideration and job continuation’ and ‘Changes in the provision of midwifery care
during the COVID-19 pandemic’

Std.

Mean Deviation P-value
Midwives were trained,  Yes 26 2.19 0.939 0.001
prepared and given the ~ No 49 3.12 1.053
appropriate knowledge  Not Sure 6 3.17 0.983
related to the COVID-19
pandemic.
The leaders at the Yes 26 2.65 1.018 0.009
maternity care setting No 49 3.39 0.909
you were working at Not Sure 6 3.00 0.894
were transparent and
responsive to the rapidly
evolving circumstances
related to the COVID-19
pandemic.
The leaders at the Yes 26 2.77 1.070 0.009
maternity care setting No 49 3.49 0.767
you were working at Not Sure 6 3.67 0.516
effectively coordinated
and managed the changes
related to the COVID-19
pandemic.
Midwives were consulted Yes 26 1.69 0.736 0.015
during the decision- No 49 2.33 0.966
making processes in the  Not Sure 6 1.83 0.408

formulation of policies
and protocols related to
the COVID-19 pandemic.

86



Chapter 5 Results

5.4.2 Personal challenges

Midwives in this study were presented with a series of questions concerning personal
challenges encountered during the COVID-19 pandemic and were requested to assign
rankings in relation to their answers on a scale from 1 (minimum) to 10 (maximum).

The mean scores obtained for each question are presented in Figure 5.5.

The mean score for the level of support from their workplace leaders among the
participants was that of 5.26. The mean score in relation to the participants’ level of
fear they felt for their personal safety and well-being during the pandemic was that of
7.38, while the mean score for the level of fear they felt for their families’ safety and
well-being during this time was that of 8.72. The mean score obtained for the
participants’ level of job satisfaction during the pandemic was that of 5.28, and the

mean score for their level of burnout during the said period was that of 8.30.

Figure 5.5: Personal challenges encountered during the COVID-19 pandemic

How supported did you feel by your leaders/ 5.26
midwifery officersat your place of work during the 253
pandemic?

What isthe level of fear you felt for your persona 2
safety and well-being during this time?

What is the level of fear you felt for your family's 0
safety and well-being due to the pandemic?

What isthe level of job satisfaction you felt during %
the COVID-19 pandemic?

What is the level of burnout you felt during the %
COVID-19 pandemic?

$8 = Mean Score 1 2 3 4 5 6 7 8 9 10

The relationship between the participants’ place of work during March 2020 and their

rankings to the personal challenges mentioned was analysed using the Kruskal-Wallis
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test. A statistically significant correlation was identified between the participants’
perceived burnout levels and their workplace, as evidenced by a p-value of 0.013
(Table 5.5). The care settings that reported the highest burnout levels were OBS 3
(mean = 9.50), OBS 2 (mean = 9.00) and CDS (mean = 8.71). Lower levels of burnout
were reported by midwivesworking in Outpatient Care Settings (mean = 7.18) and the
Relieving Pool (mean = 7.10). No statistically significant correlation was found
between the participants’ place of work and the other personal challenges mentioned

above, with the calculated p-values being above 0.05.

Table 5.5: Kruskal-Wallistest — ‘Place of work during March 2020’ and ‘Level of
burnout during the COVID-19 pandemic’

Std.
N Mean Deviation P-value

What isthe leve of CDS 24 8.71 1.517 0.013
burnout you felt OBS1 12 8.58 2.193
during the COVID-19 0OBS?2 4 0.00 0.816
pandemic? OBS 3 10 9.50 0.850

Midwifery 10 7.10 2.025

Relieving Pool

NPICU 10 7.90 1.969

Outpatient 11 7.18 2.272

Care Settings

The relationship between the personal challenges encountered by the participants
during the COVID-19 pandemic was tested with the Spearman correlation coefficient
(Table 5.6). Results showed that a positive correlation (meaning that variables have a
direct relationship where they increase or decrease together), was present and
statistically significant between the level of support received by their leaders and their
level of job satisfaction (p=<0.001), between the level of fear for their personal safety

and well-being and the level of fear for their families’ safety and well-being
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(p=<0.001), between the level of fear for their persona safety and well-being and their
level of burnout (p=<0.001), and between the level of fear for their families’ safety
and well-being and their level of burnout (p=<0.001). The other correlations were not

statistically significant, with p-vaues higher than 0.05 (Table 5.6).
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Table 5.6: Spearman correlation coefficient — ‘Personal challenges’
How supported did
you feel by your  What is the level of What is the level of
leaders / midwifery  fear you felt for fear you felt for =~ What is the level of
officers at your your personal your family's job satisfaction you What is the level of
place of work safety and well- safety and well- felt during the burnout you felt
during the being during this being due to the COVID-19 during the COVID-
pandemic? time? pandemic? pandemic? 19 pandemic?

How supported did you feel by Correlation 1.000 -0.106 -0.164 0.394 -0.154
your leaders / midwifery officers  Coefficient
at your place of work during the ~ P-value 0.346 0.144 <0.001 0.169
pandemic?
What is the level of fear you felt  Correlation -0.106 1.000 0.719 -0.141 0.520
for your personal safety and well- Coefficient
being during this time? P-value 0.346 : <0.001 0.210 <0.001
What is the level of fear you felt  Correlation -0.164 0.719 1.000 -0.193 0.482
for your family's safety and well-  Coefficient
being due to the pandemic? P-value 0.144 <0.001 . 0.084 <0.001
What is the level of job Correlation 0.394 -0.141 -0.193 1.000 -0.111
satisfaction you felt during the Coefficient
COVID-19 pandemic? P-value <0.001 0.210 0.084 ) 0.323
What is the level of burnout you  Correlation -0.154 0.520 0.482 -0.111 1.000
felt during the COVID-19 Coefficient
pandemic? P-value 0.169 <0.001 <0.001 0.323
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The Friedman test was also used to statistically compare the mean rating scores
between the participants’ level of fear for their personal safety and well-being and the
level of fear for their families’ safety and well-being. Results showed that the
participants’ level of fear for their families’ safety and well-being is significantly
higher than the level of fear for their own safety and well-being, with a p-vaue of
<0.001 (Table 5.7).

Table 5.7: Friedman test — ‘Level of fear for personal safety and well-being” and
‘Level of fear for family’s safety and well-being’

Std.

N Mean Deviation Minimum Maximum
What is the level of 81 7.38 2.188 1 10
fear you felt for
your personal
safety and well-
being during this
time?
What is the level of 81 8.72 1.599 3 10

fear you felt for
your family's safety
and well-being due

to the pandemic?
X2(1) = 40.333, p = <0.001

The relationship between the data obtained in relation to the participants’ personal
challenges encountered during the pandemic and their work-related challenges was
also explored through the Kruskal-Wallis test. Findings indicated that there is a
statistically significant relationship between the reported access to PPE and the level
of support received by their leaders (p=0.006), where participants who reported
inadequate access scored lower levels of support from their leaders (mean = 3.39) as
opposed to those who reported adequate access (mean = 5.62) (Table 5.8). A

statistically significant relationship was also found between the access to PPE and the
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participants’ level of burnout (p=0.021), with those without adequate access to PPE
having general higher levels of burnout (mean = 9.25) than those with adequate access

(mean = 8.08) (Table 5.8).

Table 5.8: Kruskal-Wallistest — ‘Adequate access to PPE’ and ‘Personal

challenges’
Std.
N Mean Deviation  P-value
How supported did ~ Yes 61 5.62 2.001 0.006
you feel by your No 16 3.69 2.056
leaders / midwifery  Not Sure 4 6.00 1.826
officers at your place
of work during the
pandemic?
What isthelevel of  Yes 61 8.08 1.969 0.021
burnout you felt No 16 9.25 1.390
during the COVID-  Not Sure 4 7.75 1.708
19 pandemic?

A statistically significant relationship was also found between increase in workload
and the participants’ level of fear for their own safety and well-being (p=0.027), with
those who have experienced an increase in workload having higher levels of fear (mean

= 7.61) than those who did not (mean = 7.00) (7Table 5.9).

Table 5.9: Kruskal-Wallis test — ‘Increase in workload’ and ‘Level of fear for
personal safety and well-being’

Std.
N Mean Deviation P-value
What isthe leve of Yes 71 7.61 2.053 0.027
fear you felt for your No 6 7.00 2191
personal safety and  Not Sure 4 4.00 2.160
well-being during this
time?
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Results also showed that there is a statistically significant relationship between the
participants’ wish to have received more support from their organisation and the level
of fear for their own safety and well-being (p=0.016), the level of fear for their
families’ safety and well-being (p=0.010), and their level of burnout (p=0.002).
Participants who wished they received more support from their organisation scored
higher in their level of fear for their own safety and well-being (mean = 7.70), the level
of fear for their families’ safety and well-being (mean = 8.97), and their level of
burnout (mean = 8.61), than those who did not wish for more support (mean = 7.00,

8.50, 6.50, respectively) (Table 5.10).

Table5.10: Kruskal-Wallistest — ‘Desire for increased organisational support’ and
‘Personal challenges’

Std.

N Mean Deviation P-value
What isthe level of Yes 67 7.70 1.993 0.016
fear you felt for your No 6 7.00 1.673
personal safety and  Not Sure 8 5.00 2.777
well-being during this
time?
What isthe level of Yes 67 8.97 1.348 0.010
fear you felt for your No 6 8.50 1.517
family's safety and Not Sure 8 6.75 2.315
well-being due to the
pandemic?
What is the level of Yes 67 8.61 1.749 0.002
burnout you felt No 6 6.50 1.643
during the COVID-19 Not Sure 8 7.00 2.204
pandemic?

A relationship which was statistically significant was also found between the
participants’ consideration of taking time off or quitting due to the pressures of
COVID-19 pandemic and the level of support received by their leaders (p=0.016), the

level of fear for their own safety and well-being (p=<0.001), the level of fear for their
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families’ safety and well-being (p=<0.001), and their level of burnout (p=<0.001). The
participants who took time off or considered quitting reported a lower level of support
from their leaders (mean = 4.27) than those who did not (mean = 5.63). Higher scores
for the level of fear for their own safety and well-being (mean = 8.58), the level of fear
for their families’ safety and well-being (mean = 9.65), and their level of burnout
(mean = 9.27) were also seen in those who took time off or considered quitting than

those who did not (mean = 6.65, 8.14, 7.63, respectively) (Table 5.11).

Table 5.11: Kruskal-Wallistest — ‘Tmpact of COVID-19 pressures on leave
consideration and job continuation’ and ‘Personal challenges’

Std.

N Mean Deviation  P-value
How supported did you Yes 26 4.27 2.255 0.016
fee by your leaders/  No 49 5.63 1.965
midwifery officersat  Not Sure 6 6.50 1.378
your place of work
during the pandemic?
What isthe level of Yes 26 8.58 1.528 <0.001
fear you felt for your No 49 6.65 2.269
personal safety and Not Sure 6 8.17 1.472
well-being during this
time?
What isthe level of Yes 26 9.65 0.745 <0.001
fear you felt foryour ~ No 49 8.14 1.732
family's safety and Not Sure 6 9.33 1.033
well-being due to the
pandemic?
What isthe level of Yes 26 9.27 0.874 <0.001
burnout you felt during No 49 7.63 2.099
the COVID-19 Not Sure 6 9.50 0.837
pandemic?

No statistically significant relationships were found between the participants’ personal

challenges and their perception of the recognition of their work during the pandemic,
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their access to employee support programmes and the availability of sick or quarantine

leave, with p-values higher than 0.05.

Similarly, no statistically significant relationship was observed between the personal
challenges faced by the participants during the pandemic and their perception of any
positive outcomes stemming from the pandemic, as evidenced by p-values, calculated

by the Chi-squared test, exceeding 0.05.

The relationship between the personal challenges encountered by the participants
during the COVID-19 pandemic and the changes in the provision of midwifery care
during the pandemic was tested with the Spearman correlation coefficient (Table

5.12).

Results showed that a positive correlation (meaning that variables have a direct
relationship where they increase or decrease together), was present and statistically
significant between the level of support received by their leaders and the training they
received (p=<0.001), their leaders’ transparency and responsiveness to the evolving
changes of the pandemic (p=<0.001), their leaders’ coordination and management of
the changes related to the pandemic (p=<0.001), and their involvement in the decision-
making processes of policies and protocols (p=0.003) (7Table 5.12). A negative
correlation (meaning that variables have an inverse relationship where one variable
increases, the other decreases) was statistically significant between the level of support
received by their leaders and the impact of the pandemic on midwives’ ability to

provide quality midwifery care (p=0.013) (Table 5.12).

A negative correlation was also found to be statistically significant between the
participants’ level of fear for their own safety and well-being and their involvement in

the decision-making processes of policies and protocols (p=0.003) (Table 5.12).
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Further statistically significant negative correlations were seen between the level of
fear for the participants’ families’ safety and well-being and the training the
participants received (p=0.042), their leaders’ transparency and responsiveness to the
changes of the pandemic (p=0.030), and their involvement in the decision-making

processes of policies and protocols (p=0.003) (Table 5.12).

A positive correlation was statistically significant between the participants’ level of
job satisfaction and the training they received (p=0.010), their leaders’ transparency
and responsiveness to the changes of the pandemic (p=0.004), and their involvement
in the decision-making processes of policies and protocols (p=0.011) (7Table 5.12).
Finally, a statistically significant negative correlation was present between the
participants’ level of burnout and the training they received (p=0.004), their leaders’
transparency and responsiveness to the changes of the pandemic (p=0.007), their
leaders’ coordination and management of the changes related to the pandemic
(p=0.038), and their involvement in the decision-making processes of policies and

protocols (p=0.037) (Table 5.12).
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Table 5.12: Spearman correlation coefficient — ‘Changes in the provision of midwifery care during the COVID-19 pandemic’ and ‘Personal
challenges’

How supported
didyoufeel by = Whatisthelevel What isthelevel
your leaders/  of fear you felt for of fear you felt for Whatisthelevel Whatisthelevel

midwifery officers  your personal your family's of job satisfaction of burnout you felt
at your place of safety and well-  safety andwell-  you felt during the during the
work duringthe  being during this  being due to the COoVID-19 CoVID-19
pandemic? time? pandemic? pandemic? pandemic?
Midwives were trained, prepared and Correlation 0.422 -0.066 -0.226 0.283 -0.317
given the appropriate knowledge related  Coefficient
to the COVID-19 pandemic. P-value <0.001 0.560 0.042 0.010 0.004
The leaders at the maternity care setting  Correlation 0.631 -0.103 -0.242 0.314 -0.300
you were working at were transparent Coefficient
and responsive to the rapidly evolving P-value <0.001 0.358 0.030 0.004 0.007
circumstances related to the COVID-19
pandemic.
The leaders at the maternity care setting  Correlation 0.543 0.000 -0.136 0.128 -0.231
you were working at effectively Coefficient
coordinated and managed the changes ~ P-value <0.001 0.999 0.225 0.256 0.038
related to the COVID-19 pandemic.
Midwives were consulted during the Correlation 0.324 -0.322 -0.323 0.280 -0.232
decision-making processes in the Coefficient
formulation of policies and protocols P-value 0.003 0.003 0.003 0.011 0.037

_related to the COVID-19 pandemic.
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How supported
didyoufeel by = Whatisthelevel What isthe level
your leaders/  of fear you felt for of fear you felt for Whatisthelevel What isthelevel
midwifery officers  your personal your family's  of job satisfaction of burnout you felt
at your place of safety and well- ~ safety and well-  you felt during the during the
work duringthe  being during this = being due to the COVID-19 COVID-19
pandemic? time? pandemic? pandemic? pandemic?
Policies and protocols related to the Correlation 0.214 0.134 0.101 0.015 0.013
COVID-19 pandemic were needed and ~ Coefficient
evidence-based. P-value 0.055 0.234 0.368 0.893 0.911
Policies and protocols related to the Correlation -0.276 0.144 0.057 -0.142 0.018
COVID-19 pandemic restricted Coefficient
midwives’ ability to provide quality P-value 0.013 0.201 0.612 0.207 0.875
midwifery care.
Policies and protocols currently set Correlation 0.129 0.084 -0.054 -0.012 -0.128
locally are adequate to the current Coefficient
situation of the COVID-19 pandemic. P-value 0.249 0.454 0.632 0.917 0.256
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5.4.3 Factors influencing midwives’ job retention during the COVID-19 pandemic

The factors that helped the participants in sustaining their roles as midwives amidst
the challenges posed by the COVID-19 pandemic were also explored (Figure 5.6).
Results indicate that the most prevalent reasons for midwives to continue in their jobs
during this period were support from colleagues (n=59/211, 28.0%) and financial
reasons (n=44/211, 20.9%). Conversely, the least selected factor influencing midwives
to stay in their positions was support from leaders / midwifery officers (n=8/211,
3.8%). Other factors mentioned included support from partners and families, as well
as a moral obligation to provide care to women and their families during this particular

time (n=3/211, 1.4%).

Figure 5.6: Factors influencing midwives’ job retention during the COVID-19

pandemic
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Factors influencing midwives’ job retention during the COVID-19 pandemic

There was no statistically significant association between the participants’ place of
work and the factors influencing their job retention during the pandemic, indicated
with a p-value of 0.986 obtained through the Chi-squared test. Additionally, no

statistical significance was found between the participants’ personal challenges and
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the factors influencing midwives’ job retention during the COVID-19 pandemic, as

indicated by p-values higher than 0.05 calculated by the Kruskal-Wallis test.

55  Strategies to Address the Challenges Encountered during the
COVID-19 Pandemic

Possible strategies that may help aleviate the negative effects of the COVID-19
pandemic on both women and their partners’ perinatal experience as well as midwives’
ability to provide quality midwifery care were investigated to address the third
objective of this study. The following datawas examined through the use of frequency

distributions, the Chi-squared test and the Kruskal-Wallis test.

5.5.1 Strategies to alleviate the negative effects of the pandemic on women and
their partners

Participants were asked about the strategies they believe could aleviate the adverse
impacts of the COVID-19 pandemic on the perinatal experience of women and their
partners (Figure 5.7). The two most common strategies chosen by the participants
were increasing support services (n=70/152, 46.1%) and increasing knowledge on
COVID-19 and policies to women and their partners (n=51/152, 33.6%). 19.7% of the
participants (n=30/152) also believe that having less restrictive protocols during the
pandemic may help aleviate the negative effects on women and their families. Other
strategies highlighted by participants included implementing sensible protocols and
enhancing staff knowledge to mitigate the detrimenta effects of the pandemic on

women and their families (n=1/152, 0.7%).
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Figure5.7: Srategies to alleviate the negative effects of the pandemic on women
and their partners
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women and their partners

Strategiesto alleviate the negative effects of the pandemic on women and
their partners

When investigating the relationship between the participants’ place of work and the
strategies they feel may help aleviate the negative effects of the pandemic on women
and their families, no statistically significant correlation was found, indicated with a
p-value of 0.227, caculated through the use of the Chi-squared test. Similarly, there
was no statistically significant correlation between the strategies perceived by
participants to mitigate the adverse effects of the pandemic on women and their
families and the observed effects of the pandemic in women and their families. Thisis
demonstrated by a p-value of 1.000 computed through the Chi-squared test, which

exceeds 0.05.

5.5.2 Strategies to alleviate the negative effects of the pandemic on midwives’ ability
to provide quality midwifery care

Participants were aso asked about the strategies they feel may help alleviate the
negative effects of the COVID-19 pandemic on midwives and their ability to provide

quality midwifery care (Figure 5.8). The most common strategies selected were
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increase in support from the organisation’s leaders and/or midwifery officers
(n=67/229, 29.3%) and having more training related to dealing with future pandemics
affecting the healthcare system (n=64/229, 27.9%). Further strategies chosen were the
creation of asupport programme specifically addressing the needs of staff affected by
the pandemic (n=49/229, 21.4%) and having more access to employee support
programmes (n=44/229, 19.2%). Other strategies mentioned by the participants were
ensuring better staffing levels, more recognition for the work done during the
pandemic, less restrictive and better planned policies and protocols, and a financial
bonus (n=5/229, 2.2%).

Figure 5.8: Strategies to alleviate the negative effects of the pandemic on midwives’
ability to provide quality midwifery care

Increase in support More accessto Creating a support More training for
from leaders/ employee support  programme for staff ~ future pandemics
midwifery officers programmes affected by the
COVID-19 pandemic

Strategies to alleviate the negative effects of the pandemic on midwives’
ability to provide quality midwifery care

8 g8 8 =3 8

]
o

Frequency (number of responses)
S 8

o

In examining the association between the participants’ workplace and the strategies
they believe could alleviate the adverseimpacts of the pandemic on midwivesand their
ability to deliver quality care, no statistically significant relationship was identified.
This isindicated by a p-vaue of 0.992, calculated using the Chi-squared test. There

was aso no statistically significant relationship between the selected strategies for
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alleviating the negative effects on midwives and the participants’ personal challenges,
with al p-values being higher than 0.05, which were cal culated through the Kruskal -

Wallistest.

A statistically significant relationship was found between increase in workload and the
selected strategies for aleviating the negative effects on midwives, with a p-value of
0.025, caculated with the Chi-squared test (Table 5.13). The participants that
experienced an increase in workload tended to select strategies of having more access
to employee support programmes (n=42, 59.2%), having a support programme
specifically addressing the needs of staff affected by the COVID-19 pandemic (n=44,
62.0%) and having more training related to dealing with future pandemics (n=57,
80.3%), when compared to those who did not experience an increase in workload (n=1,
16.7%; n=3, 50.0%; n=4, 66.7%, respectively). The relationship between the selected
strategies for aleviating adverse effects of the pandemic on midwives and the
remaining work-related challenges was not statistically significant, indicated by p-

values higher than 0.05.

Lastly, an exploration of the relationship between the changes in the provision of
midwifery care during the pandemic and the chosen strategies for mitigating the
pandemic’s adverse effects on midwives was conducted using the Kruskal-Wallis test,
which revealed no statistical significance between these variables, as evidenced by p-

values exceeding 0.05.
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Table 5.13: Chi-squared test — ‘Increase in workload’ and ‘Strategies to alleviate the negative effects of the pandemic on midwives’ ability to
provide quality midwifery care’

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to

provide quality midwifery care

Moreaccessto  Creating a support More
Increase in support employee programme for staff ~ training for
from leaders/ support affected by the future
midwifery officers  programmes  COVID-19 pandemic  pandemics Other Total
Increasein Yes Count 60 42 44 57 3 71
wor kload Percentage 84.5% 59.2% 62.0% 80.3% 4.2%
No Count 5 1 3 4 0 6
Percentage 83.3% 16.7% 50.0% 66.7% 0.0%
Not Sure Count 2 1 2 3 2 4
Percentage 50.0% 25.0% 50.0% 75.0% 50.0%
Total Count 67 44 49 64 5 81

X2(8) = 17.564, p = 0.025
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5.6 Thematic Analysisof Qualitative Data

The questionnaire included two questions that allowed for open-ended responses.
Moreover, eight questions in the questionnaire featured a comment section, providing
participants with the opportunity to provide further details on their answers. Lastly, a
space was provided at the end of the questionnaire for participants to add any fina
comments on the topic. Qualitative data from these sections underwent analysis
through Braun and Clarke’s (2012) thematic analysis. The process is shown in Table
5.14, culminating in the identification of five themes. Throughout this section, sample
excerpts from participants’ responses will be incorporated to substantiate each theme.
Each participant’s questionnaire response was assigned a number, ranging from

Participant (P.) 1 to P.81, in accordance with the order of submission.
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Table 5.14: Thematic analysis

Results

CODES CATEGORIES | THEMES |

Structural hospital changes

Masks; PPE; social distancing; limited

contact time; swabbing

Separation of COVID-positive mothers and Changes in

babies procedures

Prohibition of birthing partners during 1*

stage of labour; restricted visiting hours

Changes in care practices

Rapidly evolving, unclear guidelines Characteristics of

Hurried decisions on guidelines new guidelines and | PROFESSIONAL

Impact of new evidence on guidelines policies CHANGES AND

Lack of communication, information and DIFFICULTIES

training WITHIN THE

Shortage of staff 0 sational ORGANISATION

Increase in workload rgl? rﬁsa tona AND CARE

Management issues chalienges PROVIDED

Midwives’ role in decision-making

processes

PPE hindering communication

Fulfilling the role of the birthing partner .

Dealing with parents’ frustrations Cl}g}lenges 11(11

Inability to provide compassion and form pr(;Vlcl(I;%/Icgrel 9ue

bonds with parents ?mplica tio_ns

Fears of missing important information

Stigma surrounding the virus

Wearing PPE for long hours Physical

Difficulty breathing due to PPE difficulties

Fear of contracting and spreading virus .

Constant changes causing stress and anxiety PsdygfI} olcl)tglcal CIl-)IEAlIzi(l?Zil(&};S

Psychologically ill-prepared Hieutties

Lack of recognition of work Lok efaaation

Midwives from some units relocated

Fear and anxie'ty due to policies and the Parents’ PERCEIVED

absence of their partners psychological and EFFECTS ON
emotional WOMEN AND

Psychological stress of parents at NPICU difficulties THEIR FAMILIES

Less disruptions from visitors Positive
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5.6.1 Professional changes and difficulties within the organisation and care
provided

Participants discussed several issues in relation to the changes and difficulties

encountered within the organisation and the care provided.

5.6.1.1 Changesin procedures
Severa changes were imposed in the organisation due to the emergence of the
COVID-19 pandemic. Participants spoke about the introduction of mask-wearing
across al settings, and wearing PPE with COVID-positive mothers and babies. A
COVI1D-19 polymerase chain reaction (PCR) test was also doneto all women and their
partners prior to admission. Midwives were also encouraged to limit their contact time
whilst providing care as well as maintaining social distancing as much as possible,
even during breaks among colleagues.

“Masks had to be worn at all times (midwives and mothers).” (P.3)

“We were using full PPE when having to care for COVID positive patients...”
(P.33)

“COVID testing of mothers and partners before every admission..” (P.52)

“We were advised to keep the booking visit as concise as possible to safeguard
the mother’s and midwives’ health.” (P.11)

“We were constantly advised to maintain distance, even amongst ourselves
during break times and in our personal life.” (P.2)

There were also several reported physical structural changes done to the hospital’s
layout and roomsto accommodate the changes imposed by the pandemic. For instance,
participants noted that several delivery rooms at CDS were equipped with
microphones and cameras in order to have communication with the staff donned in
PPE, delivering care to COVID-positive mothers and babies. Additionaly, OBS 2, a

ward previously catering for antenatal admissions was turned into a Management and
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Assessment of Respiratory Patient’s Areas (MARPA) ward, meaning that the ward
started catering for all women (antenatally and postnatally) who had apending COVID
swab or a positive result. Severa participants aso reported that, in the beginning of
the pandemic, they had to be relocated to other wards to take care of mothers with a
positive COVID-19 result, as these mothers were being transferred to wards which
were not maternity-based. Additionally, aclinic at the outpatients changed its walk-in
nature to an appointment-based clinic to cope with numbers and avoid over-crowding.

“We had equipped three delivery rooms for COVID positive mothers with

cameras and microphones to be able to communicate with staff outside the

delivery room to avoid contamination.” (P.10)

“OBS 2 became a MARPA ward, taking care of pending COVID swab mothers
and COVID positive mothers, antenatally and postnatally.” (P.47)

“We had to be moved to other wards to take care of COVID patients outside
of our ward.” (P.74)

“Had to change the set up of clinic to appointment based and to cope with
numbers open all day.” (P.31)

Participants working at CDS noted that, at the beginning of the pandemic, birthing
partners were only allowed during the second stage of labour, even with a negative
COVID-19 result. If either the mother or the father had a positive COVID-19 result,
the birthing partner was not allowed to come in contact with the mother at any stage
in hospital, including childbirth. Ward visitors were restricted to the birthing partner
exclusively, and NPICU imposed heavy restrictions on visiting hours for parents.
Additionally, partners were not allowed to attend the booking visit, with only the
woman being permitted to participate in the visit.

“The birthing partner was only allowed to stay with the pregnant woman

during the second stage even if he tested negative for COVID. Later on in the

pandemic, birthing partners were allowed to stay during labour and delivery
even if tested positive.” (P.10)
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“Prevention of partners from attending the birth of their child when they or
the mother was COVID-19 positive or in quarantine.” (P.78)

“Only partners could visit the mother and baby.” (P.1)

“Visiting hours at NPICU were restricted to 2 hours and only parents can
visit.” (P.2)

“Only the mother was allowed for the booking visit.” (P.11)

Finally, several changes in care practices were reported by the participants. The
administration of nitrous oxide (Entonox®), a pain relief method during labour, was
prohibited in the early phases of the pandemic until afilter attachment was introduced.
Furthermore, babies born to mothers with a positive COVID-19 result were separated
from their mothers and cared for in different wards. In cases where either the parents
or the baby tested positive for COVID-19, parents were not permitted to physically
visit their babiesin NPICU, and communication was restricted to video calls.

“The use of Entonox was prohibited for quite a long time until the HMFE filters
were stocked.” (P.9)

“Babies born to a COVID positive mother were taken away from their mother
and were taken care of in another ward.” (P.3)

“COVID-positive babies were also separated from their parents and were not
allowed to visit NPICU however video calls were being performed.” (P.2)

5.6.1.2 Characteristics of new guidelines and policies
Participants outlined numerous aspects concerning the updated guidelines and
policies, elucidating the consequences of these modifications. According to their
accounts, COVID-19 policies underwent frequent changes over time, and some were
perceived as unclear and contradictory. Participants also noted that certain policies,
like the separation of babiesfrom COVID-positive mothers, went against international
guidelines. They characterised decisions regarding the new policies and guidelines as

hasty and not sufficiently responsive to emerging evidence.
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“Protocols were changing too often and were many times causing more
confusion rather than helping.” (P.64)

“I was particularly uncomfortable with the policy that mandated the
separation of COVID-19 positive mothers and their newborns. This went

against the advice of major international health institution guidelines.” (P.78)

“Some decisions were too hurried and not reviewed as the situation unfolded
to reflect the new evidence.” (P.36)

5.6.1.3 Organisational challenges
Participants detailed the challenges they faced within their organisation amid the
pandemic. Midwives shared instances of inadequate training and a notable lack of
communication and information. It was acknowledged that given the unprecedented
nature of the pandemic, obtaining information and training could have been inherently
difficult. Many participants highlighted staff shortages, often leading to increased
workloads.

“Two training sessions were provided and the rest was guesswork.” (P.30)

“I think that since this was something new, there was limited knowledge
available for us to be taught as there were a lot of uncertainties.” (P.21)

“We were so understaffed that I was regretting waking up for work to do it all

over again. I was exhausted mentally and physically.” (P.48)
Management issues were aso raised, with some participants expressing a sense of
neglect and reporting insufficient leadership presence, as well as unfair management.
Many felt they had to navigate challenges independently, as providing feedback to
leaders seemed unproductive. Disagreements between leaders and managers were also
cited, contributing to confusion. Most midwives expressed exclusion from decision-
making processes, with decisions primarily emanating from higher management
individuals who were perceived as not optimally positioned for such determinations.

“Communication was lacking, their presence was lacking...” (P.79)
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“Unfair management, always giving COVID positive patients to the newly
graduated.” (P.71)

“I felt like we still acted as leaders ourselves... As leaders, they were meant to
be there with us,... and not lock themselves in the office, not knowing how
things are working out.” (P.38)

“When we asked certain questions or challenged directives that did not make
sense, we were shut down and told not to argue as it was orders from above.”
(P.29)

“No, such decisions were taken from people high up - people who didn’t truly
under stand the situation on the war ds; people who work in offices and not with
patients, people who didn’t wear the PPEs themselves, people who didn’t

understand the consequences of the policies and protocols that they were
putting forward.” (P.38)

5.6.1.4 Challengesin providing care dueto COVID-19 implications

Participants recounted various challenges they faced while delivering care during the
COVID-19 pandemic. Severa midwives pointed out the impact of PPE on their ability
to communicate, especialy non-verbally, with women. This communication barrier
was notably pronounced when interacting with foreigners. Participants also
highlighted the challenges of filling the void left by birthing partners when they were
not allowed in theroom. Additionally, participants shared the difficulties of informing
partners that they could not stay in the room upon receiving a positive COVID swab
result, leading to daily frustrations from parents.

“I perceive the mask as a barrier of non-verbal communication - | believe that
a simple smile can reassure the mothers so much.” (P.9)

“Language barrier when wearing PPEs with foreign mothers. They could not
understand what we were trying to say.” (P.68)

’

“Birth partners were not present and thus I felt I have to take over that role...’
(P.75)

“One of the biggest challenges was telling the partners that they can’t stay in
the room especially when they are COVID positive.” (P.3)
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“Needless to say, these couples would sometimes vent on us their
disappointment and anger and I used to feel so helpless as it wasn’t in our
power to change the policies.” (P.9)
Severa changesin care practices also posed challenges for midwives. The separation
of babiesfrom their mothers and the witnessing of parents connecting with their babies
solely through video calls were particularly challenging for participants. Limited
contact time was also challenging, raising concerns about potentially missing crucial

signs, such asindicators of domestic violence and mental health issues.

“The separation of COVID-19 positive mothers and their newborns restricted
midwives’ ability to teach the mothers’ important infant care skills.” (P.78)

“Providing emotional care and support to COVID positive parents whilst their
baby was on NPICU (at the time they had to do 2 weeks in quarantine - hence
only seeing their baby on a video call with the NPICU tablet).” (P.56)
“The duration of the booking visit was minimised... There could have been
instances where we missed out on certain important issues such as domestic
violence.” (P.11)
Navigating the stigma associated with the virus also proved difficult, especially when
dealing with negative perceptions surrounding women infected with COVID-19.
Lastly, midwives found it challenging to form bonds and connections with parents,
and offering comfort, reassurance, and compassion, particularly due to the inhibition
of physical touch, especidly in casesinvolving grief.

“Making women feel like they had ‘the plague’ as everyone feared entering
their environment.” (P.30)

“Inability to feel like you could form a quality connection with the patients due
to having to maintain physical distancing etc.” (P.42)

“Inability to use physical touch to comfort COVID positive mothers who were
miscarrying their baby.” (P.47)
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5.6.2 Personal challenges

Participants recounted a variety of personal challenges, encompassing both physical
and psychologica difficulties, along with feelings of unrecognised and undervalued

efforts.

5.6.2.1 Physical difficulties
Participants recounted their difficult experiences of having to wear PPE for extended
periods while attending to women or babies with COVID-19. These encounters were
frequently characterised as exhausting. Furthermore, participants reported
experiencing difficulty breathing, especially when wearing N95 masks.

“Wearing full PPEs was not easy due to heat of the neonatal unit and difficulty
to breathe with N95 masks throughout a 12 hour shift.” (P.7)

5.6.2.2 Psychological difficulties

Severa participants detailed the psychological challenges they encountered while
delivering care during the COVID-19 pandemic. Midwives expressed the difficulty of
grappling with the fear of contracting the virus and, more significantly, putting their
families and others at risk. The fear of the unknown was also a prevaent sentiment.
Many participants conveyed ongoing anxiety stemming from the frequent changesin
policies and protocols related to the pandemic, leading to a sense of unpredictability.
Additionally, midwives emphasised that they did not fed adequately prepared
psychologically for the challenges posed by the pandemic.

“In addition to working in fear that we will contract the virus and endanger
our families at home.” (P.7)

“I was actually coming to work feeling on the edge in the beginning and
everyday discovering something new.” (P.2)

“I feel we were neither prepared psychologically.” (P.52)

113



Chapter 5 Results

5.6.2.3 Lack of recognition

Midwives expressed their sentiments about the insufficient acknowledgment they
received, expressing adesire for greater appreciation for their work and efforts during
the COVID-19 pandemic. Changes in the organisation’s care structure also indicated
asignificant undervaluation of certain aspects of midwifery care. A notable example
was observed in the suspension of operations at the Parentcraft Unit, where amajority
of the midwives from this unit were reassigned to perform contact tracing for COVID-
19.

“Although we did our job with love we should have been recognized and
appreciated more.” (P.26)

“Parentcraft Services provides education and support. This was greatly

undervalued. The unit was once again closed and midwives sent to contact
tracing.” (P.25)

5.6.3 Perceived effects on women and their partners

Midwives detailed various impacts they observed in women and their partners whilst

providing care during the COVID-19 pandemic.

5.6.3.1 Parents’ psychological and emotional difficulties

In this study, midwives observed a range of psychological and emotional difficulties
faced by women and their partners. The predominant emotions noted were fear and
anxiety, attributed to factors such as the continuous aterations in pandemic-related
policies and protocols, along with the birthing partner’s absence during a significant
portion of their labour and delivery. Parents with babies admitted to NPICU
encountered additional challenges, particularly in having very limited timeto see their
babies.

“Restrictions were changing daily and it was very overwhelming for
mothers..." (P.63)
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“It was literally heart-breaking seeing women go through Ilabour,
experiencing pain, immense fear and anxiety on their own and trying to fit in
a video call with their husband, while he was waiting outside in the car - rain
or shine.” (P.9)

“New parents were very tremendously affected by all the protocols in place
mainly the restricted visiting hours at NPICU. It is already stressful for a

parent to be separated from their child and only seeing them for 2 hoursin a
day impacted them negatively mentally and emotionally.” (P.57)

5.6.4 Positive outcomes

Despitethe adverse impacts of the pandemic, participants underscored several positive
outcomes arising from it, benefiting both parents and midwives, as well as the care

they delivered.

5.6.4.1 Positiveimplications for parents
Midwives observed that, although the limitation on visitors posed challengesfor some,
it inadvertently provided parents with a quieter time together in the initial days
following their baby’s birth, with fewer disruptions from visitors. Participants also
highlighted unique instances which resulted from the pandemic where women could
be more open and honest with midwives, such as during the booking visit, when
partners were not permitted in the room due to pandemic restrictions. Additionally,
various services were modified or introduced due to the pandemic, some of which
proved to be more convenient for parents.
“[The restriction of visitors provided] an opportunity for the mothers to rest
and not have to deal with visitors as well as neighbouring patients do not have
to risk getting ill or being disturbed from visitors of the near patient.” (P.33)
“Since only the mother was allowed to attend the visits (without her partner),
certain sensitive issues such that of domestic violence were easier to enquire
on as mothers found that they can open up and reach out for help more.” (P.11)
“An appointment system was created at the breastfeeding clinic which made it

easier to provide quality care to mothers. This has since then remained as the
mothers preferred this system.” (P.35)
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“Parentcraft Services adapted to providing Online services and a chat
services. These are still active.” (P.25)

5.6.4.2 Positive implications for midwives and the care provided
Participants emphasised several positive results related to the care they provided and
thelr own experiences. The most frequently cited positive effect was an increased
awareness of infection control stemming from the pandemic. Midwives also noted that
the role of the midwife gained greater significance. Participants also reported a
heightened sense of teamwork. Lastly, midwives mentioned that the specialised one-
to-one care delivered during the pandemic facilitated more personalised attention.
“...infection control measures improved as staff became more aware.” (P.57)
“[ feel that the COVID-19 has |led us to under stand that the role of the midwife
is key and significant to provide support and reassurance to all the family. It
also reminds us of the importance of working as a team to provide the best
antenatal, intrapartum and postnatal care to our mothers and their families,

irrespective of how circumstances are.” (P.22)

“Midwives were more present even for casual talk to try and reduce the
mother’s loneliness without partner.” (P.32)

5.6.5 Strategiesfor longer-term planning
Having undergone diverse experiences in delivering care during the COVID-19
pandemic, midwives have offered their perspectives on potential measures to mitigate

negative effectsin similar pandemic-related situations.

5.6.5.1 Strategiesto alleviate negative effects of the pandemic on midwives
Midwives emphasised the necessity for additional training in the context of pandemic-
related care, along with theimportance of clear guidelines supporting midwifery care.
Furthermore, there was a particular emphasis on the need for increased support, which
is believed to be effectively provided through more opportunities for midwives to

openly share their experiences.
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“...for proper provision of midwifery care we need to be supported through
guidelines, policies and real face to face practices of such policies such as
wearing proper PPE’s, but also mentally through proper support and spaces
to talk freely.” (P.48)

5.7 Conclusion

This chapter has presented the results obtained from the questionnaire. Quantitative
data underwent descriptive and inferential statistical analysis, while qualitative data
was subjected to thematic analysis using Braun and Clarke’s (2012) approach. The
following chapter will present an in-depth discussion of the study’s findings, drawing
connections to the findings obtained from the studies found within the existing
literature and this study’s theoretical framework, the Quality Maternal and Newborn

Care (QMNC) Framework (Renfrew et a., 2014).
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6.1 Introduction

In the upcoming chapter, a comprehensive and evaluative analysis of this study’s
findings is presented, drawing connections to the reviewed literature and the selected
theoretical framework for this study, the Quality Materna and Newborn Care
(QMNC) Framework (Renfrew et al., 2014). Subsequent to the examination of these

findings, the strengths and limitations inherent in this study will be identified.

One hundred and seventeen midwife participants (N=117) were recruited to the study.

Eighty-one midwives responded (n=81), resulting in aresponse rate of 69.2%.

6.2 Demographic Data

The findings derived from this study reveal that a magjority of participants possessed
1-10 years of experience working as a midwife (n=46, 56.8%) and were employed at
the Central Delivery Suite (CDS) (n=24, 29.6%). It is noteworthy that few studies in
the existing literature employed a similar categorisation for demographic data
concerning working experience. The proportion of participants in this study
categorised into groups based on working experience (in years) generally aligns with
the proportional distribution of working experience among participants in studies
conducted by Bradfield et a. (2022) and McGrory et a. (2022). However, a direct
comparison of the participants’ workplace demographics with existing literature is
challenging, as most studies grouped workplace settings broadly into hospital or
community settings, a classification incongruent with the categorisation system

employed in this study.

119



Chapter 6 Discussion

6.3 Provison of Midwifery Careduring the COVID-19 Pandemic

The coronavirus disease 2019 (COVID-19) pandemic has brought about profound
disruptions across healthcare systems, compelling a re-evaluation and transformation
of established practices in various medical disciplines. Among these, midwifery care
has witnessed substantial modifications, driven by the imperative to safeguard both
maternal well-being and newborn health amidst the challenges posed by the global
health crisis. This section aims to discuss the alterations observed in midwifery care
consequent to the pandemic, thereby fulfilling the first objective of this study, which
was to seek midwives’ perspectives on altered provision of midwifery care during the

COVID-19 pandemic and how this affected women and their families.

6.3.1 Changesin midwifery care procedures

The COVID-19 pandemic has necessitated swift and profound transformations across
all spheres of healthcare, with severa procedures and protocols undergoing significant
aterations within the context of midwifery care. A prominent modification observed
amid the COVID-19 pandemic entailed the universal adoption of mask-wearing
amongst midwives and parents, coupled with the utilisation of persona protective
equipment (PPE) by midwives during interactions with mothers and babi es diagnosed
with COVID-19. This notable alteration emerged consistently across al of the studies
examined in the existing literature, such as studies by Bradfield et a. (2022),
Fumagalli et a. (2023), Hazfiarini et al. (2022), Hearn et al. (2022), Hijdra et al.
(2022), Huysmans et al. (2021), and Kuglktirkmen et a. (2022), as well as in the
current study. The implementation of polymerase chain reaction (PCR) testing for
women and their partners before admission reflects a proactive approach in this study,
aligning with the literature’s emphasis on diagnostic measures (K lguktirkmen et al.,

2022).
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The creation of specialised services and delivery rooms is aso highlighted in the
literature (K UcUktirkmen et al., 2022). The present study provides a contextualised
view, detailing specific adaptations made in response to the pandemic. Participants in
this study reported that delivery rooms were equipped with microphones and cameras
for communication with staff donned in PPE, emphasising the measures taken to
ensure effective care for COVID-positive mothers and babies. Furthermore, the
changes mentioned in this study of re-purposing a ward into a Management and
Assessment of Respiratory Patient’s Areas (MARPA) ward (perinatal COVID-19
ward) and transitioning an outpatient clinic to an appointment-based system
underscore the adaptability of healthcare settings to cater to the unique challenges

posed by the pandemic.

A relocation of midwives, motivated by various factors, was observed both in the
reviewed literature and within the context of this study. Specifically, the study
conducted by Hartz et al. (2022) presents instances where midwives were relocated
due to the closure of maternity facilities to cater to COVID-19-related needs.
Similarly, the present study documents instances where midwives were transferred
from their regular duties to COVID-19 contact tracing. Additionally, some midwives
in this study reported being relocated to non-maternity wards at the onset of the
pandemic to attend to mothers who tested positive for COVID-19. This undoubtedly
highlights the practical implications and challenges faced in ensuring continuous care

amid structural adaptations.

Literature and the present study converge on the restrictions placed on birth
companions and visitors during the pandemic (Fumagalli et a., 2023; Goberna-Tricas

et al., 2021; Hartz et al., 2022). This study provides a detailed view of these
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restrictions, particularly noting the emotional toll on families, as witnessed by
midwives, due to limited physical presence and communication channels restricted to
video calls. One of the recurring themes across the literature and this study is aso the
separation of newborns from mothers who tested positive for COVID-19.
Kuclktarkmen et a. (2022) documented this practice alongside the restriction of

breastfeeding, emphasising the deviation from established guidelines.

In aignment with the QMNC Framework (Renfrew et al., 2014), which underscores
the importance of Promoting normal processes while preventing complications, the
separation of newborns from COVID-positive mothers emerges as a significant
deviation from the promotion of normalcy in midwifery care. The inherent value of
maintaining materna-newborn bonding through practices like skin-to-skin and
breastfeeding iswell-established, contributing to both physiological and psychological
well-being. However, the observed restrictions in the literature (Huysmans et al.,
2021; Kugukturkmen et al., 2022) and the current study, such as skin-to-skin being
restricted for COVID-positive mothers, illustrate a departure from these fundamental

principles.

Furthermore, the literature highlights the immediate baby bath during the pandemic, a
practice that deviates from established guidelines (KigUktirkmen et al., 2022). This
finding is dissimilar to this study, marked by the absence of reported immediate baby
baths in Malta, asindicated by the participants. The Guidance Development Group in
the World Health Organization (WHO, 2022) guidelines caution against this practice,
as they state that there is no substantiated evidence to advocate for an immediate first
bath after birth for any specific reasons, such as meconium staining or as a preventive

measure against potentia infection transmission from the mother. Such deviations
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from evidence-based guidelines underscore the challenges posed by the pandemic in
adhering to established norms, raising questions about the adaptability and

responsiveness of midwifery care in the face of rapid changes.

Within the theoretical framework of the QMNC (Renfrew et al., 2014), it becomes
evident that the restrictive measures imposed during the pandemic, such as limitations
on birth partners, separation of newborns, and restrictions on breastfeeding,
compromise the very essence of promoting normal processes. These changes, while
seemingly implemented to mitigate potential risks, introduce a delicate balance
between risk reduction and the preservation of fundamental elements of midwifery
care. The present study reflects the broader challenges faced by midwives in Malta
and resonates with the literature’s global perspectives, emphasising the need for a
delicate approach in pandemic-related care adaptations. As midwives navigate these
challenges, thereis acritical imperative to reassess and refine protocols to ensure that

the foundational principles of midwifery care are not compromised.

Another recurrent theme across both the literature and the present study is the
imperative to implement socia distancing measures and reduce physical touch. The
literature, as articulated by Fumagalli et a. (2023), Hearn et a. (2022), and Huysmans
et a. (2021), underscores the global trend of modifying interpersonal interactions
within healthcare settings. In aignment with this, this study reveals that midwives
were not exempt from these changes, being encouraged to limit contact time during
care provision and maintain social distancing, even during breaks among colleagues.
This shift in interpersonal dynamics reflects the broader global efforts to curb the
spread of the virus while underscoring the adaptability of midwives in adhering to

evolving health guidelines.
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Another pivotal facet of the evolving care provision during the pandemic pertains to
therestriction of certain supportive interventions. Literature by Bradfield et a. (2022)
and Hearn et a. (2022) documents the limitation of waterbirths and the use of
analgesia during labour. Parallelly, the present study illuminates the prohibition of
nitrous oxide (Entonox®), a pain relief method, in the early phases of the pandemic.
Subsequently, this was permitted during the later phases of the pandemic following
theintroduction of afilter attachment integrated into the Entonox® tubing system. The
restrictions mentioned not only align with global trends but also exemplify the extent
as to which certain common practices had to adjust to conform to emerging health

protocols.

In the sphere of post-delivery care and interventions during labour, the literature
portrays a diverse range of changes, from earlier post-childbirth discharges to a
reduction in interventions and a shift towards telehealth and online antenatal classes
(Bradfield et al., 2022; Hearn et d., 2022; Huysmans et a., 2021; Stulz et al., 2022).
Similarly, the present study affirms these changes, with the conversion of parentcraft
sessions into online formats. These alterations underscore the adaptability of
midwifery care in response to the unique challenges posed by the pandemic, marking

adeparture from traditional, in-person care modalities.

An increase in requests for homebirths and a reduction in admissions to the obstetric
emergency were also reported in the literature (Bradfield et al., 2022; Goberna-Tricas
et al., 2021; Hartz et al., 2022; Hearn et al., 2022; McGrory et al., 2022; Stulz et a.,
2022). The emphasis on the First-line Management of Complications and Medical
Obstetric Neonatal Services placed within the QMNC Framework (Renfrew et al.,

2014) is of particular importance in this regard. The pandemic-induced desire of
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parents to minimise contact within hospital institutions, as noted in the literature,
underscores the importance of first-line management in mitigating complications. The
core services, including el ective and emergency procedures, care for complex medical
conditions, and services for high-risk neonates, remain pivotal to prevent the
exacerbation of complications and ensure safe childbirth. The application of the
QMNC Framework (Renfrew et al., 2014) accentuates the critical nature of preserving

essential services amid the rapid changes within midwifery care during the pandemic.

Interestingly, anoteworthy outlier emerges from the literature by Alnuaimi (2021) and
Bradfield et al. (2022), indicating that care mainly remained unchanged. This
divergence from the majority of studiesin the literature and the present study suggests
potential variations across different phases of the pandemic or diverse regional
responses. However, it prompts a deeper exploration into the contextual factors that
might contribute to this discrepancy and the implications for the overall progression

of midwifery care during aglobal hedth crisis.

6.3.2 Characteristics of COVID-19 guidelines and policies

The COVID-19 pandemic has presented several unprecedented challenges for
healthcare, particularly in midwifery care. The literature consistently emphasises the
dynamic and rapid evolution of the situation, leading to swift changes in guidelines
(Fumagalli et al., 2023; Hearn et a., 2022; Stulz et al., 2022). Aligning with these
observations, the participants in this study highlighted the frequent modifications in
COVID-19 policies, describing them as a contributing factor to the ever-changing
situation that evolved over time. Some participants perceived these changes as unclear

and contradictory, reflecting the complexity of responding to an ever-shifting crisis.
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Literature also suggests that changes during the pandemic might not have adequately
considered holistic needs (Bradfield et a., 2022; Goberna-Tricas et a., 2021; Hearn
et a., 2022; Hijdra et a., 2022). This study adds depth to this perspective, with
participants expressing varying attitudes toward the evidence-based nature of policies.
A significant proportion of midwives (n=34, 42.0%) acknowledged the necessity of
policies but raised concerns about their hasty implementation, which they felt was not
sufficiently responsive to emerging evidence. Furthermore, a substantial majority of
midwives (n=48, 59.3%) recognised that the established policies and protocols

imposed limitations on their capacity to deliver quality midwifery care.

This discrepancy underscores the complex relationship between policy
implementation and the nuanced needs of providing quality midwifery care during a
pandemic, particularly in different settings. In fact, the statistical significance
(p=0.047) observed between participants’ workplace and their agreement on the
necessity and evidence-based nature of COVID-19-related policies and protocols is
noteworthy. Specifically, midwives at CDS demonstrated a more neutra stance
compared to midwivesin Obstetric Ward 1 (OBS 1). Thisdiscrepancy in attitude could
be attributed to the likelihood that midwives at CDS encountered guidelines during
the pandemic that lacked evidence-based support, notably practices such as the
separation of infants from COV ID-positive mothers. Importantly, such practices were

perceived as incongruent with the foundational principles of midwifery care.

6.3.3 Perceived challenges of the pandemic on women and their partners

The literature illuminates the multifaceted challenges encountered by parents, as
reported by midwives, with stress, uncertainty, isolation, and vulnerability emerging

as recurrent themes (Bradfield et al., 2022). Loneliness and fear, as emphasised by
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midwives in the studies by Fumagalli et al. (2023), Goberna-Tricas et a. (2021), and
Hijdraet al. (2022), underscore the heightened sense of vulnerability, exacerbated by
diminished shared decision-making. The emotional toll extends to surprise,
frustration, and anxiety, ashighlighted by Gonzalez-Timonedaet al. (2021). Midwives
in the study by Hartz et al. (2022) shed light on the darker side of the pandemic, with
fear being reported as a deterrent to individuals from accessing maternity facilities,
compounded by an alarming rise in violence against women. Moreover, midwivesin
the literature acknowledge the unique challenges faced by bereaved parents,

navigating an even deeper sense of loneliness and isolation (Power et a., 2022).

The findings from the present study resonate with and extend the narrative painted by
the literature. The most prevalent psychological impact observed by midwives among
parents was that of anxiety or fear (n=80/371, 21.6%). This resonates with the
literature’s emphasis on fear as a pervasive emotion during the pandemic. However,
the evidence from this study delves further, uncovering observed effects such as loss

of control and negative repercussions on maternal -infant bonding and breastfeeding.

Delving into the specifics, the predominant emotions of fear and anxiety were
commonly attributed to the continuous alterations in pandemic-related policies and
protocols. The absence of birthing partners during significant portions of labour and
delivery compounded these challenges. Notably, parents with babies admitted to the
Neonata Paediatric Intensive Care Unit (NPICU) faced additiona hurdles,
particularly in having very limited time to spend with their newborns. This
illumination of the unique struggles faced by parents in various contexts enriches the

understanding of the multifaceted emotional difficultiesimposed by the pandemic.
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The analysis of the relationship between the effects observed and midwives’ place of
work revealed that the place of work did not significantly influence the psychological
impact on parents. The lack of statistical significance (p=0.999) suggests that these
challenges were evident across all different settings, debunking the assumption that
certain work environments might aleviate the psychological toll on parents more than
others. This finding underscores the universality of the emotional challenges faced by

parents, irrespective of the specific healthcare setting.

6.3.4 Positive outcomes of the pandemic

In the face of unprecedented challenges posed by the COVID-19 pandemic, a
noteworthy revelation emerges — the resilience, adaptability, and even positive
outcomes experienced by midwives, the care they provide, and the parents they
support. The evidence from this study reveals an interesting narrative of positive
outcomes experienced by midwives during the pandemic. A substantial percentage of
participants (n=38, 46.9%) expressed positive eff ects resulting from their experiences,

underlining the adaptability and strength within the midwifery community.

6.3.4.1 Positive implications for midwives and care delivery
Aligning with findings from the literature (Baloushah et a., 2022; Goberna-Tricas et
al., 2021), participantsin this study reported a heightened sense of teamwork, fostering
new professional relationships during these challenging times. The pandemic acted as
acatalyst for increased resilience, pride, and skill acquisition among midwives, further
supported by their teams (Goberna-Tricas et al., 2021; Bradfield et al., 2022).
Specialised one-to-one care, a practice highlighted in the literature, emerged as a
positive outcome, alowing for more personalised attention to mothers (Hartz et a.,

2022). This resonates with the accounts of midwives in this study who acknowledged
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thefacilitation of more personalised attention through the provision of specialised one-

to-one care.

A novd finding from this study is the increased awareness of infection control
stemming from the pandemic. The variation in findings regarding increased awareness
of infection control among midwives in Malta, as opposed to other studies in the
literature, could be attributed to several factors. Midwives in Malta might have had
specific guidelines or protocols related to infection control that were highlighted and
emphasised during the pandemic. The heath authorities may have actively
communicated these measures to heathcare professionals, including midwives,
leading to a heightened awareness of infection control practices. Additionally, the
organisation may have implemented specific organisational practices or policies that
emphasised infection control. The culture within healthcare settings as well as the
genera public in Malta, including the importance placed on infection control, could

have also influenced midwives’ awareness and practices.

Midwivesin this study also noted that their role gained greater significance within the
healthcare setting, showcasing an unexpected positive consequence of heightened
acknowledgment for the role of the midwife. Midwives in the literature aso found
solace in their work during turbulent times, offering a semblance of structure and
normalcy, aligning with the empowerment felt by midwives in providing women-
centered care (Power et al., 2022; Stulz et a., 2022). This attests to the adaptability
and dedication of midwives who found renewed purpose and fulfillment in their roles

despite the challenges posed by the pandemic.
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6.3.4.2 Positiveimplications for parents
Midwivesin the literature emphasise that restrictions on visitors during the pandemic
created an unintended positive outcome for new families — fewer distractions,
fostering a more intimate and focused bonding environment, and providing quiet time
for recovery (Bradfield et al., 2022; Fumagalli et a., 2023; Stulz et a., 2022). In line
with this, the limitation on visitors reported by midwives in this study inadvertently
provided parents with a quieter time together in theinitial days following their baby’s
birth, with fewer disruptions from visitors. This positive consequence aligns with the
QMNC Framework (Renfrew et al., 2014), particularly the promotion of normal
processes, emphasising the importance of safeguarding normal processes, such as
breastfeeding, without disruptions. Organisations should recognise and prioritise these
positive outcomesin future planning for healthcare emergencies. They should identify
factorsthat allow new parents ample opportunities to preserve normal processesto the

greatest extent possible.

Furthermore, the literature emphasises the positive impact of novel services
introduced due to the pandemic, such as the adoption of telehealth and virtual care
solutions. These services enhanced accessibility for women, offering more tailored
and convenient care options during these unique times (Bradfield et a., 2022). This
resonates with the findings from this study where various services were modified or
introduced due to the pandemic, proving to be more convenient for parents. The
QMNC Framework (Renfrew et a., 2014) underscores the importance of adapting
services to provide tailored and convenient care, especiadly in the context of a

pandemic.
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Participants in this study highlighted unique instances resulting from the pandemic
where women could be more open and honest with midwives, particularly during the
booking visit when partners were not permitted in the room due to pandemic
restrictions. This unanticipated positive consequence reflects a shift in dynamics that
allowed for more candid and open communication, especially on certain topics such
as domestic violence, emphasising the importance of recognising core advantages in

adaptations to safeguard effective communication on such delicate conversations.

6.4 Challengesin the Provision of Quality Careduringthe COVID-19
Pandemic

The COVID-19 pandemic posed unprecedented challenges to hedlthcare systems
worldwide, significantly impacting the provision of midwifery care. Midwives, as
essentia frontline healthcare professionals, found themselves navigating uncharted
territory, adapting to rapidly evolving circumstances whilst facing professional and
personal challenges. This following section seeks to explore these challenges, hence,
addressing the second objective of this study, which was to identify challenges
encountered by midwives in balancing personal safety and well-being while

maintaining quality midwifery care.

6.4.1 Professional challenges

Amidst the turbulent nature of the COVID-19 pandemic, midwives found themselves
navigating a spectrum of professional challenges that transcended the clinical sphere.
These challenges manifested on two interconnected aspects, namely organisational

challenges and the challenges in providing care due to COVID-19 implications.
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6.4.1.1 Organisational challenges
The increase in workload emerged as a recurring theme in both the literature and this
study. Alnuaimi (2021), Huysmans et a. (2021), Kugiktirkmen et al. (2022), and
McGrory et a. (2022) in the literature highlighted the strain on midwives due to
increased COVID-19 administrative burdens and workforce reductions. The present
study reinforces this, with a substantial majority of participants (n=71, 87.7%)
reporting a surge in workload, indicating severe pressures on the local health system.
Moreover, the statistically significant relationship between increased workload and
the midwives’ place of work (p=0.015) underscores the varying impacts across
different settings, with inpatient hospital settings experiencing more significant
challenges. This highlights the need to seek alternative channels for the provision of
care, such as decentralisation of care from the local general hospital to primary heath

care clinics, where service provision can be led by midwives.

Staff shortages, a consequence outlined by Alnuaimi (2021) and supported by Hartz
et a. (2022), Hearn et a. (2022), and McGrory et d. (2022), added another layer to
the workload challenges. This study aigns with these findings, as many participants
underscored the impact of staff shortages on their workloads, emphasising a need for
a holistic approach to address these systemic issues. The literature highlighted
challenges arising from unclear, inconsistent, or confusing information, as well as a
lack of knowledge due to insufficient information (Alnuaimi, 2021; Goberna-Tricas
et al., 2021; Hazfiarini et a., 2022). Misinformation and a lack of information, a
persistent issue reported by Gonzdlez-Timoneda et al. (2021) and Stulz et al. (2022),
resonated in this study. Midwives in the present study reported a notable lack of
communication and information, attributing it to the unprecedented nature of the

pandemic. Contrastingly, more than half of the participants (n=366, 61%) in the study
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by Bradfield et a. (2022) expressed confidence in possessing the knowledge to attend
to women with COVID-19, suggesting a potential emphasis on training initiatives in

the Australian context.

Insufficient training for midwives during the COVID-19 pandemic emerged as a
critical concern, aligning with existing literature (Baloushah et al., 2022; Gonzal ez-
Timoneda et al., 2021; Hazfiarini et al., 2022). This sentiment was echoed by a
significant proportion of participants in the present study, with 35.8% (n=29)
disagreeing and 9.9% (n=8) strongly disagreeing that they were adequately trained or
prepared for the challenges posed by the pandemic. Theimpact of thisinadequacy was
evident in the statistically significant correlation between midwives’ assessment of
their training and their contemplation of taking time off or quitting (p=0.001). Those
who disagreed with the adequacy of their training were more inclined to consider such

decisions.

Furthermore, this study revealed a positive and statistically significant correlation
between the level of support midwives received from their leaders and the training
they received (p=<0.001), their leaders’ transparency and responsiveness to evolving
pandemic circumstances (p=<0.001), their leaders’ coordination and management of
related changes (p=<0.001), aswell astheir involvement in decision-making processes
of policies and protocols (p=0.003). This underlines the crucia role of effective
leadership and training in mitigating challenges faced by midwives during the
pandemic, emphasising the need for comprehensive support structures and respect
towards the midwifery profession to enhance the resilience of midwifery carein times

of crisis.
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The evidence with regards to the impact of lack of information and training aligns with
the Education, Infor mation and Health Promotion aspect of the theoretical framework,
the QMNC Framework (Renfrew et a., 2014), emphasising the paramount i mportance
of adequate information and education. Trustworthy information, aong with a
concentrated emphasis on promoting health, becomes crucial, especialy in the context
of apandemic, which istypically marked by misinformation and an increased need for

health promotion (Rochaet al., 2021).

Shortages of PPE, a critical concern across various studies (Goberna-Tricas et al.,
2021; Gonzéalez-Timoneda et al., 2021), manifested differently in this study, where a
significant majority (n=61, 75.3%) reported sufficient access to PPE. The reported
access correlated with the level of support received from leaders, where participants
who reported adequate access scored higher levels of support from their leaders as
opposed to those who reported inadequate access. This aligns with the theoretical
framework’s emphasis on the Organisation of Care, highlighting the severe impacts

of the pandemic on resource availability and workforce competency.

The examination of leadership and management dynamicsin the context of midwifery
care during the COVID-19 pandemic reveals an interplay, echoing both conflicting
findings in the literature and distinct perspectives from this study. The literature
presents a divergence in leadership capabilities, emphasising the pivotal role effective
management plays in navigating crises like the pandemic. McGrory et a. (2022)
highlight the positive impact of leaders who listen and provide clear guidelines, while
other studies (Gonzdlez-Timoneda et al., 2021; Huysmans et a., 2021; Stulz et al.,

2022) underscore the challenges arising from poor communication and evidence-
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lacking decisions, particularly in the management of crucia resources like PPE and

staffing levels.

In this study, a significant portion of the participants expressed agreement regarding
the transparency and responsiveness of leaders in maternity care settings during the
pandemic, with 40.7% (n=33) agreeing and 50.6% (n=41) stating effective
coordination and management of pandemic-related changes. However, the mean score
for the overal level of support from workplace leaders was 5.26 out of 10, suggesting
a room for improvement. Management issues surfaced, with participants reporting
feelings of neglect, insufficient leadership presence, and instances of unfair
management. Many midwives felt compelled to navigate challenges independently,

highlighting a potentia gap in effective leadership.

Crucialy, statistical analyses revealed significant correlations and relationships.
Midwives who perceived their leaders as lacking transparency and responsiveness, as
well as effective coordination and management during the pandemic, were more likely
to contemplate taking time off or quitting (p=0.009). Moreover, those who took time
off or considered quitting reported a lower level of support from their leaders
(p=0.016). These findings accentuate the direct impact of leadership dynamics on the
well-being and job satisfaction of midwives during the challenging circumstances
imposed by the COVID-19 pandemic. Addressing these issues is essential for

safeguarding the midwifery workforce, especialy in times of emergency.

The exclusion of midwives in decision-making processes, as illuminated by both the
literature and this study, brings to the forefront a shared concern regarding their
perceived exclusion and undervaluation. The literature underscores this theme,

indicating that midwives often found themselves not included in policy decisions,
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leading to a sense of invisibility (Hearn et al., 2022) and undervaluation (Huysmans
et a., 2021). This lack of involvement in critical decision-making processes is a
prevalent issue discussed in various studies, suggesting systemic challenges in

recognising the expertise and perspectives of midwives.

The present study echoes and substantiates these concerns. A substantial majority of
participants (45.7% (n=37) disagreeing and 27.2% (n=22) strongly disagreeing)
expressed dissatisfaction with their level of inclusion in decision-making processes
related to pandemic policies and protocols. This sentiment aligns with the literature,
portraying a consistent narrative of midwives feeling overlooked in crucia policy
discussions. The perception of exclusion was further emphasised, as decisions were
perceived to primarily emanate from higher management individuals, potentialy

disconnected from the frontlines of midwifery care.

Statistical analysis revealed a significant correlation between midwives’ consideration
of taking time off or quitting and their involvement in decision-making processes
(p=0.015). Those who felt they were not adequately consulted during the formulation
of policies and protocols were more likely to have considered leaving their positions.
This correlation underlines the tangible impact of involving midwives in decision-
making, not just on their job satisfaction but also on their commitment to navigating
the challenges posed by the COVID-19 pandemic within the healthcare system.
Recognising and rectifying this disparity is imperative for fostering a collaborative

and resilient healthcare environment during crises and beyond.

It is noteworthy that, aside from the statistically significant correlation observed in this
study between the participants’ workplace and an increase in workload, no other

statistically significant rel ationships were identified between the participants’ place of
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work and various other professional challenges, asindicated by all p-values exceeding
0.05. This implies that the majority of professiona chalenges encountered by
midwives were uniformly prevalent across the different maternity care settings. This
uniformity in challenges may point towards systemic or organisation-wide issues

rather than being specific to certain workplace environments.

Theliterature highlights a concerning trend of dehumanised care during the pandemic,
linked to restrictions on birthing partners and exclusion from decision-making
(Goberna-Tricas et al., 2021; Gonzaez-Timoneda et a., 2021). These aspects align
with the QMNC Framework (Renfrew et al., 2014). The framework emphasises the
inclusion of women and partners in decision-making through its rooting in midwifery
values, which stresses the need for respect, communication, and understanding. In
light of the QMNC Framework, this study underscores the importance of ongoing
education and preparedness. Pandemic readiness should not only focus on clinical
aspects but also prioritise ethical and humanistic dimensions, ensuring core valuesin

midwifery remain inviolable in any given circumstances.

6.4.1.2 Challengesin providing care dueto COVID-19 implications
Literature reveals the impact of full PPE on care provision, hindering physical touch
and, consequently, making communication, particularly non-verbal, more
challenging, especialy in cases involving grief (Bradfield et a., 2022; Fumagalli et
a., 2023; Hazfiarini et al., 2022; Power et a., 2022). This study affirms these
challenges, with midwives expressing difficulties in forming connections with parents
due to inhibited physical touch, emphasising the strain on effective communication,

notably with foreigners. Telehealth, although adopted for safety, is also critiqued in
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the literature for its impersonality and inadequacy (Hearn et al., 2022; Stulz et al.,

2022).

Reduced in-person contact is associated with lower care quality, with concerns raised
about potentially missing crucia information, such as signs of domestic violence
(Goberna-Tricas et al., 2021; Hijdraet a., 2022). The present study aligns with these
concerns, emphasising the chalenges of limited contact time and the potential
implications for overlooking essential indicators. The theoretical framework based on
the QMNC Framework (Renfrew et al., 2014) sheds light on these challenges. In the
Assessment, Screening, and Care Planning domain, it underscores the importance of
maintaining assessment and screening procedures, even during a pandemic, to
establish critical elements in a woman’s history. The Philosophy domain also
emphasises the core philosophy of being “with woman”, which was disrupted during
the pandemic, affecting psychological support and holistic care. Challenges in
upholding core philosophies, as indicated by Goberna-Tricas et a. (2021), highlight

the need for safeguarding these principlesin future pandemics or emergency scenarios.

Another challenge in providing quality midwifery care involves the reduced use of
analgesia and the absence of birthing partners, impacting midwives’ ability to offer
women-centred care (Bradfield et al., 2022; Memmott et a., 2022). This study echoes
these concerns, emphasising the challenges of addressing the void left by birthing
partners and navigating difficult conversations about their restricted presence. The
separation of babies from mothers, virtual connections with parents, and stigma
surrounding COV I D-19-infected women were additional challenges identified in this
study. The continuity of care emerged as a protective shield against the negative

effects of the pandemic in the literature (Bradfield et a., 2022; Hearn et al., 2022),
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aligned with the theoretical framework’s emphasis on the Organisation of Care
domain, emphasising continuity as a safeguard against pandemic-induced detriments

to healthcare organisations.

6.4.2 Personal challenges

Beyond the professional challenges encountered during the pandemic, midwives faced
persona challenges that significantly impacted their well-being. These included a
range of factors such as physical and psychologica challenges, coupled with job
dissatisfaction and a notable lack of support and recognition. With this said, support

strategies that hel ped midwives sustain care provision were particularly highlighted.

6.4.2.1 Physical difficulties
The physical difficulty of wearing PPE emerged as a recurrent theme in both the
literature and this study. The literature, as exemplified by Bradfield et al. (2022) and
Hazfiarini et a. (2022), underscores the exhausting nature of donning PPE for
extended periods. Similarly, the current study resonates with these findings, with
participants recounting the demanding experiences of prolonged PPE use, particularly
when attending to women or babies with COVID-19. Skin irritation, difficulty in
breathing, and heightened discomfort during long shifts are additional challenges
highlighted in the literature, notably by Alnuaimi (2021). This study aligns with these
concerns, as participants reported experiencing difficulty breathing, especially when
wearing N95 masks. This convergence of findings emphasises the tangible physical
toll that protective measures can take on midwives. The literature further emphasises
substantial physical challenges arising from prolonged shifts, often without breaks, as

documented by Fumagalli et a. (2023). This study reinforces these challenges,
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depicting ascenario where midwives face demanding working hours without adequate

breaks, compounding the physical strain they experienced.

6.4.2.2 Psychological difficulties
The literature underscores pervasive fears, shared by midwives globally, including
concerns about contracting and spreading the virus to family and clients, amplified by
the overarching fear of the unknown (Alnuaimi, 2021; Baloushah et al., 2022;
Gonzalez-Timonedaet al., 2021; Hartz et al., 2022). In aignment with these concerns,
this study highlights midwives’ expressions of fear, particularly emphasising the
struggle of balancing personal safety with the demands of their profession. Notably,
midwives, asindicated in the literature, exhibited agreater fear for the safety and well-
being of their families than for themselves (Gonzélez-Timoneda et al., 2021).
Similarly, this fear disparity was statistically significant in the present study
(p=<0.001), emphasising the emotional toll and heightened sense of responsibility

midwives felt towards their loved ones.

Additionally, factors such as increased workload, inadequate support from their
organisations and desire to quit their profession showed statistically significant
relationships with elevated fear levels, shedding light on the intricate connections
between professiona circumstances and personal anxieties. Furthermore, negative
correlations were identified between fear levels and certain organisationa factors.
Midwives who reported lower involvement in decision-making processes regarding
policies and protocols had higher levels of fear for persona safety (p=0.003).
Additionally, negative correlations were observed between fear for family safety and

training received (p=0.042), transparency from leaders (p=0.030), and involvement in
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decision-making processes (p=0.003). These correlations emphasise the importance

of organisational factors in influencing midwives’ fear levels.

Psychologica challenges extended to stress, burnout, and exhaustion, often linked to
poor staffing, PPE management, workload, and feelings of unpreparedness (Bradfield
et a., 2022; Hazfiarini et a., 2022; Huysmans et a., 2021; McGrory €t a., 2022). The
pervasive nature of burnout, as highlighted in the current study, manifested in varying
degrees across different care settings, marked by a statistically significant association
between perceived burnout levels and the care settings in which midwives worked
(p=0.013). Notably, midwivesin inpatient care settings reported higher burnout levels
than outpatient settings, emphasising the need for tailored interventions based on the

nature of care provision.

Moreover, a positive correlation was identified between midwives’ fear for the safety
and well-being of their families and their levels of burnout (p=<0.001). This
correlation suggests that heightened concerns for the well-being of loved ones
contribute to increased burnout among midwives. In exploring the relationship
between burnout and access to PPE, a statistically significant association was found in
this study (p=0.021). Midwives lacking adequate access to PPE reported higher
burnout levels compared to those with sufficient access, which highlights the crucia
role of resource availability in mitigating burnout. The desire for more support from
organisations emerged as another significant factor influencing burnout levels.
Participants wishing for additional organisational support scored higher in burnout
(p=0.002) compared to those who did not express such wishes. This underscores the

pivota role of organisationa support in aleviating burnout.
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Furthermore, midwives considering taking time off or quitting due to pandemic
pressures exhibited higher burnout levels (p=<0.001) than those who did not consider
such actions. This correlation accentuates the link between burnout and midwives’
considerations regarding their professional commitments. Negative correlations were
also observed between burnout levels and several organisationa factors, including
training received (p=0.004), leaders’ transparency and responsiveness to pandemic
changes (p=0.007), leaders’ coordination and management of pandemic-related
changes (p=0.038), and involvement in decision-making processes of policies and
protocols (p=0.037). These correlations underscore the potential impact of
organisational factors, such as leader support and professional involvement, on

mitigating burnout among midwives.

Moreover, the literature (Kassahun et a., 2022) and the present study converge on the
theme of mental health, with anxiety levels among midwives escalating due to policy
uncertainties and the unpredictable nature of the pandemic. The persistent changes in
policies and protocols, coupled with a perceived lack of psychologica preparedness,
contributed to sustained anxiety among participants in this study. Addressing the
broader impact, midwives considered taking time off or leaving the profession entirely
(Kucuktirkmen et a., 2022; Memmott et a., 2022; Shoorab et a., 2022). Contrarily,
this study revealed that a majority (n=49, 60.5%) did not take leave or considered
quitting as a result of the pandemic, highlighting the local midwives’ resilience and
commitment amidst unprecedented challenges. This could potentially be attributed to
several factors. The overall resilience and capacity of Malta’s healthcare system in
managing the pandemic could be afactor. Thisis supported by research conducted by
Cuschieri (2022), which determined that Malta effectively controlled the initial wave

of COVID-19 through a comprehensive approach involving both society and
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government. The study also highlighted that the healthcare system in Mata was
adequately supplied with resources. Cultural factors and a strong sense of community
support in Malta could also have influenced midwives’ resilience and commitment to

their profession during challenging times.

The theoretical framework, rooted in the QMNC Framework (Renfrew et a., 2014),
offers a lens to understand and address these challenges. Midwives, considered as
central care providers, faced hindrances not only in delivering quality care but also in
maintaining their own well-being. The framework emphasises the pivotal role of care
providersin the functioning of healthcare organisations, necessitating special attention
to their needs, particularly during emergencies like a pandemic. The interconnection
between the theoretical framework and this study’s findings underscores the critical
importance of prioritising the welfare of midwives to ensure sustained, high-quality
midwifery care and creating solutionsto relieve pressures off care providers providing

care within the local general hospital.

6.4.2.3 Job dissatisfaction
The literature, as presented by Kuiguktirkmen et al. (2022), emphasises job
dissatisfaction among midwives during the COVID-19 pandemic. In aignment with
this, the present study reveals a mean job satisfaction score of 5.28 during the
pandemic, suggesting notable dissatisfaction anong participants. Significant positive
correlations in this study were also identified between job satisfaction and key factors.
Notably, theleve of support from leaderswas strongly associated with job satisfaction
(p=<0.001). Furthermore, participants who reported higher job satisfaction were those

who received adequate training (p=0.010), experienced transparent and responsive
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leadership during the pandemic (p=0.004), and were involved in decision-making

processes (p=0.011).

In the broader context, the emotional toll of the pandemic, as discussed by Hearn et
al. (2022), has affected midwives’ professional satisfaction. This emotional strain is
exacerbated by the lack of support and burnout, as highlighted by Memmott et al.
(2022). Additionally, feelings of undervaluation and exclusion from decision-making,
as explored by Hartz et a. (2022) and as highlighted in the present study, contribute
to midwives’ job dissatisfaction. Hence, these findings highlight the critical role of
leadership support, transparent communication, and involvement in decision-making

processes in fostering midwives’ job satisfaction during challenging times.

6.4.2.4 Lack of support and recognition for midwives
Alnuaimi (2021) emphasises the lack of support and recognition for midwives, with a
particular focus on the absence of appreciation and financial rewards. In aignment
with this, the current study reveals that a substantial 72.8% of participants (n=59) felt
that their efforts during the COVID-19 pandemic were not recognised by their
organisation. The absence of financia compensation for their efforts was aso
identified in the present study. The undervaluation of midwifery care in this study is
further underscored by changes in the organisation’s care structure, as witnessed in
the suspension of operations at the Parentcraft Unit, leading to a significant
reassignment of midwives. This restructuring exemplifies a broader issue in

recognising the critical aspects of midwifery care.

Moreover, the deficiency of dedicated well-being support for midwives, as highlighted
by Fumagalli et al. (2023), is also evident in this study. A significant proportion of

participants (n=38, 46.9%) reported no access to support programmes or were
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uncertain about their accessibility (n=31, 38.3%). Furthermore, an overwhelming
majority (n=67, 82.7%) expressed a desire for more support from their organisation.
The literature suggests that simple acts of gratitude, such as managers thanking their
staff, can be powerful ways to make midwives fedl valued and appreciated (McGrory
et al., 2022). This emphasises the need for more organisational strategies to
acknowledge midwives’ contributions, provide dedicated support programmes, and

foster a culture of appreciation.

With the exception of the previously identified statistically significant correlation
between the participants’ workplace and levels of burnout, the analysis revealed no
other statistically significant relationships between the participants’ workplace and the
majority of the persona challenges examined in this study, as denoted by p-values
exceeding 0.05. Analogous to the patterns observed in professional challenges, these
results suggest a uniformity in persona challenges across various maternity care
settings, which implies that several organisational factors may contribute to the
adverse effects affecting midwives’ well-being, transcending individua factors

associated with specific maternity care settings.

6.4.2.5 Support strategies for sustaining care provision
Support strategies for sustaining care provision during the COVID-19 pandemic have
played a crucia role in mitigating challenges faced and the retention of midwives, as
highlighted both in the literature and the findings from this study. Colleague support
emerges as a pivotal factor, resonating in studies by Alnuaimi (2021) and Power et al.
(2022). Similarly, itisevident that the most prevalent reason for midwivesin this study
to continue in their profession was support from colleagues, with 28.0% of

respondents (N=59/211) acknowledging its significance. Financial reasons were aso
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prominently featured (n=44/211, 20.9%), emphasising the practical considerations
influencing midwives’ decisions. Conversely, support from leaders or midwifery
officers was the least selected factor as a support strategy affecting the retention of
midwives in this study, emphasising potentia gaps in leadership support according to

the perceptions of midwives.

Sharing experiences, feelings, and challenges within teams, and fostering a sense of
mutual support, were other critical dimensions highlighted in the literature (Fumagalli
et a., 2023; Hazfiarini et al., 2022). In this study, additional factors contributing to
midwives’ decision to stay in their positions included support from partners and
families, underscoring the significance of broader social networks and persona
connections. This aligns with the notion that family and friends’ support is vital, as

similarly emphasised in the literature (Fumagalli et al., 2023; Hazfiarini et al., 2022).

Mindfulness and spiritual practices, continuous learning about COVID-19, and
maintaining pride and a sense of mora obligation in the care provided emerge as
essential support strategies in the literature (Alnuaimi, 2021; Hazfiarini et a., 2022;
Memmott et a., 2022; Power et al., 2022; Shoorab et a., 2022). While these aspects
are not explicitly highlighted in the responses from this study, the broader themes of
moral obligation and personal resilience are indirectly reflected in participants’
considerationsto continue providing care during this challenging time. Together, these
findings underscore the multifaceted nature of support strategies, involving not only

professiona networks but also personal and intrinsic motivations.
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6.5 StrategiesAddressing ChallengesEncountered duringthe COVID-
19 Pandemic
Addressing the challenges encountered during the COVID-19 pandemic has been a
critical focusin the present study. Surprisingly, from the literature, there was a notable
absence of insights directly drawn from midwives’ perspectives regarding strategies
to address the challenges posed by the pandemic. In response to this gap, this study
has identified valuable insights into the strategies that midwives themselves identify
to aleviate the negative effects of the pandemic on their ability to provide quality
midwifery care and on women and their partners, hence, fulfilling the third objective
of this study, which wasto identify strategies in addressing the challenges encountered
during the COVID-19 pandemic that inform longer-term planning for essential

elements of quality midwifery care.

6.5.1 Strategies to alleviate the negative effects of the pandemic on midwives and
provision of care

The most prominent strategies, as revealed by the participants, include a desire for
increased support from the organisation’s leaders and midwifery officers, along with
acall for more training related to handling future pandemics or emergency scenarios
affecting the healthcare system, highlighting the crucial role leadership plays in
sustaining midwifery care during crises and the need for continuous professiona
devel opment to equip midwives for unforeseen challenges. Participants al so expressed
a need for support programmes tailored to the specific needs of staff affected by the
pandemic and increased access to employee support programmes, showcasing a

recognition of the importance of holistic well-being, even for staff members.

Additionally, there were mentions of other strategies, such as ensuring better staffing

levels, recognising the work done during the pandemic, implementing less restrictive
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and better-planned policies and protocols, and providing financial incentives. These
strategi es emphasi se the importance of supportive working environments, continuous
education, and the recognition of care providers. Significantly, a statisticaly
significant relationship (p=0.025) was found between an increase in workload and the
selected strategies, indicating an interplay between workload and the perceived need

for specific support mechanisms.

6.5.2 Strategies to alleviate the negative effects of the pandemic on women and
their partners

In extending the focus to strategies aimed at alleviating the negative effects of the
pandemic on women and their partners, this study uncovered essential insights.
Midwives, in their responses, emphasised the importance of increasing support
services and knowledge dissemination on COVID-19 and related policies to women
and their partners. A notable portion of participants also highlighted the potential
benefits of having less restrictive protocols during the pandemic. These strategies,
identified directly from the experiences and perspectives of midwives, shed light on
the multifaceted approaches needed to safeguard the well-being of women and their

partners during such challenging times.

6.5.3 Integration of strategies with the QMNC Framework

Aligning these findings with the selected theoretical framework for this study, the
QMNC Framework by Renfrew et a. (2014), a comprehensive understanding
emerges. The emphasis on further education for parents and training for staff directly
aligns with the QMNC Framework’s focus on education and health promotion as a
critical element in quality care. Strategies advocating for less restrictive protocols and
respectful, holistic care resonate with the QMNC Framework’s domains, emphasising

the importance of tailored care provision, respect for values, and the promotion of
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normal processes. The call for increased support and recognition for care providers
mirrors the QMNC Framework’s acknowledgment of the vital role care providers play

in ensuring quality maternal and newborn care.

In essence, the strategies identified through this study, when viewed through the lens
of the QMNC Framework, highlight the interconnectedness between midwives, the
care they provide, and the well-being of women and their partners. This holistic
perspective, deeply embedded inthe QMNC Framework, serves as aguiding reference
for navigating the complexities of providing quality midwifery care during the

COVID-19 pandemic.

6.6 Strengthsand Limitations of the Study

6.6.1 Strengths

Following an extensive review of the existing literature, it was concluded that this
research marks the first local study investigating midwives’ perspectives regarding the
provision of quality midwifery care during the COVID-19 pandemic. The utilisation
of a quantitative design, a method comparatively underrepresented in the available
literature, facilitated the recruitment of a substantial sample, resulting in rich data
obtained from the participants’ responses. This approach not only enhanced insights
into the topic but also increased the generalisability of the findings. The consistent
involvement and guidance of a statistician throughout the research process aso
ensured methodological rigour and enhanced the reliability of the anaytical

approaches employed.

Furthermore, the anonymous nature of the questionnaire mitigated socia desirability
bias, enabling participants to provide more honest responses, particularly concerning

aspects related to the support received from their leaders and the organisation (Rees,
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2011). Lastly, measures were taken to ensure the stability and validity of the research
instrument. Stability was assessed through the pilot study by the test-retest method,
which demonstrated satisfactory reliability. The questionnaire was also assessed for
face validity through consultations with the research supervisor, a qualified and
experienced midwife. Additionally, content validity was established by obtaining
approvals from the Midwifery Dissertation Panel and the Faculty of Health Sciences

Research Ethics Committee (FREC).

6.6.2 Limitations

While acknowledging the strengths outlined, it is essentia to recognise severa
limitations inherent in the study. Firstly, the utilisation of purposive sampling, while
advantageous for specific research goals, may introduce bias and limit the
representativeness of the findings within the broader target population. To mitigate
this, eligibility criteria were meticulously devised to cultivate a more homogeneous
sample, enhancing the potentia for generalisability (LoBiondo-Wood & Haber, 2021).
Moreover, relying on a self-administered questionnaire poses constraints on
participants’ expression, potentially limiting the depth of information gathered (Rees,
2011). Nevertheless, a balance was obtained by incorporating comment sections,
affording participants an opportunity to expound on their thoughts and sentiments. The
study aso acknowledges the potential for recall bias, as participants were required to

recollect certain circumstances from three years prior.

Another limitation pertains to the time constraints imposed by the research being
conducted as part fulfilment of a Master of Science degree in Midwifery. This
constraint impacted the volume of responses attainable within the stipulated

timeframe, resulting in a constrained response rate. The deviation from the optimal
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sample size and the resulting response rate may also be attributed to other factors. It
is plausible that certain midwives, the target demographic, do not routinely monitor
their work email, which was the designated mode of participant outreach.
Furthermore, the nature of the questionnaire’s subject matter may have invoked
unfavourable recollections for prospective participants, potentially influencing their

reluctance to engage with the questionnaire.

6.7 Conclusion

This chapter presented a comprehensive discussion of the study’s primary findings in
connection with pertinent literature and study objectives. The perspectives articulated
by midwives in this study were compared with those elucidated in previously
examined studies, aligning them with the study’s theoretical framework, the QMNC
Framework (Renfrew et a., 2014). The strengths and limitations inherent in this study
were identified. The subsequent and concluding chapter will present the study’s
conclusions and offer evidence-based recommendationsfor clinical practice, research,

and education, drawing upon the insights identified in the previous chapters.
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7.1 Introduction

This chapter commences with an overall summary of this study along with an
overview of the key findings and the implications derived. Subsequently, a set of
recommendations for practice, education and further research will be set forth, based

on the findings of the study.

7.2 Summary of the Study

This research commenced with a systematic literature review employing the Preferred
Reporting Items for Systematic Reviews and Meta-Anayses (PRISMA) flowchart
(Moher et al., 2009) to select pertinent studies regarding midwives’ perspectives on
providing quality midwifery care during the coronavirus disease 2019 (COVID-19)
pandemic. The chosen studies underwent critical assessment using CASP (2018),
CEBMa (2014), and MMAT (Hong et a., 2018) tools. Following a review of the
literature, the study’s aim and objectives were formulated, which aimed to investigate
the local midwives’ perspectives on quality midwifery care during the pandemic. The
theoretical framework for this study was based on the Quality Maternal and Newborn
Care (QMNC) Framework (Renfrew et al., 2014) dueto its alignment with prioritising

quality maternity and newborn care in diverse circumstances.

Midwives’ views and experiences were gathered through a self-designed
guestionnaire distributed to 117 participants via their workplace email, facilitated by
intermediaries. A total of 81 participants responded anonymously, yielding aresponse
rate of 69.2%. The collected data, comprising predominantly quantitative findings
along with some qualitative outcomes, underwent analysis through statistical methods
and thematic content analysis (Braun & Clarke, 2012), respectively. The statistical

analysis methods utilised consisted of the Chi-squared test, Kruskal-Wallis test,
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Spearman correlation coefficient, and Friedman test. Thematic content analysis
(Braun & Clarke, 2012) provided a comprehensive understanding of the qualitative

data, offering deeper insights into midwives’ perspectives.

7.3 Overview of the Key Findings of the Study

The pandemic prompted significant modificationsin midwifery care, ranging from the
universal adoption of mask-wearing and personal protective equipment (PPE) to the
creation of speciaised delivery rooms and relocation of midwives. Birth companion
restrictions, separation of newborns, and changes in post-delivery care were observed,
deviating from established guidelines and challenging the QMNC Framework’s
emphasis on promoting normal processes. Social distancing measures, reduced
physica touch, and restrictions on supportive interventions were also implemented.
New guidelines and policies during the pandemic evolved rapidly, with midwives
perceiving them as unclear and contradictory. The study revealed a complex
relationship between policy implementation and the compound needs of providing
quaity midwifery care. Participants expressed concerns about the hasty
implementation of policies and protocols, with workplace differences influencing
attitudes. The need for continuous reassessment and refinement of protocols to aign

with midwifery care principles was identified.

The perceived effects on women and their families encompassed heightened anxiety
and fear due to continuous policy changes, absence of birthing partners, and limited
time with newborns in the Neonatal Paediatric Intensive Care Unit (NPICU).
Emotional challenges were universal across diverse settings, emphasising the broad
impact on parents. Positive outcomes emerged, showcasing midwives’ resilience and

adaptability. Increased teamwork, pride, and skill acquisition were reported, along
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with novel finding of this study of heightened awareness of infection control.
Midwives’ roles gained significance, offering structure and normalcy. Parents
benefited from fewer distractions, fostering intimate bonding, and the adoption of
atered and new services. The limitations on visitors inadvertently provided quiet
recovery time for families. Unique instances of open communication between

midwives and women during the pandemic reflected a positive shift in dynamics.

The study also explored the challenges faced by midwives in providing quality care
during the COVID-19 pandemic. It identified professiona challenges related to
increased workload, staff shortages, lack of information and training, and issues with
leadership transparency. Organisational challenges, such as the impact of unclear
information, insufficient training and lack of involvement in decision-making
processes were identified. The study emphasises the importance of effective
leadership and training, as well as decentralisation of care in mitigating challenges.
Challengesin providing care due to COVID-19 implications include the impact of full
PPE on communication, reduced in-person contact leading to lower care quality, and
challenges in maintaining women-centred care. The study also discusses personal
challenges, including physical difficulties, psychologica challenges such as fear for

personal safety and burnout, job dissatisfaction, and alack of support and recognition.

The QMNC Framework (Renfrew et al., 2014) is referenced as the theoretical
framework to highlight the importance of maintaining midwifery values during a
pandemic. The study underscores the need for ongoing education, preparedness, and
prioritising midwives’ well-being. It discusses the interplay between professional and
personal challenges and the impact on midwives’ commitment to their profession.

Support strategiesfor sustaining care provision wereidentified, with coll eague support
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and financial reasons being significant factors. The study also mentionsthe importance
of sharing experiences within teams, support from partners and families, and personal
resilience. The need for organisational strategies to acknowledge midwives’
contributions, provide support programmes, and foster a culture of appreciation is

emphasised.

Finally, this study explored strategies derived directly from midwives’ perspectives to
address challenges faced during the COVID-19 pandemic, informing long-term
planning for crucial elements of quality midwifery care. Midwives advocated for
increased support from organisational leaders and midwifery officers, emphasising
leadership’s vital role in navigating challenges. Ongoing training is highlighted as
essentia for preparing midwives for unforeseen crises, showcasing the importance of
continuous professional development. Recognition of holistic well-being isevident in
midwives’ requests for tailored support programmes addressing staff needs during the
pandemic. Strategies ranged from ensuring better staffing levels to advocating for
acknowledgment of midwives’ efforts and providing financial incentives. A
significant finding is the identified relationship between increased workload and the
perceived need for specific support mechanisms, emphasising the interplay between

workload and the demand for targeted support.

Regarding strategies for women and their partners, midwives stressed the importance
of enhanced support services, knowledge dissemination, and less restrictive protocols,
promoting a supportive and respectful approach to care. Aligned with the QMNC
Framework by Renfrew et al. (2014), these strategies resonate with the framework’s

emphasis on education, health promotion and holistic care. This holistic perspective
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serves as a guiding reference for navigating complexities in providing quality

midwifery care during the COVID-19 pandemic.

7.4 Recommendations

The recommendations arising from the study’s findings will be presented to enhance

local clinical practices and foster additional knowledge through further research and

advancements in midwifery education.

7.4.1 Recommendations for clinical practice and management

This study has identified the significant burdens placed on the local general
hospital. To address this, it is recommended to decentralise specific care
components. In view of the recognised benefits of continuity of care, thereis
aneed to prioritise midwifery-led continuity of care, offering increased support
for community-based midwifery services. Hence, midwives can lead these
services, offering aternatives for parents concerned about healthcare setting
exposure during such emergencies, thereby alleviating pressure on the sole
genera hospital in Malta.

Policy makers must ensure the active participation and leadership of midwives
in shaping health policies and crafting effective responses to pandemics and
similar emergencies, acknowledging that midwives possess the most relevant
expertise to advise the government on the efficient organisation of midwifery
care, aswell as their own requirements and the needs of women and newborns
under their care.

It is advised to enhance midwives’ access to employee support programmes by

strengthening existing services and exploring the feasibility of establishing
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new initiatives. This aims to mitigate the adverse impacts of the pandemic on
midwives and enhance support channels.

Enhanced access to sufficient support services for parents who encountered
situations such as prohibition of a birthing partner, separation of the mother
and newborn post-delivery, prohibition of breastfeeding or contact between the
mother and newborn, or similar challenges, is recommended. This isto assist
familiesin adapting to heal thcare system modifications and to provide support
and counselling for those adversely affected by the associated changes and
difficulties.

The significance of leader and organisational support has been highlighted in
this study. Consequently, it is recommended to enhance leader support and
contributions within the organisation and explore the potential provision of
financial compensation for midwives who have been at the forefront of the

COVID-19 pandemic, fostering a culture of appreciation.

Recommendations for education

Based on the identified managerial discrepancies and their impact on
leadership dynamics, it is recommended to provide manageria training for
midwives in leadership positions. This training aims to improve leaders’
abilities in team management, fostering better understanding and support for
colleagues, ensuring fairness, and developing effective crisis and emergency
management skills.

This study has highlighted the deficiency in training and information available
to midwives during the pandemic. It is suggested that regular delivery of

Continuous Professiona Development (CPD) programmes and training
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7.4.3

sessions focusing on pandemic preparedness, such as the proper procedures for
donning and doffing PPE, be provided to all midwives on aregular basis.

It is being recommended that education regarding pandemic preparedness,
specifically information pertaining PPE and related procedures, should aso be
comprehensively delivered to undergraduate midwifery students. This
approach ensures early exposure to proper management practices, alowing
students to develop competence in this area.

The need for the provision of pandemic knowledge and reliable information to
parents has been identified in this study. It is suggested that specific
information channels for parents, such as tailored and customised helplines, be
established to mitigate the identified negative emotions of fear and confusion

resulting from the pandemic.

Recommendations for future research

A qualitative study utilising interviewsto gain datais recommended to achieve
a more in-depth analysis of local midwives’ views and experiences of
providing quality care during the COVID-19 pandemic, which could
potentially substantiate the findings obtained from this study.

Conducting a study to investigate the experiences of local parents receiving
care during the COVID-19 pandemic would be advantageous. This research
could contribute to the development of comprehensive policies and protocols
for pandemics and emergencies, fostering a holistic approach in their

formulation.
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7.5 Conclusion

This study has examined the diverse implications of the COVID-19 pandemic on the
delivery of quality midwifery care. It has identified the significant transformations in
midwifery practices and highlighted the numerous challenges and barriers
encountered by midwives in upholding a consistent standard of care while prioritising
their personal safety and well-being. The findings have led to the identification of
strategies and recommendations aimed at enhancing the quality of midwifery care
during pandemics or analogous emergency scenarios. These insights aim to address
the considerable challenges faced by both midwives and the individuals they serve,
ultimately fostering a change in preparedness for future emergencies and a

commitment to co-ordinated, interconnected and accountable healthcare systems.
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Appendix A Critical Appraisal of the Included Studies

Table Al: Questions and Answers of CASP Tool for Qualitative Studies

Section Question Number Appraisal Question
1 Was there a clear statement of the aims of the research?
2 Is a qualitative methodology appropriate?
Section A: Are the 3 Was the research design appropriate to address the aims of the research?
id?
results valid: 4 Was the recruitment strategy appropriate to the aims of the research?
5 Was the data collected in away that addresses the research issue?
6 Has the relationship between researcher and parti cipants been adequately considered?
7 Have the ethical issues been taken into consideration?
Section B: What . . :
are the results? 8 Was the data analysis sufficiently rigorous?
9 Isthere a clear statement of findings?
Section C: Will the
results help 10 How vauableis the research?

locally?
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Appendix A Critical Appraisal of the Included Studies
Table Al (continued)
R:ﬂ;h Ql| Q2| Q3| Q4| Q5| Q6| Q7| Q8| Q9 Q10
Alnuaimi It highlights the importance of addressing midwives’ challenges to
(2021) Yes|Yes| Yes|Yes| Yes| Yes| Yes| Yes| Yes target the negative effect on alarger scale.
Baloushah et ves | Yes | Yes | Yes | Yes | Yes | Yes | Yes | Yes It ShOW$ the impacts of lack of resources and preparedness in a
al. (2022) pandemic context.
Fumanalli et It identifies essential components of quality maternity care that
a 233023) Yes| Yes| Yes| Yes| Yes| Yes| Yes | Yes | Yes | should be adopted to support midwives in providing care within a
' pandemic context.
Goberna- . . L . .
Tricaseta. | Yes | Yes | Yes | Yes | Yes | Yes | Yes | Ves | Yes It sheds I_|ght on the regllence o_f midwives and possible positive
(2021) repercussions of pandemic scenarios.
Gonzélez- It showsthe extent of the multifaceted concerns midwives havefaced
Timonedaet | Yes| Yes| Yes | Yes | Yes| Yes| Yes| Yes | Yes | in relation to personal and professional chalenges during the
a. (2021) COVID-19 pandemic.
Hazfiarini et ves | Yes | Yes | Yes | Yes | Yes | Yes | Yes | Yes _It highlights th_e experiences of midwivesworking in low-to middle-
a. (2022) income countries like Indonesia.
Hearn et al. ves | Yes | Yes | Yes | Yes | Yes | Yes | Ves | Yes It pr.ov_ldes a dee;per ynderstandlpg of the effects of COVID-19
(2022) restrictions, especially in places with severe lockdowns.
Hijdraet a. It highlights the possible implications and effects of reducing face-
(2022) Yes| Yes | Yes| Yes| Yes| Yes| Yes| Yes|Yes to-face contact and introducing tel ehealth on maternity care.
Huysmans et ves | Yes | Yes | Yes | Yes | Yes | Yes | Yes | Yes It_hlg_hllghts the importance midwives give to the core vaues of
al. (2021) midwifery care.
K Uciktirkmen It presents experiences of midwives who took care of women with a
et d. (2022) Yes|Yes|Yes|Yes| Yes| Yes| Yes| Yes| Yes specific diagnosis of suspected or confirmed COVID-19 infection.
McC(S;grzyz;et 2l Yes| Yes| Yes | Yes| Yes| Yes| Yes| Yes | Yes | It shedslight on thelonger-term effects of the COVID-19 pandemic.
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Critical Appraisal of the Included Studies

Appendix A
Table Al (continued)
Rgﬂ;h QL| Q2| Q3| Q4| Q5| Q6 | Q7| Q8| Qo Q10
It adds a layer of understanding to the effects of the COVID-19
Memmott et pandemic on healthcare workers, particularly the midwifery
al. (2022) Yes| Yes|Yes|Yes|Yes| Yes |Yes| Yes|Yes cohort and its significance in being a predominantly female
group.
Power et d. ves | Yes | Yes | Yes | Yes Possibly ves | Yes | Yes It sheds light on the effects of the COVID-19 pandemic on
(2022) not bereavement care.
Shoorab et al. ves | Yes | Yes | Yes| Yes| Yes | Ves| Yes | Yes It hlghllghts_ the_cppl ng strategies used by midwives to deal with
(2022 the pandemic crisis.
Stulz et al It shows midwives’ resilience and positive outlook in providing
(2022) " | Yes| Yes|Yes| Yes|Yes| Yes |Yes| Yes| Yes | women-centered care during the pandemic, despite challenges
faced.
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Appendix A Critical Appraisal of the Included Studies

Table A2: Questions and Answers of CEBMa Tool for Quantitative Cross-Sectional Studies

Question . . Research Study
Appraisal Question
Number ppraisal Q Hartzetdl. (2022) | Kassahun et al. (2022)
1 Did the study address a clearly focused question / issue? Yes Yes
I's the research method (study design) appropriate for answering the research
2 : Yes Yes
question?
Is the method of selection of the subjects (employees, teams, divisions,
3 o : Yes Yes
organizations) clearly described?
4 Could the way the sample was obtained introduce (selection) bias? No No
5 Was the sample of subjects representative with regard to the popul ation to Yes Yes
which the findings will be referred?
6 Was the sample size based on pre-study considerations of statistical power? Yes Yes
7 Was a satisfactory response rate achieved? Yes Yes
8 Are the measurements (questionnaires) likely to be valid and reliable? Yes Yes
9 Was the statistical significance assessed? No Yes
10 Are confidence intervals given for the main results? No Yes
11 Could there be confounding factors that haven’t been accounted for? Yes Yes
12 Can the results be applied to your organization? Yes Sometimes
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Table A3: Questions and Answers of MMAT Tool for Mixed-Methods Study

: Research Study
QUETER Appraisal Question _
Number Bradfield et al. (2022)
|s there an adequate rationale for using a mixed methods design to address
1 . Yes
the research question?
Are the different components of the study effectively integrated to answer
2 . Yes
the research question?
3 Arethe outputs of the integration of qualitative and quantitative components Yes
adequately interpreted?
4 Are divergences and inconsistencies between gquantitative and qualitative Yes
results adequately addressed?
5 Do the different components of the study adhere to the quality criteria of Yes
each tradition of the methods involved?
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Appendix B

Summary of the Included Studies” Results

Table B1: Summary of the characteristics of the included studies

Y ear of . Research . Sampling Research

AErErs Publication Sy IREgIEn Design SEmplE S Technique I nstrument
Alnuaimi 2021 Jordan Qualitative 20 Purposive Interviews
Baloushah et al. 2022 Gaza, Palestine Quadlitative 8 Purposive Interviews
. . N 620 (Quantitative) : Survey &
Bradfield et al. 2022 Australia Mixed-Methods + 16 (Qualitative) Convenience Interviews
Fumagalli et a. 2023 Italy Quadlitative 15 Purposive Interviews
Goberna-Tricas et al. 2021 Spain Qualitative 10 Snowb_all Interviews

(Purposive)

Gonzdez-Timoneda et a. 2021 Spain Quadlitative 14 Purposive Interviews

Hartz et a. 2022 Globa Quantitative 101 Purposive Survey
Hazfiarini et al. 2022 Indonesia Qualitative 15 Purposive Interviews

Hearn et al. 2022 Melbourne, Austraia Quadlitative 8 Snowbgll Interviews

(Purposive)

Hijdraet al. 2022 The Netherlands Qualitative 15 Purposive Interviews
Huysmans et al. 2021 Belgium Qualitative 15 Purposive Interviews
Kassahun et al. 2022 Ethiopia Quantitative 1,498 Simple Random bg\guexey
L I Snowball :

Kucuktirkmen et al. 2022 Turkey Quadlitative 15 (Purposive) Interviews
Qualitative
McGrory et al. 2022 United Kingdom (part of cross- 381 Convenience Survey
sectiona study)
Memmott et al. 2022 Canada Quadlitative 13 Purposive Zofﬁfe?\;?;e:

Power et al. 2022 Republic of Ireland Qualitative 11 Purposive Interviews

Shoorab et al. 2022 Iran Qualitative 30 Purposive Interviews
Stulz et a. 2022 Australia Quadlitative 26 Maximum V_arlatlon Interviews
(Purposive)
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Table B2: Summary of study results by Alnuaimi (2021)

Author

Alnuaimi (2021)

Aim of
study

To explore Jordanian midwives’ experiences of providing maternity
care during the COV1D-19 pandemic.

Main
findings

1) Most of the participants reported that the care provided did not
change during the pandemic, with only some mentioning
alterationsin the physical interaction with women.
Organisational challenges reported include increase in workload
and staff shortages, due to a country policy that restricted the
healthcare professionals’ workforce by half during the pandemic
(to decrease the spread). Other challenges included lack of
knowledge and information.

Midwives reported physical discomfort of wearing PPE and
significant skin problems due to constant hand hygiene.
Midwives aso expressed feelings of fear (of becoming infected
or spreading it to families or clients, and of the unknown), and
stress. Midwives aso felt that their efforts were unrecognised
dueto lack of appreciation and financial rewards.

Professional relationships with colleagues were strained,
however some noted colleague support as a supportive measure.
Gaining information about the COVID-19 pandemic was also
considered as a measure to decrease stress.

2)

3)

4)

Strengths

1) Significant sample size for qualitative study.
2) Member checking was used to assure credibility.

Limitations

1) Body language of participants was missed due to interviews
being held by telephone calls.
2) Views of newly qualified midwives were not included.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Organisational challenges
e Personal challenges
o Physica difficulties
o Psychological difficulties
o Lack of support and recognition
o Support strategies for sustaining care provision

Table B3: Summary of study results by Baloushah et al. (2022)

Authors | Baloushah et al. (2022)
Aim of To understand the Palestinian midwives’ experiences of providing
study maternity care in Gaza during the COVID-19 pandemic.
1) Organisational challenges reported included lack of resources
and preparedness, increase in workload and responsibilities, and
Main lack of staff training and expertise (which was found as a
findings challenge to provide adequate care).
2) Midwives reported feelings of worry, stress and fear (of the
unknown and becoming infected and potentially losing their
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lives). Midwives also struggled with socia rejection from
relatives and neighbours.

3) Positive outcomes reported from the pandemic were the
development of new professional relationships and improved
teamwork, and development of the midwife-mother relationship.

Strengths

Participants were given the opportunity to view the research
findings and provide feedback.

Limitations

1) Participants were from a hospita specifically chosen to care for
people diagnosed with COVID-19, hence, limiting the
generalisability of the findings.

2) Small sample size limits generalisability.

Categories

e Professional changes and difficulties within the organisation and
care provided
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Psychological difficulties
e Positive outcomes
o Positive implications for midwives and the care provided

Table B4: Summary of study results by Bradfield et al. (2022)

Authors

Bradfield et al. (2022)

Aim of
study

To explore and describe midwives’ experiences of providing care
during the COVID-19 pandemic in Austraia.

Main
findings

1) Almost half of the survey participants noted that the way
provided care did not change due to the pandemic. More than
half of the participants felt they had the knowledge to care for
COVID-19 infected women.

2) Rapidly changing information and guidelines was reported,
however conflicting responses were reported for the healthcare
systems responses, with some reporting clear and regular
communication of changes, and some reporting confusion and
lack of evidence-based changes. Other organisational challenges
included lack of PPE.

3) Main changes due to the pandemic were use of PPE, telehealth
appointments, restricted visitors, restricted use of supportive
interventions (such as use of analgesia options and waterbirths).
These changes were mostly reported as a negative impact to
midwives’ ability to provide women-centred care (with some
sharing concerns of missing important information). Other
changes included reduced interventions and increase in demand
for homebirths. Continuity of care was reported as an
enhancement of the provision of woman-centred care, amidst the
pandemic.

4) Midwives reported physical difficulties with the discomfort of
PPE, and feelings of stress, fear (especially of contracting virus
or exposing othersto it), and burnout.
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5) Midwives reported women’s feelings of stress, uncertainty,
isolation and loneliness, fear, and vulnerability.

6) Despite challenges, midwives reported restricted visitors
allowed less distractions for new families. Additionally, some of
the new services created due to the pandemic seemed to increase
accessibility for women. Midwives aso felt asense of pridein
providing care during the pandemic and reported increase in
development of new skills and team support.

Strengths

Sample widely representative, with participants from multiple
clinical settings, various years of experience, and every Austraian
state/territory.

Limitations

Convenience sampling limits generalisability of results.

Categories

e Professiona changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Physical difficulties
o Psychological difficulties
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties
¢ Positive outcomes
o Positive implications for midwives and the care provided
o Positive implications for parents

Table B5: Summary of study results by Fumagalli et al. (2023)

Authors

Fumagalli et al. (2023)

Aim of
study

To explore midwives' experiences of providing care to women and
families during the first wave of the COVID-19 pandemic in Italy.

Main
findings

1) Midwives recognised the rapidly-evolving nature of the
situation, and reported several changes to care including absence
of the birth companion, social distancing and use of PPE, which
were barriers to the midwife-woman relationship.

2) Midwives reported difficulties which were physical (long shifts
with no break and wearing PPE for long hours), psychological
(stress from continuous changes and uncertainty leading to them
feeling unprepared, difficulties in implementing non-evidence-
based guidelines, and not receiving dedicated and structured
well-being support), and relational (stress causing relationship
struggles with colleagues and family members).

3) Midwives reported women’s feelings of loneliness and fear,
however noted that there were some positives in that women had
fewer external intrusions such as visitors.

4) Midwives considered their team as their primary source of
support, along with family and friends, and acknowledged the
importance of sharing experiences, feelings and challenges.
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Being mindful of the importance of their presence was one of
the main driving forces for midwives in continuing to provide
care.

Strengths | Data analysis processes were extensive and thoroughly explained.

1) Participants were recruited from only one hospital (research
site).

Limitations | 2) Participants were recruited from a hospital which was a
designated referral centre COVID-19 positive women, hence
limiting generalisability of findings.

e Professional changes and difficulties within the organisation and
care provided

o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications

e Personal chalenges

o Physica difficulties

o Psychologica difficulties

o Lack of support and recognition

o Support strategies for sustaining care provision
e Perceived effects on women and their families

o Parents’ psychological and emotional difficulties
e Positive outcomes

o Positive implications for parents

Categories

Table B6: Summary of study results by Goberna-Tricas et al. (2021)

Authors | Goberna-Tricas et al. (2021)

Aim of To investigate midwives’ experiences of providing care in Spain
study during the first wave of the COV1D-19 pandemic.

1) Constant changesin procedures, guidelines and protocols were
reported, which did not take a holistic view. Demand for
homebirths increased, admissions to the obstetric emergency
decreased, and companions and partners were momentarily not
allowed to be present at births. Midwives perceived the decrease
in in-person contact as alack of care and lower quality of care.

2) Severa organisational challenges were reported including
unclear information, lack of knowledge, lack of PPE,
dehumanisation of care and obstetric abuse, which all proved as

Main challenges to provide care.

findings | 3) Midwivesreported feelings of fear (of the infection and the
unknown), uncertainty, insecurity, distress (especially for
midwives who were redeployed to COVID wards), distrust (due
to contradicting information and incoherencies), loneliness,
helplessness, and anger. Midwives a so struggled with ethical
dilemmas and maintaining a work-life balance.

4) Midwives reported women’s feelings of loneliness, fear and
vulnerability (mainly due to decreased shared decision-making).

5) Positive aspects emerging from the pandemic have been
reported, which include increased teamwork and strengthened
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professional relationships, and a new-found strength in
managing scenarios of asimilar nature.

Strengths

Sample of participants was diverse ranging in years of experiences
and different midwifery practices.

Limitations

Participants were recruited from a region with the highest number
of COVID-19 casesin Spain, limiting the generalisability of the
findings.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Psychological difficulties
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties
¢ Positive outcomes
o Positive implications for midwives and the care provided

Table B7: Summary of study results by Gonzalez-Timoneda et al. (2021)

Authors

Gonzalez-Timoneda et a. (2021)

Aim of
study

To investigate the experiences, attitudes, and perceptions of
midwives who have provided childbirth care to women with a
confirmed or suspected COVID-19 infection.

Main
findings

1) Midwives’ main challenges of working in a pandemic were
misinformation, lack of coordination and management,
dehumanisation of care, increase in workload, lack of PPE.

2) Midwives were mainly more fearful of the contagion for their
families, colleagues and clients rather than themselves.
However, clear fedlings of fear, anxiety and uncertainty are still
depicted in the findings. Feelings of discomfort, exhaustion and
dissatisfaction with the care provided are also evident.

3) Midwives reported having lack of knowledge and inadequate or
non-existent training, making it difficult to provide the best
quality care. Lack of support was aso reported, citing feelings
of loneliness and limited support from team members.

4) Women’s emotional impact as perceived by midwives included
surprise, frustration, fear, anxiety and loneliness.

Strengths

Data analysis processes were extensive and thoroughly explained.

Limitations

1) Participants were recruited from two tertiary hospitals where
participants could have been more likely to be burnt-out.
2) Potential elements of socia desirability and recall bias.

Categories

e Professional changes and difficulties within the organisation and
care provided
o Organisational challenges
e Personal challenges
o Psychological difficulties
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o Job dissatisfaction
o Lack of support and recognition
o Perceived effects on women and their families
o Parents’ psychological and emotional difficulties

Table B8: Summary of study results by Hartz et al. (2022)

Authors

Hartz et d. (2022)

Aim of
study

To explore the challenges and concerns of midwives working
during the COVID-19 pandemic across the world.

Main
findings

1) Changes due to the pandemic reported include the introduction
of telehealth, increase in demand for homebirth (and home-
based care), closure of some maternity facilities (to become
COVID-19 facilities), restrictions of support persons at birth,
and earlier discharge from hospital.

2) Severa organisationa challenges were reported including lack
of PPE, inconsistent information, lack of training, staff
shortages, and increase in workload. Midwives were aso
redirected into nursing roles and mostly not consulted or invited
to contribute to discussions relating to guidelines and policies.

3) The most common emotions felt by midwives were fear, burnout

and exhaustion which were widespread and not limited to low-

or high-income countries.

Perceived women'’s feelings reported include fear (which

reduced attendance to maternity facilities), isolation. Diminished

women’s rights and increase in violence in relation to women
due to the pandemic was also reported.

5) A positive outcome reported was the one-to-one nature of care
that came with caring for COVID-19 infected women.

4)

Strengths

Responses were collected from settings across the world.

Limitations

Statistical significance and confidence intervals were not cal culated.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Organisational challenges
e Personal challenges
o Psychological difficulties
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties
¢ Positive outcomes
o Positive implications for midwives and the care provided

Table B9: Summary of study results by Hazfiarini et al. (2022)

Authors | Hazfiarini et al. (2022)
Aim of To explore Indonesian midwives’ experiences of providing
study maternity care during the COVID-19 pandemic.
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Main
findings

1) The main changes due to the pandemic were the use of PPE and
phone consultations, which were seen as barriers to providing
care. Midwives also found difficulty in finding referral hospitals
for women who needed further medical support.

2) Organisational challenges reported include lack of (or unclear)
information and knowledge, inadequate training and well-being
support for staff, increase in workload, and lack of PPE.

3) Midwives reported physical discomfort of wearing PPE, and
feelings of fear (mainly of becoming infected and for the safety
of their families), and burnout. Despite these difficulties,
midwives still felt an obligation to continue to provide care and
support their colleagues. Peer support and support from family
members were reported as some of the support strategies to
maintain care provision.

Strengths

Sample of participants included midwives from different maternity
care settings.

Limitations

Participants were recruited from regions with the highest number of
COVID-19 casesin Indonesia, limiting the generalisability of the
findings.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Physica difficulties
o Psychological difficulties
o Support strategies for sustaining care provision

Table B10: Summary of study results by Hearn et al. (2022)

Authors

Hearn et al. (2022)

Aim of
study

To understand the lived experiences of midwives providing carein
Melbourne during the COVID-19 pandemic.

Main
findings

1) Midwives described the rapid and unprecedented changes due to
the pandemic and the ever-changing policies and procedures.
The main changes were use of PPE, reduced physical touch,
visitor restrictions, ban of waterbirths, use of telehealth. These
measures were reports as challenges in providing quality care.
Homebirth rates also significantly increased. Continuity of care
was seen as a “protective shield” against the negative effects of
the pandemic.

2) Organisational challenges included inadequate resources and
staffing, and increase in workload (some referencing the lack of
support people as the reason). Midwives also reported not being
involved in decision-making of care guidelines and COVID-19
related issues making them feel invisible.

3) Midwives reported feelings of frustration, confusion, uncertainty
and sadness. They felt that joy was stripped away from their job
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and constantly felt ethically distressed and complicit in
complying and enforcing restrictions.

4) Midwives reported women’s feelings of loneliness, uncertainty,
sadness and overall increased psychological distress, and
reported worry with regards to the long-term effects for women.

Strengths

Participants were recruited from different maternity care settings.

Limitations

Eligibility criteriafor the selection of participants was restrictive.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Psychological difficulties
o Job dissatisfaction
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties

Table B11: Summary of study results by Hijdra et al. (2022)

Authors

Hijdraet d. (2022)

Aim of
study

To examine the experiences of Dutch midwives regarding the
quality of care during the first wave of the COVID-19 pandemic.

Main
findings

1) Midwives reported difficulty keeping up with constant new
guidelines and measures and felt they could not provide the
highest quality of care (mostly due to less face-to-face contact).
The main changes in care were the use of PPE, visitor
restrictions, use of telehealth, and fewer women seeking
midwifery primary care.

2) Organisational challenges were unclear information, shortage of
PPE, longer working hours and increase in workload.

3) Midwives reported feelings of frustration, fear (especially of
contracting virus, and spreading it to pregnant women or family)
and confusion.

4) Midwives reported women’s feelings of fear, and frustration
(sometimesin view of less shared decision-making).

Strengths

Sample of participants was diverse ranging in years of experiences
and different midwifery practices.

Limitations

Participants were recruited from aregion with the highest number
of COVID-19 casesin the Netherlands, limiting the generalisability
of the findings.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
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e Personal challenges
o Psychological difficulties
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties

Table B12: Summary of study results by Huysmans et al. (2021)

Authors

Huysmans et a. (2021)

Aim of
study

To investigate the impact of the first COVID-19 wave on
midwives’ work experience, the woman-midwife relationship, and
midwife-percelved changesin quality of care.

Main
findings

1) Several changesto care were noted, namely the use of PPE and
socia distancing for midwives, restrictions for birth partners,
parents’ mask use during labour, earlier discharge after
childbirth, and no skin-to-skin for COVID-19 positive mothers.
Midwives felt that these measures negatively affected the quality
of care provided and went against their values.
The main organisational challenges reported were increasein
workload, constant changes in guidelines and protocols (leading
to confusion), and access to PPE and mismanagement of PPE.
Midwives aso reported not being involved in any decision-
making processes for the formulation of guidelines, making
them feel undervalued.
Midwives’ main challenges were psychological stress due to
increased workload (especially due to procedures related to
COVID-19), confusion, feelings of unpreparedness and fear.
4) Midwives reported women’s feelings of psychological distress,
loneliness, stress and despair.

2)

3)

Strengths

Participants were recruited from different maternity care settings.

Limitations

Being an inductive research study, the roles of the researchers could
have introduced an element of bias.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Psychological difficulties
o Perceived effects on women and their families
o Parents’ psychological and emotional difficulties

Table B13: Summary of study results by Kassahun et al. (2022)

Authors | Kassahun et al. (2022)
Aim of To assess the prevalence of depression, anxiety and stress during
study the COVID-19 pandemic among midwivesin Ethiopia.
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Levels of depression, anxiety and stress amongst midwives was
higher in femal e midwives when compared to males, midwives

Main working in government health institutions when compared to
findings | private ones, midwives who had poor knowledge of COVID-19,
midwives with poor preventative practice of COVID-19, and
midwives with a poor attitude towards COVID-19.
Strengths 1) Largesamples?ze. B _ N
2) Random sampling utilised to recruit participants.
1) Possible elements of reporting bias.
Limitations | 2) Study did not include midwives who had no mobile network
access.
Categories e Personal challenges

o Psychological difficulties

Table B14: Summary of study results by Kiguktturkmen et al. (2022)

Authors

Kuciktirkmen et al. (2022)

Aim of
study

To determine the experiences of midwives caring for pregnant
women with COVID-19 infection.

Main
findings

1) Speciaised services and delivery rooms were created for cases
of suspected or confirmed cases of COVID-19. Midwives
started using PPE and limited the number of people in contact
with these cases. On admission to the labour ward, all women
were tested for COVID-19 with a PCR test.

2) Some institutions practiced separation of babies from COVID-
19 positive mothers, washing of babiesimmediately postpartum
and inhibiting breastfeeding to avoid transmission.

3) Midwives had difficulty in providing effective midwifery care
and working with PPE, and experienced an increasein
workload. Midwives expressed an increase in burnout and desire
to leave the profession.

4) Despite the challenges, midwives stated that they feel more
confident in themselves and in managing the processes and
interventions related to future pandemic scenarios.

Strengths

All participants were recruited from different care settings /
hospitals.

Limitations

Participants were from provinces with very high rates of COVID-19
cases, limiting the generalisability of the results.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
o Psychological difficulties
o Job dissatisfaction
e Positive outcomes
o Positive implications for midwives and the care provided
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Table B15: Summary of study results by McGrory et al. (2022)

Authors

McGrory et a. (2022)

Aim of
study

To examine the experiences of a group of UK midwives during the
CQOVID-19 pandemic.

Main
findings

1) Midwives reported areduction in home visits and an increase in
the use of telecare, as well as an increase in requests for home
births.

2) The main challenges faced by midwives were an increasein
workload (especially due to additional administration procedures
related to COVID-19), inadequate provision of PPE and PPE’s
impact on communication with women, inadequate staffing and
poor management and leadership.

3) There were some participants who noted they had effective
leaders who listened and kept everyone up to date with clear
guidelines. The need for managers to thank their staff to make
them feel valued was frequently mentioned.

4) Midwives reported having increased stress, exhaustion and
burnout due to the effects of the pandemic such as staffing,
workload and restrictions. Midwives also reported having
difficulties maintaining a good work/life balance.

Strengths

Data obtained from multiple phases and waves of the COVID-19
pandemic.

Limitations

1) Possible lack of depth in obtaining qualitative data from an
online self-administered survey.
2) Convenience sampling limits generalisability of results.

Categories

e Professional changes and difficulties within the organisation and
care provided
o New guidelines and procedures
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal chalenges
o Psychological difficulties

Table B16: Summary of study results by Memmott et al. (2022)

Authors

Memmott et al. (2022)

Aim of
study

To explore midwives’ experiences working on the frontlines of the
COVID-19 pandemic.

Main
findings

1) Midwives reported experiences of lack of support and
recognition as first line providers, having lack of accessto PPE
and financia aids when compared to other healthcare providers.

2) Midwivesfelt that their professional expertise was undervalued
asthey wererarely involved in the development of policies and
protocols to address the COVID-19 pandemic within the
maternity services.

3) Midwives expressed a strong moral obligation to continue
providing high-quality care and reported challengesin providing
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midwifery care with certain inhibitions related to the pandemic,
such as lack of physical touch, exclusion of family members and
PPE.

4) Midwives reported heightened workloads and increased burnout,
with multiple participants noting that they took time off,
considered quitting or left their jobs due to lack of support,
mental health issues, burnout, or due the COVID-19 infection
itself.

Strengths

Participants were given the opportunity to view the research
findings and provide feedback.

Limitations

Lack of diversity within the sample of participants.

Categories

e Professional changes and difficulties within the organisation and
care provided
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Personal challenges
Psychological difficulties
Job dissatisfaction
Lack of support and recognition
Support strategies for sustaining care provision

O O O O

Table B17: Summary of study results by Power et al. (2022)

Authors

Power et a. (2022)

Aim of
study

To explore midwives’ experiences and perceptions of providing
care to bereaved parents during the COVID-19 pandemic.

Main
findings

1) Midwives considered the use of PPE affected care provision to
bereaved parents, citing it as asignificant barrier to providing
compassionate care, together with visitor restrictions and
inability to use physical touch.

2) Midwives noted that bereaved parents could potentially be
experiencing increased loneliness.

3) Midwivesfelt a sense of guilt that the care they were providing
during the pandemic was not enough. Midwives also feared of
contracting the virus themselves or spreading it to women or
their partners, or their own loved ones.

4) Participants found that still going to work during the pandemic
gave them a sense of structure and normality in their lives.
Colleague support and mindfulness were found to be the most
effective strategies to mitigate midwives’ personal challenges.

Strengths

Transcripts of interviews were viewed by participants to ensure
accuracy of data.

Limitations

1) Participants recruited from one care setting, rendering results
possibly less transferable to other settings.

2) The interviewer’s (researcher’s) already existing professional
relationship with the participants may have dicited an element
of socia desirability bias.
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Categories

e Professional changes and difficulties within the organisation and
care provided
o Challengesin providing care due to COVID-19
implications
e Personal challenges
o Psychological difficulties
o Support strategies for sustaining care provision
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties

Table B18: Summary of study results by Shoorab et al. (2022)

Authors

Shoorab et d. (2022)

Aim of
study

To explore the coping process of midwives with their professiond
roles following COVID-19.

Main
findings

1) Midwives’ initial reactions to the pandemic include anxiety
(related to becoming infected with COVID-19, or spreading it to
their families), stress, fear (mainly due to the unknown nature of
the pandemic), and worry. Due to these emotions, some
midwives made the decision to leave the profession.

2) Some of the coping mechanisms included seeking the latest
information about COV1D-19, ensuring frequent hand hygiene
and use of PPE, and physical distancing. Some other measures
that midwives took to restore their hope for their health and
career included maintaining pride in the care provided and
acquiring additional clinical skills, and applying spiritual
approaches. Receiving support from family and the organisation
were aso considered as effective supportive mechanisms.

Strengths

Significant sample size for qualitative study.

Limitations

Lack of continuity assessment to analyse different observations
over time.

Categories

e Personal challenges
o Psychological difficulties
o Support strategies for sustaining care provision

Table B19: Summary of study results by Stulz et al. (2022)

Authors

Stulz et al. (2022)

Aim of
study

To investigate the effects of COVID-19 on midwives’ ability to
deliver women-centred care, and to uncover the insights gained
from adhering to government and hospital-imposed restrictions
while caring for women and their families.

Main
findings

1) Midwives recognised the rapidly-evolving nature of the
situation, and reported fear, 2 Several changes to standard care
were a so reported, including the shift from face-to-face to
online antenatal classes.

2) Timerestrictions, reduced continuity of care models, increased
workloads, introduction of telehealth services, inability to use
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physical touch, and the use of PPE al were reported as
challenges in providing women-centred care during the
pandemic.

3) Midwives reported that the COVID-19 pandemic had adverse
effects on women and their families as it heightened levels of
anxiety and made them feel felt isolated, unprepared and
worried.

4) Despite challenges faced, midwives tried to maintain a sense of
normality and some actually reported that their ability to provide
women-centred care and fulfil their role as a midwife increased.
Midwives a so reported that women were increasingly choosing
homebirths and had the liberty of having quiet time without any
visitors or distractions.

Strengths

1) Participants were selected across all models of care, states and
territories, and years of experience.
2) Significant sample size for qualitative study.

Limitations

Potential € ements of selection bias.

Categories

e Professiona changes and difficulties within the organisation and
care provided
o Challengesin providing care due to COVID-19
implications
o Organisational challenges
e Persona challenges
o Psychological difficulties
e Perceived effects on women and their families
o Parents’ psychological and emotional difficulties
e Positive outcomes
o Positiveimplications for parents
o Positive implications for midwives and the care provided
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At no point you can be handed contact details of potential participants since they will be approached by the above
listed intermediaries.

Your intermediary cannot feed Google Forms with a list of email addresses otherwise consent would be bypassed.
Only your declared hyperlink through your declared invitation email can be used.

This clearance does not allow you to communicate with participants since they will only be approached by the above
listed intermediaries through the gov email.

The above listed intermediaries must approach potential participants only through the gov mail since they will be
representing MDH. Personal email accounts must not be used.

This clearance does not cover your intermediary to approach potential participants through social media or any other
means. MDH clearance is applicable for MDH grounds and not for public domains or any other spheres that are not
under MDH's responsibility.

Potential participants for this questionnaire are Midwives working at MDH; not staff or any other public servant who is
not under the responsibility of MDH's Data Controller.

the above listed intermediaries cannot obtain any email addresses lists specifically for your research otherwise
personal data would be processed without consent. Instead, your intermediaries must reach potential participants from
his / her already contacts.

When your intermediary will send the mail shot to potential participants, the list of receptions should be in B_Q_Q not
To or Cc.

Clarifications
This clearance does not cover ethical approval.

This clearance applies only for your online questionnaire to be conducted at MDH and not at any other institution /
department / unit.

This clearance is valid for your report to be included with your dissertation only and not in medical journals or
elsewhere since you are not obtaining approval from MDH legal office.

This clearance is only valid for your questionnaire to be distributed online and not paper-based.
This clearance doesn’t cover any form of interviews.

This clearance doesn't cover access to medical records or Health Information Systems.
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Appendix E Questionnaire

L-Universita
ta' Malta

Midwives' perspectives on the provision
of quality midwifery care during the
COVID-19 pandemic in Malta

Dear participant,

| am a Master of Science in Midwifery student and as part of my course requirements, | am
conducting a study titled: ‘Midwives’ perspectives on the provision of quality midwifery care
during the COVID-19 pandemic in Malta'. Responding to the questionnaire signifies consent
to participate in the study. Kindly answer ALL questions in this questionnaire and press the
‘Submit’ button at the end of completion.

Your participation will be greatly appreciated. Thank you for your cooperation.
Kind regards,

Joanne Farrugia Imbroll
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(c) What is the level of fear you felt for your family's safety and well-being dueto  *
the pandemic?

1 2 3 4 S 6 7 8 9 10

mnn O O O O O O O O O O wma

(d) What is the level of job satisfaction you felt during the COVID-19 pandemic? *

1 2 3 4 5 6 7 8 9 10

mnn O O O O O O O O O O wma
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Appendix F Pilot Study Evaluation Form

L-Universita
ta' Malta

Pilot Study Evaluation Form: Midwives'
perspectives on the provision of quality
midwifery care during the COVID-19
pandemic in Malta
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Appendix G Participants’ Information Letter
L-Universita
ta' Malta

Dear Participant,

Information Letter

I am a midwife reading for a Master of Science in Midwifery at the University of Malta. As part
of my course requirements, I am conducting a research study entitled, ‘Midwives' perspectives on
the provision of quality midwifery care during the COVID-19 pandemic in Malta’. The aim of this
study is to explore the local midwives' perspectives on the provision of quality midwifery care
during the COVID-19 pandemic in different maternity care settings. Participation in this study
may not necessarily benefit you as the participant, however the results will help gain the midwives’
perspectives on the effects of the COVID-19 pandemic on quality midwifery care with the purpose

of providing more insight in the local setting.

Your participation includes filling in a one-time, self-administered questionnaire which is
anticipated to take around 15 to 20 minutes to complete. Confidentiality and anonymity are ensured
as your name is not requested in any part of the questionnaire. Therefore, it is important to not
include your identity and personal details to ensure anonymity. All data collected from this
research shall be used solely for the purpose of this study. Furthermore, you will only be asked to
share data that is necessary for the research and your identity and personal information will not be
revealed in any publications, reports or presentations arising from this study. If you are willing to
participate, you will be asked to access the questionnaire in the form of a Google Form through an

online link, fill it in and submit it online at the end of completion.

Filling in and submitting the questionnaire implies your consent to contribute to this study. You

are not obliged to participate, and you may withdraw from the study at any time without giving a
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Appendix | Quantitative Results (Inferential Statistics)

‘Place of work during March 2020’ and ‘Effects of the pandemic observed in women and their partners’ (Chi-squared test)

Effects of the pandemic observed in women and their partners

Worry about
Anxiety or [rritability  safety of self Feeling
fear Sadness  Loneliness  or anger or other  overwhelmed  Other Total
Placeof CDS Count 24 19 23 19 18 17 1 24
wor k Percentage 100.0% 79.2% 95.8% 79.2% 75.0% 70.8% 4.2%
during  OBS1 Count 12 5 8 9 10 8 1 12
March Percentage 100.0% 41.7% 66.7% 75.0% 83.3% 66.7% 8.3%
2020 OBS2 Count 4 3 4 3 3 4 0 4
Percentage 100.0% 75.0% 100.0% 75.0% 75.0% 100.0% 0.0%
OBS3 Count 10 7 9 5 7 8 0 10
Percentage 100.0% 70.0% 90.0% 50.0% 70.0% 80.0% 0.0%
Midwifery  Count 10 4 9 4 8 5 0 10
Relieving Percentage 100.0% 40.0% 90.0% 40.0% 80.0% 50.0% 0.0%
Pool
NPICU Count 10 7 6 6 8 7 2 10
Percentage 100.0% 70.0% 60.0% 60.0% 80.0% 70.0% 20.0%
Outpatient ~ Count 10 4 7 5 11 I 0 11
Care Settings Percentage 90.9% 36.4% 63.6% 45.5% 100.0% 63.6% 0.0%
Total Count 80 49 66 51 65 56 4 81

X2(36) = 15.632, p = 0.999
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‘Place of work’ and ‘Changes in the provision of midwifery care during the
pandemic’ (Kruskal-Wallis test)

Std.
Mean Deviation P-value

Midwives were CDS 24 3.08 1.213 0541
trained, prepared and OBS 1 12 242 1.084
given the appropriate  OBS 2 4 3.25 0.957
knowledgerelatedto  OBS 3 10 2.50 1.269
the COVID-19 Midwifery 10 310 0876
pandemic. Relieving Pool

NPICU 10 2.60 1.075

Outpatient 11 2.82 0.874

Care Settings
The leaders at the CDS 24 2.75 1.260  0.082
maternity care setting OBS 1 12 2.83 0.937
youwereworkingat  OBS 2 4 3.75 0.500
weretransparent and QRS 3 10 3.00 0.816
responsive to the Midwifery 10 330 0823
rapidly evolving Relieving Pool
circumstances related  \pjcy 10 350 0707
tothe COVID-19 g paient 11 364 0674
pandemic. Care Settings
The leaders at the CDS 24 2.92 1.018 0.171
maternity care setting OBS 1 12 3.08 1.165
youwereworkingat OBS 2 4 4.00 0.000
effectively OBS 3 10 3.30 0.483
coordinated and Midwifery 10 360  0.699
managed the changes Relieving Pool
related to the COVID- \picy 10 350  0.850
e e Outpatient 11 345 0934

Care Settings
Midwives were CDS 24 1.88 1116  0.246
consulted duringthe OBS1 12 2.08 0.669
decision-making OBS 2 4 2.25 0.500
processes in the OBS3 10 1.90 0.738
formulation of policies pgyg| 10 230 0.823
B e UET ) 10 200 1054
tothe COVID-19 o patient 1 255 0820
pandemic. Care Settings
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Std.
N Mean Deviation P-value

Policies and protocols CDS 24 413 0.850 0.262
related to the COVID- OBS 1 12 3.50 1.243
19 pandemic restricted OBS 2 4 3.50 0.577
midwives’ ability to QOBRS 3 10 3.70 0.483
provide quality Midwifery 10 390 0738
midwifery care. Relieving Pool

NPICU 10 4.20 0.422

Outpatient 11 391 0.831

Care Settings
Policies and protocols CDS 24 2.92 1.283 0.119
currently setlocally OBS1 12 3.83 0.577
areadequatetothe  OBS2 4 3.75 0.500
current situation of the pgs 3 10 3.00 0.816
COVID-19 pandemic. \jjgifery 10 360 1075

Relieving Pool

NPICU 10 2.80 1.033

Outpatient 11 3.27 1.104

Care Settings

‘Place of work during March 2020’ and ‘Positive effects resulting from the
pandemic’ (Chi-squared test)

Positive effects resulting from

the pandemic

Yes No Not Sure | Total

Placeof CDS Count 6 13 5 24
work Percentage 25.0%  54.2% 20.8%| 100.0%
during  OBS1 Count 3 5 4 12
March Percentage | 25.0% 41.7%  33.3%| 100.0%
2020 OBS?2 Count 3 1 0 4
Percentage | 75.0%  25.0% 0.0%| 100.0%
OBS 3 Count 4 4 2 10
Percentage | 40.0% 40.0%  20.0%| 100.0%
Midwifery  Count 7 2 1 10
Relieving  Percentage | 70.0% 20.0%  10.0%| 100.0%

Pool
NPICU Count 6 3 1 10
Percentage | 60.0% 30.0%  10.0%| 100.0%
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Positive effects resulting from
the pandemic
Yes No Not Sure | Total
Outpatient ~ Count 9 2 0 11
Care Settings Percentage 81.8% 18.2% 0.0%| 100.0%
Total Count 38 30 13 81
Percentage 46.9% 37.0% 16.0%| 100.0%

X2(12) = 18.478, p = 0.102

‘Place of work during March 2020’ and ‘Adequate access to personal protective
equipment (PPE)’ (Chi-squared test)

Adequate access to personal
protective equipment (PPE)

Yes No Not Sure | Total

Place of CDS Count 17 4 3 24
work Percentage 70.8% 16.7% 12.5%]| 100.0%
during OBS 1 Count 7 5 0 12
March Percentage 583% 41.7%  0.0%| 100.0%
2020 OBS 2 Count 4 0 0 4
Percentage | 100.0% 0.0% 0.0%| 100.0%
OBS 3 Count 6 4 0 10
Percentage 60.0%  40.0% 0.0%| 100.0%
Midwifery  Count 9 1 0 10
Relieving Percentage 90.0% 10.0% 0.0%| 100.0%

Pool
NPICU Count 10 0 0 10
Percentage 100.0% 0.0% 0.0%| 100.0%
Outpatient ~ Count 8 2 1 11
Care Settings Percentage 72.7% 18.2% 9.1%( 100.0%
Total Count 61 16 4 81
Percentage 75.3%  19.8% 4.9%| 100.0%

X2(12) = 16.068, p = 0.188
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‘Place of work during March 2020’ and ‘Perceived recognition of work during the

CQVID-19 pandemic by the organisation’ (Chi-squared test)

Perceived recognition of
work during the COVID-19
pandemic by the organisation

Yes No Not Sure | Total

Place of CDS Count 1 18 5 24
work Percentage 42% 75.0% 20.8%| 100.0%
during OBS 1 Count 0 10 2 12
March Percentage 0.0% 833% 16.7%| 100.0%
2020 OBS 2 Count 0 3 1 4
Percentage 0.0% 75.0% 25.0%| 100.0%
OBS 3 Count 2 4 4 10
Percentage 20.0% 40.0% 40.0%| 100.0%
Midwifery  Count 1 7 2 10
Relieving Percentage 10.0% 70.0% 20.0%| 100.0%

Pool
NPICU Count 0 10 0 10
Percentage 0.0% 100.0% 0.0%| 100.0%
Outpatient ~ Count 0 7 4 11
Care Settings Percentage 0.0% 63.6% 36.4%| 100.0%
Total Count 4 59 18 81
Percentage 49% 72.8% 22.2%| 100.0%

X2(12) = 14.658, p = 0.261

‘Place of work during March 2020’ and ‘Access to employee support programmes
during the COVID-19 pandemic’ (Chi-squared test)

Access to employee support
programmes during the
COVID-19 pandemic

Yes No  NotSure| Total

Place of CDS Count 3 12 9 24
work Percentage 125% 50.0%  37.5%| 100.0%
during OBS 1 Count 1 8 3 12
March Percentage 83% 66.7% 25.0%| 100.0%
2020 OBS 2 Count 2 1 1 4
Percentage 50.0% 25.0% 25.0%(| 100.0%

OBS 3 Count 0 4 6 10

Percentage 0.0% 40.0% 60.0%| 100.0%

263



Appendix | Quantitative Results (Inferential Statistics)
Access to employee support
programmes during the
COVID-19 pandemic
Yes No  NotSure| Total
Midwifery Count 3 4 3 10
Relieving  Percentage 30.0% 40.0% 30.0%| 100.0%
Pool
NPICU Count 0 I 3 10
Percentage 0.0% 70.0% 30.0%| 100.0%
Outpatient Count 3 2 6 11
Care Percentage 27.3% 182% 54.5%| 100.0%
Settings
Total Count 12 38 31 81
Percentage 14.8% 46.9% 38.3%| 100.0%

X2(12) = 17.266, p = 0.140

‘Place of work during March 2020’ and ‘Desire for increased organisational

support’ (Chi-squared test)

Desire for increased
organisational support

Yes No  Not Sure | Total

Place of CDS Count 19 3 2 24
work Percentage 79.2% 12.5% 8.3%| 100.0%
during OBS 1 Count 11 0 1 12
March Percentage 91.7%  0.0%  8.3%| 100.0%
2020 OBS 2 Count 3 0 1 4
Percentage 75.0% 0.0% 25.0%( 100.0%
OBS 3 Count 10 0 0 10
Percentage | 100.0% 0.0% 0.0%| 100.0%
Midwifery  Count 6 3 1 10
Relieving Percentage 60.0% 30.0% 10.0%| 100.0%

Pool
NPICU Count 9 0 1 10
Percentage 90.0% 0.0% 10.0%| 100.0%
Outpatient ~ Count 9 0 2 11
Care Settings Percentage 81.8% 0.0% 18.2%( 100.0%
Total Count 67 6 8 81
Percentage 82.7% 7.4% 9.9%| 100.0%

X2(12) = 15.214, p = 0.230
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Quantitative Results (Inferential Statistics)

‘Place of work during March 2020’ and ‘Availability of sick and quarantine leave’

(Chi-sguared test)

Availability of sick and
quarantine leave

Yes No  Not Sure| Total

Place of CDS Count 21 1 2 24
work Percentage 87.5% 4.2% 8.3%| 100.0%
during OBS 1 Count 11 1 0 12
March Percentage 91.7%  83%  0.0%| 100.0%
2020 OBS 2 Count 4 0 0 4
Percentage | 100.0% 0.0% 0.0%| 100.0%
OBS 3 Count 8 0 2 10
Percentage 80.0% 0.0% 20.0%(| 100.0%
Midwifery  Count 8 1 1 10
Relieving Percentage 80.0% 10.0% 10.0%| 100.0%

Pool
NPICU Count 8 0 2 10
Percentage 80.0% 0.0% 20.0%(| 100.0%
Outpatient ~ Count 6 2 3 11
Care Settings Percentage 545% 182% 27.3%| 100.0%
Total Count 66 5 10 81
Percentage 81.5% 6.2% 12.3%]| 100.0%

X2(12) = 11.219, p = 0.510

‘Place of work during March 2020’ and ‘Impact of COVID-19 pressures on leave

consideration and job continuation’ (Chi-squared test)

Impact of COVID-19
pressures on leave
consideration and job

continuation
Yes No  NotSure| Total
Place of CDS Count 8 13 3 24
work Percentage 333% 54.2% 12.5%( 100.0%
during OBS 1 Count 5 7 0 12
March Percentage 41.7% 583%  0.0%| 100.0%
2020 OBS 2 Count 3 0 1 4
Percentage 75.0% 0.0% 25.0%| 100.0%
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Impact of COVID-19
pressures on leave
consideration and job
continuation
Yes No  Not Sure| Total
OBS 3 Count 3 6 1 10
Percentage 30.0% 60.0% 10.0%( 100.0%
Midwifery  Count 2 7 1 10
Relieving Percentage 20.0% 70.0% 10.0%| 100.0%
Pool
NPICU Count 5 5 0 10
Percentage 50.0% 50.0% 0.0%| 100.0%
Outpatient ~ Count 0 11 0 11
Care Settings Percentage 0.0% 100.0% 0.0%| 100.0%
Total Count 26 49 6 81
Percentage 32.1%  60.5% 7.4%]| 100.0%

X2(12) = 18.541, p = 0.100

‘Adequate access to PPE’ and ‘Impact of COVID-19 pressures on leave

consideration and job continuation’ (Chi-squared test)

Impact of COVID-19 pressures

on leave consideration and job
continuation

Yes No Not Sure Total

Adequate  Yes Count 16 40 5 61
accessto Percentage 26.2% 65.6% 8.2%| 100.0%
PPE No Count 8 8 0 16
Percentage 50.0% 50.0% 0.0%| 100.0%

Not Count 2 1 1 4

Sure  Percentage 50.0% 25.0% 25.0%( 100.0%

Total Count 26 49 6 81
Percentage 32.1% 60.5% 7.4%| 100.0%

X2(4) = 6.944, p = 0.139
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Quantitative Results (Inferential Statistics)

‘Increase in workload’ and ‘Impact of COVID-19 pressures on leave

consideration and job continuation’ (Chi-squared test)

Impact of COVID-19 pressures
on leave consideration and job
continuation

Yes No Not Sure Total

Increasein  Yes Count 23 42 6 71
wor kload Percentage 32.4% 59.2% 8.5%| 100.0%
No Count 2 4 0 6

Percentage 33.3% 66.7% 0.0%| 100.0%

Not Count 1 3 0 4

Sure  Percentage 25.0% 75.0% 0.0%| 100.0%

Total Count 26 49 6 81
Percentage 32.1% 60.5% 7.4%)| 100.0%

X2(4) = 1.111, p = 0.893

‘Perceived recognition of work during the COVID-19 pandemic by the

organisation’ and ‘Impact of COVID-19 pressureson leave consideration and job

continuation’ (Chi-squared test)

Impact of COVID-19 pressures
on leave consideration and job
continuation

Yes No Not Sure Total

Percelved Yes Count 1 2 1 4
recognition of Percentage 25.0% 50.0% 25.0%| 100.0%
work during No  Count 22 32 5 59
the COVID-19 Percentage 37.3%  54.2% 8.5%| 100.0%
pandemicby nNot  Count 3 15 0 18
the Sure  Percentage 16.7%  83.3% 0.0%| 100.0%
organisation
Total Count 26 49 6 81

Percentage 321%  60.5% 7.4%| 100.0%

X2(4) = 6.995, p = 0.136
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Quantitative Results (Inferential Statistics)

‘Access to employee support programmes during the COVID-19 pandemic’ and

‘Impact of COVID-19 pressures on leave consideration and job continuation’

(Chi-sguared test)

Impact of COVID-19 pressures
on leave consideration and job
continuation

Yes No Not Sure | Total

Accessto Yes Count 3 8 1 12
employee Percentage 25.0% 66.7% 8.3%| 100.0%
support No Count 13 23 2 38
programmes Percentage 34.2% 60.5% 5.3%| 100.0%
duringthe  Not  Count 10 18 3 31
COVID-19  gyre  percentage 32.3%  58.1% 9.7%| 100.0%
pandemic
Total Count 26 49 6 81

Percentage 32.1% 60.5% 7.4%| 100.0%

X2(4) = 0.813, p = 0.937

‘Desire for increased organisational support’ and ‘Impact of COVID-19 pressures

on leave consideration and job continuation’ (Chi-squared test)

Impact of COVID-19 pressures
on leave consideration and job
continuation

Yes No Not Sure | Total

Desirefor Yes Count 24 37 6 67
increased Percentage 35.8% 55.2% 9.0%| 100.0%
organisational No  Count 1 5 0 6
support Percentage 16.7% 83.3% 0.0%| 100.0%
Not Count 1 7 0 8

Sure  Percentage 12.5% 87.5% 0.0%| 100.0%

Total Count 26 49 6 81
Percentage 32.1% 60.5% 7.4% | 100.0%

X2(4) = 4.735, p = 0.316
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Quantitative Results (Inferential Statistics)

‘Availability of sick and quarantine leave’ and ‘Impact of COVID-19 pressures on

leave consideration and job continuation’ (Chi-squared test)

Impact of COVID-19 pressures
on leave consideration and job
continuation

Yes No Not Sure Total

Availability Yes Count 25 37 4 66
of sick and Percentage 37.9% 56.1% 6.1%| 100.0%
quarantine  No Count 1 4 0 5
leave Percentage 20.0% 80.0% 0.0%| 100.0%
Not Count 0 8 2 10

Sure  Percentage 0.0% 80.0% 20.0%| 100.0%

Total Count 26 49 6 81
Percentage 32.1% 60.5% 7.4%| 100.0%

X2(4) = 7.955, p = 0.093

‘Impact of COVID-19 pressures on leave consideration and job continuation’ and
‘Changes in the provision of midwifery care during the COVID-19 pandemic’
(Kruskal-Wallis test)

Std.

N Mean Deviation P-value
Policies and protocols  Yes 26 3.62 1.023 0.731
related to the COVID-19 No 49 3.59 0.998
pandemic were needed  Not Sure 6 3.33 0.816
and evidence-based.
Policies and protocols ~ Yes 26 4.04 0.999 0.310
related to the COVID-19 No 49 3.84 0.773
pandemic restricted Not Sure 6 3.83 0.408
midwives’ ability to
provide quality
midwifery care.
Policies and protocols  Yes 26 3.00 1.296 0.579
currently set locally are  No 49 3.33 0.966
adequate to the current  Not Sure 6 3.33 0.816

situation of the COVID-
19 pandemic.
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‘Place of work’ and ‘Personal challenges’ (Kruskal-Wallis test)

Quantitative Results (Inferential Statistics)

Std.
Mean Deviation P-value

How supported did CDS 24 4.79 2.322 0.339
you feel by your OBS1 12 458 2.109
leaders/ midwifery OBS2 4 6.25 0.957
officers at your place oS 3 10 4.90 2.283
of work duringthe  \jgwifery 10 650  2.550
pandemic? Relieving Pool

NPICU 10 5.50 1.179

Outpatient 11 5.64 1912

Care Settings
What isthelevel of CDS 24 7.75 1.871 0.106
fear you felt for your OBS 1 12 7.67 2.605
personal safety and  OBS 2 4 8.25 1.258
well-being during  OBS 3 10 8.20 1.989
this time? Midwifery 10 740 2171

Relieving Pool

NPICU 10 7.20 1.814

Outpatient 11 5.36 2.378

Care Settings
What isthelevel of CDS 24 8.71 1.546 0.095
fear you felt for your OBS 1 12 9.50 1.000
family'ssafety and  OBS 2 4 9.25 0.957
well-being dueto the ops 3 10 9.20 1.317
pandemic? Midwifery 10 870  1.252

Relieving Pool

NPICU 10 8.60 1.713

Outpatient 11 7.36 2.203

Care Settings
What isthelevel of CDS 24 5.42 2.430 0.354
job satisfactionyou OBS1 12 4.50 1.977
felt during the OBS2 4 4.00 1.414
COVID-19 OBS3 10 6.60 2.319
pandemic? Midwifery 10 560  1.838

Relieving Pool

NPICU 10 4.90 2.025

Outpatient 11 5.18 1.328

Care Settings
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‘Adequate access to PPE’ and ‘Personal challenges’ (Kruskal-Wallis test)

Std.

N M ean Deviation P-value
How supported did you Yes 61 5.62 2.001 0.006
feel by your leaders/  No 16 3.69 2.056
midwifery officersat  Not Sure 4 6.00 1.826
your place of work
during the pandemic?
What isthe level of fear Yes 61 7.36 2.122 0.926
you felt for your No 16 7.44 2.632
personal safety and well- Not Sure 4 7.50 1.732
being during this time?
What isthe level of fear Yes 61 8.64 1517 0.292
you felt for your family's No 16 9.00 1.966
safety and well-being  Not Sure 4 8.75 1.500
due to the pandemic?
What isthe level of job  Yes 61 5.15 1.842 0.393
satisfaction you felt No 16 5.44 2.898
during the COVID-19  Not Sure 4 6.75 2.062
pandemic?

‘Increase in workload’ and ‘Personal challenges’ (Kruskal-Wallis test)

Std.

N Mean Deviation P-value
How supported did you Yes 71 5.20 2.208 0.736
feel by your leaders/ No 6 5.50 1.761
midwifery officersat ~ Not Sure 4 6.00 1.155
your place of work
during the pandemic?
What isthelevel of fear Yes 71 8.75 1.679 0.237
you felt for your family's No 6 8.83 0.753
safety and well-being  Not Sure 4 8.00 0.816
due to the pandemic?
What isthelevel of job  Yes 71 5.38 2114 0.415
satisfaction you felt No 6 4.67 2.503
during the COVID-19  Not Sure 4 4.50 1.000
pandemic?
What isthe level of Yes 71 8.41 1.729 0.820
burnout you felt during  No 6 8.00 2.098
the COVID-19 Not Sure 4 6.75 3.948
pandemic?
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‘Perceived recognition of work during the COVID-19 pandemic by the
organisation’ and ‘Personal challenges’ (Kruskal-Wallis test)

Std.

N Mean Deviation P-value
How supported did  Yes 4 4.50 3.000 0.301
you feel by your No 59 5.07 2.042
leaders/ midwifery  Not Sure 18 6.06 2.155
officers a your place
of work during the
pandemic?
What isthelevel of  Yes 4 8.00 2.309 0.520
fear you felt for your No 59 7.47 2.192
personal safety and  Not Sure 18 6.94 2.209
well-being during this
time?
What isthelevel of  Yes 4 9.25 .957 0.400
fear you felt for your No 59 8.90 1.335
family'ssafety and ~ Not Sure 18 8.00 2.249
well-being due to the
pandemic?
What isthelevel of  Yes 4 5.25 2.062 0.908
job satisfactionyou  No 59 5.24 2.322
felt during the Not Sure 18 5.44 1.247
COVID-19 pandemic?
What isthelevel of  Yes 4 7.75 2.630 0.418
burnout you felt No 59 8.41 1.957
during the COVID-19 Not Sure 18 8.06 1.589
pandemic?

‘Access to employee support programmes during the COVID-19 pandemic’ and
‘Personal challenges’ (Kruskal-Wallis test)

Std.

N Mean Deviation P-value
How supported didyou Yes 12 6.08 2.539 0.256
feel by your leaders/ No 38 5.05 2117
midwifery officersat  Not Sure 31 5.19 1.973
your place of work
during the pandemic?
What istheleve of fear Yes 12 6.83 2.480 0.705
you felt for your personal No 38 7.55 2.009
safety and well-being  Not Sure 31 7.39 2.319

during this time?
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Quantitative Results (Inferential Statistics)

Std.

N Mean Deviation P-value
What istheleve of fear Yes 12 8.75 1.215 0.845
you felt for your family's No 38 8.87 1.417
safety and well-being due Not Sure 31 8.52 1.930
to the pandemic?
What isthelevel of job  Yes 12 4.83 1.586 0.777
satisfaction you felt No 38 5.42 2.274
during the COVID-19  Not Sure 31 5.29 2.085
pandemic?
What isthe level of Yes 12 7.75 2.094 0.365
burnout you felt during  No 38 8.58 1.703
the COVID-19 Not Sure 31 8.16 2.051
pandemic?

‘Desire for increased organisational support’ and ‘Personal challenges’ (Kruskal-

Wallis test)
Std.
Mean Deviation P-value
How supported did  Yes 67 5.12 2.019 0.263
you feel by your No 6 6.83 3.125
leaders/ midwifery  Not Sure 8 5.25 2.053
officers at your place
of work during the
pandemic?
What isthelevel of  Yes 67 5.24 2.223 0.756
job satisfactionyou  No 6 5.50 1.378
felt during the Not Sure 8 5.50 1.512

COVID-19 pandemic?
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‘Availability of sick and quarantine leave’ and ‘Personal challenges’ (Kruskal-

Wallis test)
Std.
N Mean Deviation P-value
How supported did you Yes 66 5.18 2.176 0.461
feel by your leaders/  No 5 4.80 2.864
midwifery officersat  Not Sure 10 6.00 1.333
your place of work
during the pandemic?
What isthelevel of fear Yes 66 7.56 2.268 0.106
you felt for your No 5 7.20 1.643
personal safety and Not Sure 10 6.30 1.636
well-being during this
time?
What isthelevel of fear Yes 66 8.85 1.481 0.201
you felt for your No 5 8.80 2.168
family's safety and Not Sure 10 7.80 1.932
well-being due to the
pandemic?
What isthelevel of job Yes 66 5.30 2177 0.978
satisfaction you felt No 5 4.80 2.280
during the COVID-19  Not Sure 10 5.40 1.578
pandemic?
What isthe level of Yes 66 8.32 1.891 0.977
burnout you felt during No 5 8.20 2.049
the COVID-19 Not Sure 10 8.20 2.098
pandemic?

‘Impact of COVID-19 pressures on leave consideration and job continuation’ and
‘Level of job satisfaction during the COVID-19 pandemic’ (Kruskal-Wallis test)

Std.
N Mean Deviation P-value
Wheat isthe level of Yes 26 454 2.387 0.061
job satisfactionyou  No 49 5.59 1.825
felt during the Not Sure 6 6.00 2.366

COVID-19 pandemic?
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‘Positive effects resulting from the pandemic’ and ‘Personal challenges’ (Kruskal-

Wallis test)
Std.
N Mean Deviation P-value
How supported did  Yes 38 5.39 2.150 0.861
you feel by your No 30 5.03 2.297
leaders/ midwifery  Not Sure 13 5.38 1.758
officers a your place
of work during the
pandemic?
What isthelevel of  Yes 38 7.32 2.338 0.359
fear you felt for your No 30 7.83 1.599
personal safety and  Not Sure 13 6.54 2.757
well-being during this
time?
What isthelevel of  Yes 38 8.50 1.656 0.275
fear you felt for your No 30 9.10 1.269
family'ssafety and ~ Not Sure 13 8.46 2.025
well-being due to the
pandemic?
What isthelevel of  Yes 38 5.05 2.053 0.624
job satisfactionyou  No 30 5.60 2.191
felt during the Not Sure 13 5.23 2.088
COVID-19 pandemic?
What isthelevel of  Yes 38 8.05 1.931 0.397
burnout you felt No 30 8.53 1.833
during the COVID-19 Not Sure 13 8.46 2.025
pandemic?
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Quantitative Results (Inferential Statistics)

‘Place of work during March 2020’ and ‘Factors influencing midwives’ job retention during the COVID-19 pandemic’ (Chi-squared test)

Factors influencing midwives’ job retention during the COVID-19 pandemic

Support from Mora
Support leaders/ obligation to
Job from midwifery support Financial Job
satisfaction colleagues officers colleagues reasons continuity Other Total
Placeof CDS Count 12 17 2 7 13 9 2 24
wor k Percentage 50.0% 70.8% 8.3% 29.2% 54.2% 37.5% 8.3%
during  OBS1 Count 5 7 1 3 8 4 0 12
March Percentage 41.7% 58.3% 8.3% 25.0% 66.7% 33.3% 0.0%
2020 OBS2 Count 0 3 0 3 3 1 0 4
Percentage 0.0% 75.0% 0.0% 75.0% 75.0% 25.0% 0.0%
OBS3 Count 5 7 1 4 3 2 0 10
Percentage 50.0% 70.0% 10.0% 40.0% 30.0% 20.0% 0.0%
Midwifery  Count 7 7 2 6 5 3 0 10
Relieving Percentage 70.0% 70.0% 20.0% 60.0% 50.0% 30.0% 0.0%
Pool
NPICU Count 5 8 0 5 9 5 1 10
Percentage 50.0% 80.0% 0.0% 50.0% 90.0% 50.0% 10.0%
Outpatient ~ Count 3 10 2 5 3 3 0 11
Care Settings Percentage 27.3% 90.9% 18.2% 45.5% 27.3% 27.3% 0.0%
Total Count 37 59 8 33 44 27 3 81

X%(36) = 19.918, p = 0.986
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Quantitative Results (Inferential Statistics)

‘Personal challenges’ and ‘Factors influencing midwives’ job retention during the
CQVID-19 pandemic’ (Kruskal-Wallis test)

Std.
N Mean Deviation P-value

How supported did  Job satisfaction 37 5.30 2.209 0.226
you feel by your Support from 59 5.49 2.037
leaders/ midwifery  colleagues
officers at your place Support from leaders 8 7.00 1512
of work during the  / midwifery officers
pandemic? Moral obligation to 33 5.55 2.032

support colleagues

Financial reasons 44 5.23 2.078

Job continuity 27 6.00 1.732

Other 3 4.33 3.215
What isthe level of  Job satisfaction 37 7.32 2.199 0.444
fear you felt for your Support from 59 7.42 2.053
personal safety and  colleagues
well-being during  Support from leaders 8 7.25 2.053
thistime? / midwifery officers

Moral obligation to 33 7.18 2.068

support colleagues

Financial reasons 44 7.86 1.850

Job continuity 27 7.07 2.352

Other 3 9.33 1.155
What isthe level of  Job satisfaction 37 8.59 1771 0.218
fear you felt for your Support from 59 8.71 1.498
family's safety and  colleagues
well-being due to the Sypport from leaders 8 8.38 1.598
pandemic? / midwifery officers

Moral obligation to 33 8.76 1.275

support colleagues

Financial reasons 44 9.27 973

Job continuity 27 8.33 1.617

Other 3 9.33 1.155
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Quantitative Results (Inferential Statistics)

Std.
N Mean Deviation P-value

What isthe level of  Job satisfaction 37 6.19 2.158 0.234
job satisfactionyou  Support from 59 5.37 1.947
felt during the colleagues
COVID-19 Support from leaders 8 6.38 1.506
pandemic? / midwifery officers

Moral obligation to 33 5.55 1.804

support colleagues

Financial reasons 44 5.09 1.986

Job continuity 27 5.44 1.948

Other 3 4.00 3.606
What isthe level of  Job satisfaction 37 8.05 1971 0.982
burnout you felt Support from 59 8.39 1.712
during the COVID-  colleagues
19 pandemic? Support from leaders 8 8.13 1.808

/ midwifery officers

Moral obligation to 33 8.27 1.790

support colleagues

Financial reasons 44 8.48 1.677

Job continuity 27 8.37 1.757

Other 3 8.67 0.577

278



Appendix | Quantitative Results (Inferential Statistics)

‘Place of work during March 2020’ and ‘Strategies to alleviate the negative effects of the pandemic on women and their partners’ (Chi-
squared test)

Strategies to alleviate the effects of the pandemic on women and
their partners

More knowledge
on COVID-19 and
Lessrestrictive Increasing policies to women
protocols support services = and their partners Other Total
Place of work during CDS Count 17 20 12 0 24
March 2020 Percentage 70.8% 83.3% 50.0% 0.0%
OBS1 Count 1 12 8 0 12
Percentage 8.3% 100.0% 66.7% 0.0%
OBS2 Count 0 4 1 0 4
Percentage 0.0% 100.0% 25.0% 0.0%
OBS3 Count 1 10 7 0 10
Percentage 10.0% 100.0% 70.0% 0.0%
Midwifery Count 3 8 7 0 10
Relieving Pool  Percentage 30.0% 80.0% 70.0% 0.0%
NPICU Count 4 9 8 1 10
Percentage 40.0% 90.0% 80.0% 10.0%
Outpatient Care Count 4 7 8 0 11
Settings Percentage 36.4% 63.6% 12.7% 0.0%
Total Count 30 70 51 1 81

X2(18) = 22.117, p = 0.227
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Quantitative Results (Inferential Statistics)

‘Effects of the pandemic observed in women and their partners’ and ‘Strategies to alleviate the negative effects of the pandemic on women

and their partners’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on women
and their partners

Lessrestrictive Increasing support

More knowledge on
COVID-19 and
policies to women

protocols services and their partners Other Total
Effects of the Anxiety or fear Count 30 69 51 1 80
pandemic observed Percentage 37.5% 86.3% 63.8% 1.3%
in women and their  Sadness Count 24 44 31 1 49
partners Percentage 49.0% 89.8% 63.3% 2.0%
Loneliness Count 27 59 40 1 66
Percentage 40.9% 89.4% 60.6% 1.5%
Irritability or anger  Count 24 46 30 1 51
Percentage 47.1% 90.2% 58.8% 2.0%
Worry about safety  Count 26 57 42 1 65
of self or other Percentage 40.0% 87.7% 64.6% 1.5%
Feeling Count 23 51 35 1 56
overwhelmed Percentage 41.1% 91.1% 62.5% 1.8%
Other Count 1 3 4 0 4
Percentage 25.0% 75.0% 100.0% 0.0%
Total Count 30 70 51 1 81

X2(18) = 2.709, p = 1.000
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Quantitative Results (Inferential Statistics)

‘Place of work during March 2020’ and ‘Strategies to alleviate the negative effects of the pandemic on midwives’ ability to provide quality
midwifery care’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to provide quality

Increase in support

More access to

midwifery care
Creating a support programme

from leaders/ employee support for staff affected by the More training for
midwifery officers programmes COVID-19 pandemic future pandemics Other Total
Place of CDS Count 20 13 16 16 1 24
work during Percentage 83.3% 54.2% 66.7% 66.7% 4.2%
March 2020 oBS 1 Count 10 5 8 9 0 12
Percentage 83.3% 41.7% 66.7% 75.0% 0.0%
OBS2 Count 4 3 3 4 1 4
Percentage 100.0% 75.0% 75.0% 100.0% 25.0%
OBS3 Count 8 5 7 7 0 10
Percentage 80.0% 50.0% 70.0% 70.0% 0.0%
Midwifery Count 10 8 6 9 0 10
Relieving Pool  Percentage 100.0% 80.0% 60.0% 90.0% 0.0%
NPICU Count 8 5 4 10 2 10
Percentage 80.0% 50.0% 40.0% 100.0% 20.0%
Outpatient Care Count 7 5 5 9 1 11
Settings Percentage 63.6% 45.5% 45.5% 81.8% 9.1%
Total Count 67 44 49 64 5 81

X2(24) = 10.607, p = 0.992
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‘Personal challenges’ and ‘Strategies

Quantitative Results (Inferential Statistics)

to alleviate the negative effects of the

pandemic on midwives’ ability to provide quality midwifery care’ (Kruskal-Wallis
test)

Std.
N Mean Deviation P-value
How supported Increase in support from 67 5.10 2189 0.970
didyoufeel by leaders/ midwifery officers
your leaders/  More access to employee 44 5.20 1.995
midwifery support programmes
officersat your  Creating a support 49 5.24 2.036
place of work  programme for staff affected
during the by the COVID-19 pandemic
pandemic? More training for future 64 5.31 2.203
pandemics
Other 5 5.40 2.608
What isthe level Increase in support from 67 7.84 1920 0.853
of fear you felt leaders/ midwifery officers
for your More access to employee 44 1.77 1.903
personal safety  support programmes
and well-being  Creating a support 49 7.63 2.307
during thistime? programme for staff affected
by the COVID-19 pandemic
More training for future 64 7.63 1.988
pandemics
Other 5 6.80 2.387
Wheat isthe level Increase in support from 67 8.97 1477 0.880
of fear you felt leaders/ midwifery officers
for your family's More access to employee 44 9.02 1.355
safety and well-  support programmes
being dueto the Creating a support 49 8.80 1.633
pandemic? programme for staff affected
by the COVID-19 pandemic
More training for future 64 8.78 1578
pandemics
Other 5 8.40 2.074
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Quantitative Results (Inferential Statistics)

Std.
Mean Deviation P-value

What isthe level Increase in support from 67 5.09 2.094 0414
of job leaders / midwifery officers
satisfaction you More access to employee 44 5.48 1.911
felt during the  support programmes
COVID-19 Creating a support 49 5.57 2.179
pandemic? programme for staff affected

by the COVID-19 pandemic

More training for future 64 5.34 2.025

pandemics

Other 5 3.60 2.408
What isthe level Increase in support from 67 8.55 1550 0.653
of burnout you leaders/ midwifery officers
feltduringthe  More access to employee 44 8.36 1.557
COoVID-19 support programmes
pandemic? Creating a support 49 8.41 1.925

programme for staff affected

by the COVID-19 pandemic

More training for future 64 8.42 1.762

pandemics

Other 5 9.40 .894
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Appendix |

Quantitative Results (Inferential Statistics)

‘Adequate access to PPE’ and ‘Strategies to alleviate the negative effects of the pandemic on midwives’ ability to provide quality midwifery

care’ (Chi-sgquared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to
provide quality midwifery care

Increase in
support from  Moreaccessto  Creating a support
leaders/ employee programme for staff ~ Moretraining
midwifery support affected by the for future
officers progranmes COVID-19 pandemic  pandemics Other Total
Adequate Count 51 32 40 48 4 61
accessto PPE Percentage 83.6% 52.5% 65.6% 78.7% 6.6%
Count 14 10 7 12 1 16
Percentage 87.5% 62.5% 43.8% 75.0% 6.3%
Count 2 2 2 4 0 4
Percentage 50.0% 50.0% 50.0% 100.0% 0.0%
Total Count 67 44 49 64 5 81

X2(8) = 2.332, p = 0.969
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Appendix |

Quantitative Results (Inferential Statistics)

‘Perceived recognition of work during the COVID-19 pandemic by the organisation’ and ‘Strategies to alleviate the negative effects of the

pandemic on midwives’ ability to provide quality midwifery care’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to

provide quality midwifery care

Increasein
support from Creating a support
leaders/ Moreaccessto  programme for staff Moretraining
midwifery  employee support affected by the for future
officers programmes  COVID-19 pandemic  pandemics Other Total
Per ceived Yes Count 4 3 3 4 0 4
recognition of Percentage 100.0% 75.0% 75.0% 100.0% 0.0%
work during  No Count 48 33 37 49 4 59
the COVID-19 Percentage 81.4% 55.9% 62.7% 83.1% 6.8%
pandemicby NotSure  Count 15 8 9 11 1 18
the - Percentage 83.3% 44.4% 50.0% 61.1% 5.6%
organisation
Total Count 67 44 49 64 5 81

X2(8) = 1.015, p = 0.998
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Quantitative Results (Inferential Statistics)

‘Access to employee support programmes during the COVID-19 pandemic’ and ‘Strategies to alleviate the negative effects of the pandemic

on midwives’ ability to provide quality midwifery care’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to
provide quality midwifery care

Increasein
support from  Moreaccessto  Creating a support
leaders/ employee programme for staff  More training
midwifery support affected by the for future
officers progranmes COVID-19 pandemic  pandemics Other Total
Accessto Yes Count 10 6 4 8 2 12
employee Percentage 83.3% 50.0% 33.3% 66.7% 16.7%
support No Count 30 20 26 31 1 38
programmes Percentage 78.9% 52.6% 68.4% 81.6% 2.6%
duringthe  NotSure  Count 27 18 19 25 2 31
COVID-19 Percentage 87.1% 58.1% 61.3% 80.6% 6.5%
pandemic
Total Count 67 44 49 64 5 81

X2(8) = 5.184, p = 0.738
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Appendix | Quantitative Results (Inferential Statistics)

‘Desire for increased organisational support’ and ‘Strategies to alleviate the negative effects of the pandemic on midwives’ ability to provide

quality midwifery care’ (Chi-squared test)

Strategiesto alleviate the negative effects of the pandemic on midwives’ ability to
provide quality midwifery care

Increasein
support from  Moreaccessto  Creating a support
leaders/ employee programme for staff  More training
midwifery support affected by the for future
officers progranmes COVID-19 pandemic  pandemics Other Total
Desirefor Yes Count 57 40 41 55 4 67
increased Percentage 85.1% 59.7% 61.2% 82.1% 6.0%
organisational  No Count 5 3 4 4 0 6
support Percentage 83.3% 50.0% 66.7% 66.7% 0.0%
Not Sure  Count 5 1 4 5 1 8
Percentage 62.5% 12.5% 50.0% 62.5% 12.5%
Total Count 67 44 49 64 5 81

X2(8) = 3.494, p = 0.900
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Quantitative Results (Inferential Statistics)

‘Availability of sick and quarantine leave’ and ‘Strategies to alleviate the negative effects of the pandemic on midwives’ ability to provide

quality midwifery care’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to
provide quality midwifery care

Increasein

support from  More accessto

Creating a support

leaders/ employee programme for staff  More training
midwifery support affected by the for future
officers progranmes COVID-19 pandemic  pandemics Other Total
Availability of  Yes Count 56 35 42 51 3 66
sick and Percentage 84.8% 53.0% 63.6% 77.3% 4.5%
quarantineleave No Count 5 4 0 4 0 5
Percentage 100.0% 80.0% 0.0% 80.0% 0.0%
Not Sure Count 6 5 7 9 2 10
Percentage 60.0% 50.0% 70.0% 90.0% 20.0%
Total Count 67 44 49 64 5 81

X2(8) = 8.791, p = 0.360
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Quantitative Results (Inferential Statistics)

‘Impact of COVID-19 pressures on leave consideration and job continuation’ and ‘Strategies to alleviate the negative effects of the pandemic

on midwives’ ability to provide quality midwifery care’ (Chi-squared test)

Strategies to alleviate the negative effects of the pandemic on midwives’ ability to

provide quality midwifery care

Increasein
support from  Moreaccessto  Creating a support
leaders/ employee programme for staff More training
midwifery support affected by the for future
officers programmes COVID-19 pandemic  pandemics Other Total
I mpact of Yes Count 16 17 24 3 26
COVID-19 Percentage 100.0% 61.5% 65.4% 92.3% 11.5%
pressures on No Count 24 28 34 2 49
leave Percentage 73.5% 49.0% 57.1% 69.4% 4.1%
consideration  Not Sure  Count 4 4 6 0 6
andjob Percentage 83.3% 66.7% 66.7% 100.0% 0.0%
continuation
Total Count 44 49 64 5 81

X2(8) = 1.699, p = 0.989

289



Appendix |

Quantitative Results (Inferential Statistics)

‘Changes in the provision of midwifery care during the pandemic’ and ‘Strategies
to alleviate the negative effects of the pandemic on midwives’ ability to provide

quality midwifery care’ (Kruskal-Wallis test)

Std.
Mean Deviation P-value

Midwives were Increase in support from 67 2.73 1.067 0.647
trained, leaders / midwifery
preparedand  officers
given the More access to employee 44 2.61 1.061
appropriate support programmes
knowledge Creating a support 49 2.92 1.096
relatedtothe  programme for staff
COVID-19 affected by the COVID-
pandemic. 19 pandemic

More training for future 64 2.69 1.006

pandemics

Other 5 2.40 0.548
Theleadersat  Increase in support from 67 2.99 0.992 0.711
the maternity  leaders/ midwifery
care setting you officers
were working at More access to employee 44 311 0.970
were transparent support programmes
and responsive  Creating a support 49 3.20 0.866
totherapidly  programme for staff
evolving affected by the COVID-
circumstances 19 pandemic
relatedtothe  poretraini ng for future 64 3.19 0.941
COVID-19 pandemics
pandemic. Other 5 3.40 0.894
Theleadersat  Increasein support from 67 3.24 0.971 0.884
the maternity  leaders/ midwifery
care setting you officers
were working at More access to employee 44 3.32 0.909
effectively support programmes
coordinated and Creating a support 49 341 0.705
managed the  programme for staff
changesrelated  affected by the COVID-
to the COVID- 19 pandemic
19 pandemic.  More training for future 64 3.34 0.895

pandemics

Other 5 3.00 1.000
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Appendix | Quantitative Results (Inferential Statistics)
Std.
N Mean Deviation P-value
Midwives were Increase in support from 67 2.00 0.905 0.957
consulted during leaders/ midwifery
the decision- officers
making More access to employee 44 1.95 0.888
processesin the support programmes
formulation of  Creating a support 49 2.02 0.829
policiesand  programme for staff
protocols related affected by the COVID-
tothe COVID- 19 pandemic
19 pandemic.  More training for future 64 2.05 0.825
pandemics
Other 5 2.20 1.304
Policies and Increase in support from 67 3.58 1.002 0.903
protocolsrelated leaders / midwifery
to the COVID- officers
19 pandemic  More access to employee 44 3.55 1.044
were needed and support programmes
evidence-based. Creating a support 49 3.67 0.826
programme for staff
affected by the COVID-
19 pandemic
More training for future 64 3.61 0.970
pandemics
Other 5 4.00 0.707
Policies and Increase in support from 67 3.94 0.756 0.956
protocolsrelated leaders / midwifery
to the COVID- officers
19 pandemic  More access to employee 44 3.98 0.698
restricted support programmes
midwives’ Creating a support 49 3.88 0.904
ability to programme for staff
provide quality  affected by the COVID-
midwifery care. 19 pandemic
More training for future 64 3.95 0.785
pandemics
Other 5 4.20 0.837
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Appendix | Quantitative Results (Inferential Statistics)
Std.
N Mean Deviation P-value
Policies and Increase in support from 67 3.27 1.109 0.720
protocols leaders / midwifery
currently set officers
locally are More access to employee 44 311 1.185
adequate to the  support programmes
current situation  Creating a support 49 3.33 1.088
of the COVID-  programme for staff
19 pandemic.  affected by the COVID-
19 pandemic
More training for future 64 3.28 1.031
pandemics
Other 5 2.80 0.837
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