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Abstract: This study assessed how the quality of care during the COVID-19 pandemic has been
experienced by Dutch midwives. At the beginning of May 2020, 15 Dutch midwives were interviewed
during the first wave of the pandemic. The interviews included questions based on the value-
based healthcare framework by Porter. The interviews were transcribed verbatim, coded, and
analyzed according to recurrent themes using the directed content analysis approach. Key themes
identified included high quality midwifery care, information provision, costs, under/over treatment,
interprofessional collaboration, and shared decision making. The quality of midwifery care during
the COVID-19 pandemic was experienced to be sufficient, given the challenging circumstances. The
midwives experienced the lack of face-to-face check-ups to be problematic. Unclear information and
lack of personal protective equipment caused stress and confusion, and they worked an additional
2–4 h per working day. Some pregnant women were hesitant to call or visit them when they thought
something was wrong. The midwives perceived some advantages in using video or telephone calls.
Considerations for future pandemics include an additional face-to-face check-up between 16 and
27 weeks of pregnancy and one postpartum visit. For post-pandemic care, providing a check-up
through telephone or video call could be offered in certain cases.

Keywords: midwifery care; obstetric care; COVID-19; pandemic; value-based healthcare; pregnancy;
quality of care

1. Introduction

On the last day of 2019, the emergence of COVID-19 was first reported to the World
Health Organization [WHO]. Only a month later, the COVID-19 outbreak was declared an
international emergency and halfway through March, it was declared a pandemic [1]. In
the Netherlands, the spread of COVID-19 became alarming at the beginning of March 2020.
Halfway through May 2020 there were over 44,000 confirmed cases and over 5400 confirmed
deaths due to COVID-19 in the Netherlands. Drastic measures, such as social-distancing
and working from home, were taken [2]. For the healthcare sector, including obstetric
care, most of their regular check-ups had to be cancelled or conducted through video calls
or telephone.

Obstetric care in the Netherlands is divided into primary and secondary care [3].
Primary obstetric care is provided by independent midwifery care practices and targets
pregnant women with no medical contraindications. Pregnant women within primary care
can decide whether they want to give birth to their child at home or at a hospital. Secondary
care targets pregnant women who have medical contra-indications, and who are cared for
by an obstetrician or midwife in a hospital. However, both types of obstetric care work
together very closely because pregnant women often transfer between the two types during
their pregnancy [4]. On average, 86–87% of all pregnant women are counselled in primary
obstetric care at the start of their pregnancy [5], which is what this study focuses on.
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In the first few months of the pandemic, as it was still spreading and evolving, mid-
wives constantly had to adjust their work to simultaneously deal with new measures
from the government and the concerns of the pregnant women [6]. Table 1 displays the
differences between ‘regular’ primary midwifery care and primary midwifery care during
the first two months of the COVID-19 pandemic in the Netherlands. The largest differences
in provided care can be seen in the first and second trimester, with fewer check-ups. Ad-
ditional regulations included partners and children not being allowed to accompany the
pregnant woman to check-ups and ultrasounds during the pandemic. Furthermore, during
labor, only one other person was allowed to be present (e.g., the expectant father), besides
the midwife and the pregnant woman [7]. In addition, while midwives visit the mother
and infant at least three times in the first week postpartum during regular care [8], these
visits were replaced by telephone check-ups during the COVID-19 pandemic. However,
maternity care was still mostly available. In the Netherlands, maternity nurses provide
post-partum care at home for at least the first 8 days after birth. Their tasks include looking
after the mother and infant, and educating parents on how to take care of the infant and
maternal post-partum health, among others [9].

The changes in midwifery care induced by the pandemic may have altered the ex-
periences for pregnant women as well as for midwives delivering the care [7]. At the
time, research indicated that there is no increased chance of getting COVID-19 during
pregnancy, nor has the virus been identified as easily transmittable from mothers to their
fetuses [10]. Unfortunately, it has become clear that COVID-19 during pregnancy can have
adverse effects for both the pregnant woman and her child, such as pre-term birth and
pre-eclampsia [11]. A recent questionnaire study among Dutch midwives showed that
midwives were positive about the decreased number of consultations and the increased
confidence in home births. However, they noticed that sometimes the quality of care was
compromised [12]. In addition, qualitative studies from Belgium and Australia indicated
that the midwives experienced high levels of stress because of the constantly changing
measures and lack of resources which negatively affected the quality of care [13,14].

Table 1. Regular midwifery care vs COVID-19 midwifery care in the Netherlands, according to the
KNOV (Royal Dutch Midwifery Organization).

Week of Pregnancy Regular Midwifery Care [15] Midwifery Care during
COVID-19 [7]

6–8 Face-to-face intake Intake through telephone

8–10 Face-to-face counselling
prenatal screening Counselling through telephone

14–26

2–3 face-to-face check-ups
including one ultrasound around

20 weeks, 1 group counselling
session on pregnancy

1–2 face-to-face check-ups,
potentially including and

ultrasound around 20 weeks,
depending on whether the

ultrasound is performed by the
midwife or by an external

ultrasound technician

27–40

6–8 face-to-face check-ups,
1 group counselling session on

childbirth and the
post-partum period

6 face-to-face check-ups

41–42 (if applicable) 1–3 face-to-face check-ups 1–2 face-to-face check-ups

Postpartum At least 3–4 home-visit check-ups 2–3 check-ups through telephone,
video call or a window visit

Total 13–22 face-to-face check-ups 8–10 face-to-face check-ups,
4 telephone check-ups
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To provide a Dutch qualitative perspective, this study examined the experiences of
Dutch midwives regarding the quality of care during the first two months of the COVID-19
pandemic. This is examined through qualitative semi-structured interviews with midwives
who have worked during the first two months of the COVID-19 pandemic.

2. Methods
2.1. Study Design and Procedures

The current study used a qualitative design, through semi-structured interviews
with Dutch primary care midwives. The interviews were not restricted to a fixed set of
questions; the midwives were able to elaborate on other topics they felt were important.
The interviews were conducted at the beginning of May 2020, two months after the start
of the COVID-19 outbreak in the Netherlands. The interviews were performed through
telephone or a secured Zoom account, depending on the preferences of the participants. At
the beginning of each interview, background information regarding the study was provided.
The respondents were then asked to give their verbal informed consent for participation
in this study and for audio recording of the interview. The interviews lasted, on average,
44 min, and were audio recorded using the recording software on a smartphone and laptop.
The ethical committee of the Faculty of Health, Medicine and Life Sciences of Maastricht
University provided their approval for the study (approval number: 6138684).

2.2. Participants

Midwives who were members of one of three selected midwifery collaboration co-
operation’s in the province of Noord-Brabant were asked to participate in this research.
Noord-Brabant was one of the COVID-19 hotspots during the first wave of the pandemic
in the Netherlands [7]. The recruitment of participants was done by email: 85 midwives
from 19 different midwifery practices were invited to participate in the study. The inclusion
criteria were that the midwives were working as a midwife in primary care during the
COVID-19 pandemic in the selected region. There were no other inclusion or exclusion
criteria. A total of 15 midwives from 13 different midwifery practices agreed to participate
and were interviewed. Hence, the participant response rate was 17.6%, covering 68.4% of
the approached midwifery practices.

2.3. Theoretical Framework and Instrument

The value-based health care framework from Porter was adopted to structure the
interviews [16]. Value based healthcare builds on three principles. The first principle is high
value health care. This entails that the quality of care should be the most important factor
in order to improve the health of the patient. Porter explains that healthcare providers
should only provide the care that they excel in, avoiding over or undertreating their
patients. Since value-based healthcare is focused on high value health care from the view
of the patient, shared-decision making heavily influences the quality of care for pregnant
women. Secondly, healthcare should be focused over the entire process of care, not just
one treatment. This emphasizes interprofessional collaboration of independent midwifery
practices, hospitals, and maternity care. Lastly, the need to measure value. Within the value-
based healthcare framework, this entails that the outcomes and costs of care need to be
measured over the entire care for a medical condition [16]. Based on the value-based health
care framework an interview guide was developed (see Table 2), discussing the quality of
midwifery care during the COVID-19 pandemic, compared to delivery of care before the
pandemic. The focus on a high quality of care was translated to whether the midwives have
had the resources to provide high-quality care and how they have experienced providing
care during the pandemic. The interview guide was used to structure the interviews.
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Table 2. Interview guide on the experiences of midwives during the COVID-19 pandemic regarding
the quality of care.

Theory/Concept Question

Background Have you completed any other higher education studies
besides Midwifery? If so, which study?

For how long have you been working as a midwife?

At which midwifery practice do you work?

For how long have you been working at this specific
midwifery practice?

How many hours do you normally work a week?
[part-time/full-time]

Do you have any underlying health conditions that may
increase the severity of a COVID-19 infection?

Do you live with or care for people who have underlying
health issues that may increase the severity of a

COVID-19 infection?

High-quality midwifery care
How do you experience providing midwifery care during the
COVID-19 pandemic? Is it more or less challenging than you

expected? [mentally and physically]

What is your perception on how pregnant women and their
partners experience the quality of midwifery care during the

COVID-19 pandemic?

What do you think of the way that midwifery care is
organized at the moment?

What do you think could increase the quality of midwifery
care given the current circumstances?

What are, in your opinion, the biggest obstacles in currently
providing midwifery care?

Do you notice any effects of social media coverings of
COVID-19 on you and your clients?

Which of the changes because of COVID-19 could be
continued after the pandemic has ended?

Information provision Where do you primarily obtain information from regarding
midwifery care and COVID-19?

Was/is this information easy to find and has it been published
on time?

Was this information comprehensible?

Has it been clear when to use what personal
protective equipment?

Has it been clear when you and your pregnant women should
get tested for COVID-19?

Were new measures and/or guidelines clear?

Do you think that large organizations such as the KNOV and
RIVM could have done more for the pregnant women with

regards to information provision?

Costs
Do you spend more or fewer hours working because of the

changes due to COVID-19? How many hours? What caused
this increase or decrease?

Do you think the extra costs you made because of COVID-19
and/or the extra hours you worked will be reimbursed?
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Table 2. Cont.

Theory/Concept Question

Under/over treatment How often did you have to deviate from the COVID-19
midwifery care schedule provided by the KNOV?

Do you feel like you had enough contact with your clients
during pregnancy or after childbirth?

Shared decision making To what extent were you able to practice shared
decision making?

Interprofessional collaboration What do you think of the interprofessional collaboration
during the COVID-19 pandemic?

Abbreviations: KNOV = Royal Dutch Organization for Midwives, RIVM = National Institute for Public Health
and the Environment.

2.4. Analysis

After the interview, the audio recordings were fully transcribed verbatim and subse-
quently coded. The coding scheme was created based on the questions of the interview
guide, the underlying theoretical framework (described above) and additional topics that
were mentioned during the interviews. NVivo 12 was used to facilitate the coding [17].
A directed content analysis approach was used to assist in coding [18]. Hence, codes
were created based on the theoretical framework described above (Porter, 2008) and recur-
ring themes from the interviews. The interviews were coded by one author. Doubts or
unclarities were discussed within the team. After coding the interviews, the codes were
individually analyzed to structure recurring themes and differences.

3. Findings

The findings are structured around the main themes identified during the interviews:
background, high quality midwifery care, information provision, costs, under/over treat-
ment, interprofessional collaboration, and shared decision making. Table 3 summarizes
the background information of the participant. The table depicts that most participating
midwives were working full-time. Additionally, only one midwife had underlying health
issues which could increase the severity of a COVID-19 infection. All midwives did not
care for or live with anyone who was subjected to such issues.

Table 3. Background information participants.

Participant Total Working
Years as Midwife

Working Years at Current
Midwifery Practice

Working Part-
Time/Full-Time High Risk Group a Care for or Live with

High Risk Group a

1 14 13 Full-time No No
2 16 14 Full-time No No
3 1.5 1 Full-time No No
4 12 8 Full-time No No
5 3 2 Full-time No No
6 5 0.5 Part-time No No
7 16 15 Full-time No No
8 5 1.5 Full-time No No
9 33 24 Part-time No No
10 29 15 Full-time No No
11 7 3.5 Full-time No No
12 5 5 Part-time Yes No
13 22 12 Full-time No No
14 11 11 Full-time No No
15 5 1 Full-time No No

Notes: a High risk group = person with underlying health issues which may increase severity of a COVID-
19 infection.

3.1. Experiences of Midwives on Providing Care during the COVID-19 Pandemic

At the beginning of the pandemic, the midwives experienced difficulties in keeping
up with all the new measures and guidelines that were constantly published. This took up
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a lot of time, which was experienced as exhausting by some of the midwives. Midwives
and the pregnant women felt agitated and were afraid of what was to come. Moreover,
midwives had to trust the pregnant women to not come to their practice when experiencing
COVID-19-like symptoms. Some pregnant women did, however, come to the practice
with symptoms.

“I think that the biggest obstacle for me was that I constantly had to think about every-
thing. I’m making decisions differently now. Before, you would always say: ‘oh just come
by our practice’ or ‘I’ll come visit you’ [if a client experienced any problems]. Now I must
remember to first ask whether they are showing any symptoms, then I have to reconsider
what I have to do.” (Respondent 2)

Additionally, some midwives mentioned that it was difficult to get all the midwives
in their practice in line with each other, due to the different interpretations of information
they received, as well as differences in opinions. After a few weeks, when the regulations
became clearer and the midwives got more accustomed to the situation, they experienced it
to be somewhat easier.

“What I liked is that I supported all of the measures that were taken. This made it easier to
communicate them to our clients. And I have to say, I was surprised about how much is
still possible. And how happy I was with businesses such as Zoom, . . . Imagine if this had
happened 50 years ago, it would have been a much bigger problem.” (Respondent 11)

However, almost all midwives mentioned that they were not fond of the situation nor
how it influenced their profession. Most of the midwives found it difficult that they were
not able to provide the quality of care that they strived for during this period. Nevertheless,
they attempted to provide the best care possible.

“It’s just not fun anymore. You want to give people an ultrasound or give them a shoulder
to cry on, but you always have to think about keeping distance and the safety measures.”
(Respondent 4)

The midwives were not scared of getting the virus themselves, even though they were
in a region where, relatively, the most COVID-19 cases in the Netherlands occurred at the
time. Nevertheless, they were fearful regarding the potential risk of spreading COVID-19
onto pregnant women or family members.

“You do your best to prevent it [spreading of the virus]. If it happens despite this, then
you could not have prevented it. But I still get afraid when I hear of cases where young
people get really ill from it. And for yourself it would be horrible of course, but it is
worse for the young children you would leave behind. At the beginning, I experienced
anxiety often, when you entered someone’s home and thought: was this a moment [of
infection/spreading] or not?” (Respondent 1)

3.2. Experiences on Information Provision on COVID-19

The midwives mentioned that they used the websites and newsletters from the Royal
Dutch Organization for Midwives [KNOV] and the Dutch National Institute for Health
and Environment [RIVM] for national information. For regional information regarding
midwifery care and COVID-19, they used the information provided by the regional ‘Corona
Taskforce’. This Taskforce was established by the KNOV to organize midwifery care
at a regional level during the COVID-19 pandemic. This taskforce included important
stakeholders such as the chairwomen from regional midwifery collaborations. However,
the information provided by the KNOV and the Taskforce was perceived as unclear on
several occasions. Several participants reported that the information, especially on personal
protective equipment [PPE], could be interpreted in multiple ways, which made it difficult
to implement. This created differences between midwives, midwifery practices, and
hospitals. Additionally, there was a severe shortage of PPE at the beginning of the pandemic.
This all caused a lot of stress for the midwives.
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“We just don’t know what the best thing to do is. Everybody wants to do it well, but
exaggerating and putting on too much protective equipment is also not good, because
that only causes fear.” (Respondent 7)

At the beginning of the pandemic, new information from the KNOV regarding COVID-
19 frequently became available and documents were often revised and updated. This made
it difficult for the midwives to maintain overview and keep track of the most updated
information. Most of the information was provided on time. However, the first time a
relaxation of the national COVID-19 measures was introduced by the KNOV, the measures
were published late and leaked to the press before official publication. This caused a lot of
confusion and frustration among both midwives and pregnant women. It also resulted in a
lot of additional work for the midwives, because the regional measures they had to adhere
to were now stricter than the reduced national measures.

Some of the respondents indicated that they would have appreciated more general
information from the RIVM for pregnant women on the effects of COVID-19 during
pregnancy. However, other respondents mentioned that because of the differences between
the current region and national regulations, it was better to keep the dissemination of
information solely with the midwives.

3.3. Interprofessional Collaboration

The only thing that changed in the interprofessional collaboration between midwives
and the obstetrical care in the hospital during the COVID-19 pandemic, was that most of
the meetings were held online instead of face-to-face. The quality of the collaboration was
deemed to be the same, however. Collaboration with maternity home care nurses was also
satisfactory. At the beginning of the COVID-19 pandemic, the midwives no longer visited
pregnant women and newborns in the first week postpartum. Consequently, most of the
responsibility shifted to the maternity nurses. The midwives were of the opinion that the
maternity nurses sufficiently managed the situation.

“The collaboration with the maternity nurses went fine. I did realize I think, that we but
a pretty large burden on the shoulders of the maternity nurses, because they are our eyes
and ears now, even though they are not trained for that. Normally, we are able to decide
together: is this child looking a bit yellow? These things are a matter of judgement, which
now falls fully on the shoulders of the maternity nurse.” (Respondent 11)

3.4. Costs

The respondents reported that, on average, they worked 2–4 h more per day because
of the COVID-19 measures. This lasted for about a month, after which they reported that
they slowly became accustomed to the measures. These additional hours mostly resulted
from the midwives having to call all their clients before their face-to-face check-ups, to
triage them and to inform them about new measures. Further additional activities included
the telephone check-ups and having to keep up with all the changes in regulations and
communicating these to pregnant women and other stakeholders. The additional work
did depend on whether the midwife owned a midwifery practice or not. The owners felt
more responsible and handled more of the administrative tasks, such as converting new
measures to the implications for their specific practice. Some respondents mentioned that
this was starting to take a toll on their mental health, whilst others did not experience such
a burden. Additional costs due to COVID-19, besides the increase in working hours, mainly
consisted of costs for PPE and increased telephone bills.

“It is funny, because you would think that a telephone consult would be faster, but it
takes a lot more time. Normally, you can explain thinks using your computer or a folder,
but now you have to explain it all by telephone. After the telephone call, we then have to
deliver said folders to the clients. So in that case it costs a lot more time, on average about
two to three hours more I think.” (Respondent 12)
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3.5. Under/Overtreatment

Although the respondents mentioned that they were able to comply with the pre-
scribed KNOV schedule [see Table 1], they did report a need to call the pregnant women
more frequently than prescribed by the KNOV. There was as specific need for increased
check-ups between 16 and 27 weeks of pregnancy, as this was a relatively long period
without a scheduled check-up. This extensive time between check-ups was found to be
mentally challenging for the pregnant women. Furthermore, the first week postpartum
without a face-to-face check-up was experienced to be difficult by midwives, and they
noticed that this was also difficult for the pregnant women and maternity care nurses.
It was difficult, for example, to see how the stitches were healing or whether the baby
was looking healthy through video calls. Opinions on these video or telephone check-ups
varied. Most midwives preferred telephone calls; they thought this was easier than video
calls. Some midwives were pleased with the alternatives for face-to-face check-ups. Some-
times it was easier to plan such check-ups by telephone of video calls, although it did not
necessarily save much time. Other midwives mentioned that they missed the non-verbal
communication through telephone or video call.

“Telephone check-ups are more difficult, that really is a shame. You cannot see them, and
if they say: ‘My back hurts’, they cannot point it out over the telephone. And when they
come to the face-to-face check-up, it still takes just as long, so there is no time won there.”
(Respondent 13)

When a pregnant women needed (face-to-face) care, but this was not in the KNOV
schedule, the midwives would provide it anyway. However, this meant that only the
women who made clear that they needed or wanted additional care, received the care. Some
midwives mentioned that they were afraid that they overlooked some subtle additional
needs from clients, which they would normally only notice during a face-to-face check-up
through the women’s nonverbal communication.

Midwives perceived the COVID-19 midwifery schedule to diminish the quality of
care they provided compared to before the COVID-19 pandemic. Partners and children
were not allowed to come to face-to-face check-ups, therefore, it was difficult to get a clear
overview of the family circumstances. Additionally, pregnant women did not always know
all the midwives working at the practice because there were fewer check-ups. As a result,
occasionally, a midwife who the pregnant woman did not know assisted during labor,
which was deemed undesirable. Before the pandemic, pregnant women often got to meet
all midwives working at the practice before their delivery. However, overall, they believed
the quality of care they provided was sufficient, considering the challenging circumstances.

The midwives made the following recommendations on what changes they would like
to continue after the pandemic. They mentioned that multidisciplinary meetings with the
hospitals, other organizational meetings, the intake consultation with clients, and some of
the face-to-face check-ups during pregnancy or postpartum could be replaced by telephone
or video call check-ups. However, some of the midwives indicated they would like to keep
all contact moments with their clients face-to-face.

3.6. Experiences Pregnant Women

The respondents all mentioned that most pregnant women accepted the schedule
changes. Some pregnant women did mention to their midwife that the decreased number
of ultrasounds and the absence of their partner accompanying them to the face-to-face
check-ups was difficult for them. Almost all the respondents mentioned that there were
a few pregnant women who did not take the changes in care well, or that some partners
continued to come at appointments despite the requests not to come.

“There were clients who were making a fuss about wanting an ultrasound, although
it was not medically necessary. They were asking when it would be necessary to get
an ultrasound and I explained it to them. The next day, they would call me with those
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exact symptoms for an ultrasound. Then you have no other option but to give them
an ultrasound.” (Respondent 2)

There were a few pregnant women that were too afraid to visit the midwife. They
were afraid of getting infected during the visit, despite midwives making clear that they
were taking all necessary precautions. Some midwives even noticed that some pregnant
women were too afraid to call the midwife when something was wrong. They were afraid of
burdening the midwives or having to visit the hospital. Simultaneously, obstetric caregivers
in the hospitals were noticing that fewer pregnant women were referred to secondary
obstetric care. The midwives indicated that this observation scared them, because they had
not noticed pregnant women who needed to visit the hospital but did not visit, nor that
they were referring people less frequently to secondary care in comparison to before the
COVID-19 pandemic.

“What we noticed in the region is that we had to beware of still caring for the people
who really need it the most. I got scared by an example where they [the midwife] had
missed something [in a case of intrauterine foetal death]. What kind of symptoms did
the pregnant woman have and why was she not seen? . . . in the beginning we had to
hold everybody off as much as possible. But . . . If someone calls with severe worries and
symptoms, then you will still go and visit them. If they are very worried, you simply
cannot let them down.” (Respondent 1)

3.7. Shared Decision Making

There was less room for shared-decision making during the COVID-19 pandemic. Due
to the COVID-19 measures and guidelines, it was not always possible to follow the wishes
of the pregnant women. Additionally, the telephone or video call check-ups made it more
difficult to fully explain their options and have a discussion together.

“You say more often: ‘This is necessary now’. There is less room to talk about it and decide
about it together. It is of importance for the general health and wellbeing, and most people
get that. There is less wiggle room to divert from those measures.” (Respondent 14)

4. Discussion

This qualitative study assessed the experiences of midwives regarding the quality
of care in the Netherlands during the COVID-19 pandemic. Five main themes can be
identified from the findings: the increased threshold of contacting the midwife by pregnant
women when something is wrong; the shortage and unclear information on PPE; miscom-
munication on new measures; a decrease in shared-decision making; and the quality of
midwifery care.

The midwives noticed that there were fewer pregnant women contacting them for
care. In line with this, all three hospitals providing secondary obstetric care in the region
indicated that fewer pregnant women were referred to the hospital. In Italy, a similar situa-
tion occurred where hospital statistics showed a significant reduction of 80% in pediatric
emergency department visits and family pediatrician visits during the COVID-19 pandemic.
They concluded that this decrease is likely due to a scarcity of available resources and a
fear of exposure to COVID-19 [19]. In the United States, this fear of infection at the hospital
was reflected in an increased demand for out-of-hospital births [20]. In India, delivery units
at the hospital also noticed a decrease in hospital deliveries [21]. Furthermore, pregnant
women in Kenya and Ghana mentioned that they were afraid of visiting the midwife or the
hospital in fear of getting infected with COVID-19, after the number of visits to healthcare
professionals was found to decrease [22,23]. This is in line with the observations of the
KNOV [24]. Midwives in Australia saw clients less, or mostly through video- or phone calls,
which caused anxiety and large concerns for the midwives for missing critical signs [25]. A
quantitative study with Dutch midwives working both in primary and secondary obstetric
care, showed that primary care midwives referred clients less often to the hospital. The
secondary care midwives also had fewer consultations for decreased fetal movements.
Additionally, they noticed an increase in homebirths, which they speculated was also



Healthcare 2022, 10, 304 10 of 13

due to a fear of getting infected at the hospital [12]. This anxiety and worries about their
client’s health, together with their increased working hours, was starting to take a toll on
some of the midwifes’ health that were interviewed in this study. In the long-term, this
could potentially lead to worse health issues, such as burnout [26]. More research on the
long-term consequences for midwives is urgently needed to further examine this.

Furthermore, the midwives experienced a shortage on PPE and unclarity of PPE
measures. During a previous influenza pandemic in the Netherlands, a similar situation
occurred, where the measures on PPE were unclear to general practitioners (GPs) [27].
The GPs mentioned that the lack of clarity regarding the measures made it difficult to
implement them into their daily work. This caused almost half of them to disregard the
measures, mainly because the GPs were not aware of the patients’ infection status [27]. A
literature review on the use of PPE during pandemics only indicated which type of PPE
should be used when dealing with a COVID-19 case without specifying which PPE to use
for a healthcare worker who is dealing with someone not suspected of being infected with
COVID-19 [28]. This is in line with the current study, where the midwives had trouble
deciding when to use which type of PPE. The measures were clear when there was a
confirmed case of COVID-19, but when someone showed no potential symptoms, it was
not clear whether they should still wear PPE. Besides the issues with unclarity of PPE
measures, shortages were experienced around the world, which caused anxiety among
the healthcare workers [29–31]. Further concern was caused by the difficulty to read facial
expressions and clear communication whilst wearing PPE [32].

The participants indicated that there was an occurrence of severe miscommunication
on new measures. The midwives communicated clearly to the KNOV that this put them
in a difficult situation, so the KNOV took action. The next time that new measures were
introduced, midwives were invited to provide feedback on the concept measures. In
addition, the KNOV sent the final document to the midwives more than two weeks before
implementation. This gave the midwives time to organize the implementation of the new
measures, on a regional and individual level [33]. The importance of clear and timely
communication between health care organizations and personnel is also supported by the
Pandemic Influenza Response Plan and Strategic Framework of Public Health England,
based on previous pandemics [34]. Asking involved professionals for feedback on new
measures before finalization is thus also advised for the measures on PPE.

Shared-decision making, which is an important part of value-based health care [16],
decreased during the COVID-19 pandemic. Previous studies on pandemics and their
ethical challenges concluded that ethical decision making is often overlooked under special
circumstances such as pandemics [25,35]. The limited room for pregnant women’s choices
due to national regulations made it difficult to offer full shared-decision making, because
some options were not available anymore [25]. Smith and Silva argue that ethics should be
incorporated into the measures that are taken during a pandemic, and that under special
circumstances, there is room for different decisions [36]. For midwives this could, for
example, mean that if a pregnant woman has experienced a previous traumatic labor, there
is room to talk about having an extra person present during labor. Video calls instead
of phone calls could also be a way to have more personalized contact with pregnant
women [37,38], facilitating shared-decision making. Additionally, some measures can be
interpreted in many ways and can give slightly different choices to the pregnant women.
Differing personal values of each midwife and midwifery practice also influence their
perspective [39]. With more attention to ethics in pandemic measures, it could be possible
to maintain a certain level of the shared decision making.

Lastly, considering the circumstances, the overall quality of care during the COVID-
19 pandemic was still considered as sufficient by the midwives. In case of a new wave
of COVID-19, or a new pandemic, the KNOV COVID-19 schedule was expected to be
sufficient, pending a few changes to be made. Firstly, a check-up through telephone or
video call should be scheduled in the current 16 to 27-week gap, around 21 or 22 weeks of
pregnancy. The midwife can decide when to schedule this herself, depending on whether
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they perform the 20-week ultrasound themselves and therefore already see the pregnant
woman, or this ultrasound is performed elsewhere (e.g., a hospital). Secondly, a face-to-face
check-up in the first week postpartum is advised, around day three or four postpartum.
Additionally, clear guidelines with multiple examples should be created for the use of PPE,
since this is essential when dealing with COVID-19 patients [40,41].

For the post-pandemic midwifery care, certain check-ups could be offered over tele-
phone or video call. However, this should only be used if a face-to-face physical check-up is
not necessary. This could be the case for the intake appointment, and some of the check-ups
during pregnancy and postpartum. A previous study showed that patients sometimes
prefer a telephone check-up over a face-to-face check-up. NHS England provided the
choice between a face-to-face consult or a telephone consult for a flue triage, and 60% of the
respondents chose for the latter. This can also release some of the stress on the healthcare
system [42]. During the COVID-19 pandemic, chiropractors in the United States also started
using telephone and video call check-ups. They were able to provide high quality care over
telephone or video call and the patient satisfaction was high [43]. Additionally, some of the
organizational and multidisciplinary meetings that would normally happen face-to-face
can be held through telephone or video call.

Further research is still necessary in order to determine what the effects of the COVID-
19 pandemic are on the health and wellbeing of pregnant women and their offspring, both
regarding the effects of the changes of care, as well as regarding the effects of the virus
itself. There are some first indications that COVID-19 can have adverse effects for both
the pregnant woman and the child [11]. Additionally, the experiences and perspectives of
pregnant women and other stakeholders in the midwifery care sector, such as obstetricians
and maternity care nurses, should be investigated in future studies. This can provide
further indications on how to handle a future outbreak and optimize regular obstetric care.

Strengths and Limitations

One of the limitations of this study is that the study was performed during the
very quickly changing circumstances of the first wave of the COVID-19 pandemic in the
Netherlands. As a result, the interviews were each held at slightly different stages of the
pandemic, with different national and regional measures and regulations. In addition, the
interviews were performed through Zoom or telephone, due to the COVID-19 measures.
This made it difficult to pick up on nonverbal communication, although it did seem to lower
the participant burden, as the respondents were able to participate from home at a moment
they preferred. Additionally, the interviews were performed in only one region of the
Netherlands, which had one of the highest number of COVID-19 cases in the Netherlands
at that time [44]. Therefore, the generalizability to other parts of the Netherlands or other
countries might be limited. However, the participating midwives were certainly exposed
to the implications of the COVID-19 pandemic due to this. Furthermore, this study did
not include the views of the pregnant women. The study sample of 15 midwives can be
considered as limited, although it did represent 68% of the midwifery practices in the
selected region and data satiation was reached. The sample was diverse, with midwives
working for only a year to over 30 years of experience and working in very small to
large midwifery practices. This study is, to our knowledge, the first qualitative study to
report on the quality of obstetric care by midwifes during the COVID-19 pandemic from
the viewpoint of Dutch midwives. The interviews were conducted during the first few
weeks of the COVID-19 pandemic, which offers a clear insight on how the midwives dealt
with the uncertainties at the time. This is useful information for preparing for potential
future pandemics.

To conclude, the quality of care during the COVID-19 pandemic was experienced to be
sufficient, considering the circumstances. For future obstetric care during a pandemic, an
extra telephone check-up and a face-to-face visit postpartum are recommended to increase
the quality of care. After the pandemic, the midwifery care schedule is advised go back to
the way it was organized before the pandemic. However, telephone or video call check-ups



Healthcare 2022, 10, 304 12 of 13

can be offered to the pregnant woman when a face-to-face check-up is not necessary. Video
calls can also be used more often for organizational meetings in the future.

Author Contributions: R.H. (conceptualization, methodology, investigation, writing, visualization),
W.R. (Writing—review & editing), J.G. (conceptualization, methodology, writing—review & editing,
supervision). All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics committee of Maastricht University (approval
number: 6136864).

Informed Consent Statement: Informed consent was obtained from all subjects involved in this study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy reasons.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. World Health Organization. Rolling Updates on Coronavirus Disease 7 April 2020. Available online: https://www.who.int/

emergencies/diseases/novel-coronavirus-2019/events-as-they-happen (accessed on 19 May 2020).
2. National Institute for Public Health and the Environment (RIVM). Nederlandse Aanpak van Het Coronavirus en Veelgestelde

Vragen 2020. Available online: https://www.rijksoverheid.nl/onderwerpen/coronavirus-covid-19/veelgestelde-vragen-over-
de-aanpak-van-het-nieuwe-coronavirus-in-nederland (accessed on 19 May 2020).

3. Oppenheimer, C. Organising midwifery led care in The Netherlands. Br. Med. J. 1993, 307, 1400–1402. [CrossRef]
4. McKay, S. Models of midwifery care: Denmark, Sweden, and the Netherlands. J. Nurse-Midwifery 1993, 38, 114–120. [CrossRef]
5. Perined. Perinatale Zorg in Nederland Anno 2019: Landelijke Perinatale Cijfers en Duiding; Perined: Utrecht, The Netherlands, 2020.
6. Royal Dutch Organisation for Midwives (KNOV). Coronavirus 2020. Available online: https://www.knov.nl/vakkennis-en-

wetenschap/tekstpagina/788-1/coronavirus/hoofdstuk/1357/coronavirus/SS (accessed on 19 May 2020).
7. Koninklijke Nederlandse Organisatie van Verloskundigen (KNOV). COVID-19 Pandemie Draaiboek, 3rd ed.; KNOV: Utrecht,

The Netherlands, 2020.
8. KNOV. Praktijkkaart Postnatale Zorg. n.d. Available online: https://www.knov.nl/kennis-en-scholing/vakkennis-en-

wetenschap/vakkennis?componentid=6389760&title=Postnatale%252bzorg (accessed on 5 June 2020).
9. Van Teijlingen, E.R. Maternity home care assistants in the Netherlands. In Midwifery and the Medicalization of Childbirth: Comparative

Perspectives; van Teijlingen, E., Lowis, G., McCaffery, P., Porter, M., Eds.; Nova Science: New York, NY, USA, 2004; pp. 163–172.
10. Schwartz, D.A. An analysis of 38 pregnant women with COVID-19, their newborn infants, and maternal-fetal transmission of

SARS-CoV-2: Maternal Coronavirus infections and pregnancy outcomes. Arch. Pathol. Lab. Med. 2020, 144, 799–805. [CrossRef]
[PubMed]

11. Wei, S.Q.; Bilodeau-Bertrand, M.; Liu, S.; Auger, N. The impact of COVID-19 on pregnancy outcomes: A systematic review and
meta-analysis. Can. Med. Assoc. J. 2021, 193, E540–E548. [CrossRef] [PubMed]

12. van Manen, E.L.M.; Hollander, M.; Feijen-de Jong, E.; de Jonge, A.; Verhoeven, C.; Gitsels, J. Experiences of Dutch maternity care
professionals during the first wave of COVID-19 in a community based maternity care system. PLoS ONE 2021, 16, e0252735.
[CrossRef]

13. Stulz, V.M.; Bradfield, Z.; Cummins, A.; Catling, C.; Sweet, L.; McInnes, R.; McLaughlin, K.; Taylor, J.; Hartz, D.; Sheehan, A.
Midwives providing woman-centred care during the COVID-19 pandemic in Australia: A national qualitative study. Women
Birth 2021. [CrossRef]

14. Huysmans, E.; Audet, C.; Delvaux, T.; Galle, A.; Semaan, A.; Asefa, A.; Semaan, A.; Asefa, A.; Benova, L. How COVID-19
challenged care for women and their newborns: A qualitative case study of the experience of Belgian midwives during the first
wave of the pandemic. MedRxiv 2021. [CrossRef]

15. KNOV. Prenatale Verloskundige Begeleiding. Het Prenatale Consultschema; KNOV: Utrecht, The Netherlands, 2008.
16. Porter, M.E. Value-based health care delivery. Ann. Surg. 2008, 248, 503–509. [CrossRef]
17. QSR International. NVivo 2020. Available online: https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/

about/nvivo (accessed on 19 June 2020).
18. Hsieh, H.F.; Shannon, S.E. Three approaches to qualitative content analysis. Qual. Health Res. 2005, 15, 1277–1288. [CrossRef]
19. Lazzerini, M.; Barbi, E.; Apicella, A.; Marchetti, F.; Cardinale, F.; Trobia, G. Delayed access or provision of care in Italy resulting

from fear of COVID-19. Lancet Child Adolesc. Health 2020, 4, e10–e11. [CrossRef]
20. Davis-Floyd, R.; Gutschow, K.; Schwartz, D.A. Pregnancy, birth and the COVID-19 pandemic in the United States. Med. Anthropol.

2020, 39, 413–427. [CrossRef]

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://www.rijksoverheid.nl/onderwerpen/coronavirus-covid-19/veelgestelde-vragen-over-de-aanpak-van-het-nieuwe-coronavirus-in-nederland
https://www.rijksoverheid.nl/onderwerpen/coronavirus-covid-19/veelgestelde-vragen-over-de-aanpak-van-het-nieuwe-coronavirus-in-nederland
http://doi.org/10.1136/bmj.307.6916.1400
http://doi.org/10.1016/0091-2182(93)90145-7
https://www.knov.nl/vakkennis-en-wetenschap/tekstpagina/788-1/coronavirus/hoofdstuk/1357/coronavirus/SS
https://www.knov.nl/vakkennis-en-wetenschap/tekstpagina/788-1/coronavirus/hoofdstuk/1357/coronavirus/SS
https://www.knov.nl/kennis-en-scholing/vakkennis-en-wetenschap/vakkennis?componentid=6389760&title=Postnatale%252bzorg
https://www.knov.nl/kennis-en-scholing/vakkennis-en-wetenschap/vakkennis?componentid=6389760&title=Postnatale%252bzorg
http://doi.org/10.5858/arpa.2020-0901-SA
http://www.ncbi.nlm.nih.gov/pubmed/32180426
http://doi.org/10.1503/cmaj.202604
http://www.ncbi.nlm.nih.gov/pubmed/33741725
http://doi.org/10.1371/journal.pone.0252735
http://doi.org/10.1016/j.wombi.2021.10.006
http://doi.org/10.1101/2021.05.21.21257440
http://doi.org/10.1097/SLA.0b013e31818a43af
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/about/nvivo
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/about/nvivo
http://doi.org/10.1177/1049732305276687
http://doi.org/10.1016/S2352-4642(20)30108-5
http://doi.org/10.1080/01459740.2020.1761804


Healthcare 2022, 10, 304 13 of 13

21. Goyal, M.; Singh, P.; Singh, K.; Shekhar, S.; Agrawal, N.; Misra, S. The effect of the COVID-19 pandemic on maternal health due
to delay in seeking health care: Experience from a tertiary center. Int. J. Gynecol. Obstet. 2021, 152, 231–235. [CrossRef] [PubMed]

22. Moyer, C.A.; Sakyi, K.S.; Sacks, E.; Compton, S.D.; Lori, J.R.; Williams, J.E.O. COVID-19 is increasing Ghanaian pregnant women’s
anxiety and reducing healthcare seeking. Int. J. Gynaecol. Obstet. 2021, 152, 444–445. [CrossRef] [PubMed]

23. Onchonga, D.; Alfatafta, H.; Ngetich, E.; Makunda, W. Health-seeking behaviour among pregnant women during the COVID-19
pandemic: A qualitative study. Heliyon 2021, 7, e07972. [CrossRef]

24. Verweij, E.J.; M’hamdi, H.I.; Steegers, E.A.P.; Reiss, I.K.M.; Schoenmakers, S. Collateral damage of the covid-19 pandemic: A
Dutch perinatal perspective. BMJ 2020, 369, m2326. [CrossRef] [PubMed]

25. Bradfield, Z.; Hauck, Y.; Homer, C.S.E.; Sweet, L.; Wilson, A.N.; Szabo, R.A.; Wynter, K.; Vasilevski, V.; Kuliukas, L. Midwives’
experiences of providing maternity care during the COVID-19 pandemic in Australia. Women Birth 2021. [CrossRef]

26. Banovcinova, L.; Baskova, M. Sources of work-related stress and their effect on burnout in midwifery. Procedia-Soc. Behav. Sci.
2014, 132, 248–254. [CrossRef]

27. van Dijk, C.E.; Hooiveld, M.; Jentink, A.; Isken, L.D.; Timen, A.; Yzermans, C.J. Experiences of general practitioners and practice
assistants during the influenza A(H1N1) pandemic in the Netherlands: A cross-sectional survey. PLoS ONE 2015, 10, e0135666.
[CrossRef]

28. Garcia Godoy, L.R.; Jones, A.E.; Anderson, T.N.; Fisher, C.L.; Seeley, K.M.L.; Beeson, E.A.; Zane, H.K.; Peterson, J.W.; Sullivan, P.D.
Facial protection for healthcare workers during pandemics: A scoping review. BMJ Glob. Health 2020, 5, e002553. [CrossRef]

29. Hoernke, K.; Djellouli, N.; Andrews, L.; Lewis-Jackson, S.; Manby, L.; Martin, S.; Vanderslott, S.; Vindrola-Padros, C. Frontline
healthcare workers’ experiences with personal protective equipment during the COVID-19 pandemic in the UK: A rapid
qualitative appraisal. BMJ Open 2021, 11, e046199. [CrossRef]

30. Bhattacharya, S.; Hossain, M.M.; Singh, A. Addressing the shortage of personal protective equipment during the COVID-19
pandemic in India-A public health perspective. AIMS Public Health 2020, 7, 223. [CrossRef]

31. Ranney, M.L.; Griffeth, V.; Jha, A.K. Critical supply shortages—The need for ventilators and personal protective equipment
during the COVID-19 pandemic. N. Engl. J. Med. 2020, 382, e41. [CrossRef] [PubMed]

32. Semaan, A.; Audet, C.; Huysmans, E.; Afolabi, B.; Assarag, B.; Banke-Thomas, A.; Blencowe, H.; Caluwaerts, S.; Campbell,
O.M.R.; Cavallaro, F.L.; et al. Voices from the frontline: Findings from a thematic analysis of a rapid online global survey of
maternal and newborn health professionals facing the COVID-19 pandemic. BMJ Glob. Health 2020, 5, e002967. [CrossRef]

33. KNOV. Verruimingen Verloskundige Zorg Per 15 June 2020; KNOV: Utrecht, The Netherlands, 2020.
34. Public Health England. Pandemic Influenza Strategic Framework; Pandemic Influenza Strategic Framework: London, UK, 2014.
35. Abrams, E.M.; Shaker, M.; Oppenheimer, J.; Davis, R.S.; Bukstein, D.A.; Greenhawt, M. The challenges and opportunities for

shared decision making highlighted by COVID-19. J. Allergy Clin. Immunol. Pract. 2020, 8, 2474–2480.e1. [CrossRef] [PubMed]
36. Smith, M.J.; Silva, D.S. Ethics for pandemics beyond influenza: Ebola, drug-resistant tuberculosis, and anticipating future ethical

challenges in pandemic preparedness and response. Monash Bioeth. Rev. 2015, 33, 130–147. [CrossRef] [PubMed]
37. Gund, A.; Sjöqvist, B.A.; Wigert, H.; Hentz, E.; Lindecrantz, K.; Bry, K. A randomized controlled study about the use of eHealth in

the home health care of premature infants. BMC Med. Inform. Decis. Mak. 2013, 13, 22. [CrossRef]
38. Faucher, M.A.; Kennedy, H.P. Women’s perceptions on the use of video technology in early labor: Being able to see. J. Midwifery

Women’s Health 2020, 65, 342–348. [CrossRef] [PubMed]
39. Afolabi, M.O. Pandemic influenza: A comparative ethical approach. In Public Health Disasters: A Global Ethical Framework;

Springer: Cham, Switzerland, 2018; pp. 59–96.
40. World Health Organization. Rational Use of Personal Protective Equipment for Coronavirus Disease (COVID-19) and Considerations

during Severe Shortages: Interim Guidance, 6 April 2020; World Health Organization: Geneva, Switzerland, 2020.
41. KNOV. Persoonlijke Beschermingsmiddelen; KNOV: Utrecht, The Netherlands, 2020.
42. Rutter, P.; Mytton, O.; Ellis, B.; Donaldson, L. Access to the NHS by telephone and Internet during an influenza pandemic: An

observational study. BMJ Open 2014, 4, e004174. [CrossRef]
43. Green, B.N.; Pence, T.V.; Kwan, L.; Rokicki-Parashar, J. Rapid deployment of chiropractic telehealth at 2 worksite health centers in

response to the COVID-19 pandemic: Observations from the field. J. Manip. Physiol. Ther. 2020, 43, 404.e1–404.e10. [CrossRef]
44. RIVM. Actuele Informatie over Het Nieuwe Coronavirus 2020. Available online: https://www.rivm.nl/coronavirus-covid-19

/actueel (accessed on 5 June 2020).

http://doi.org/10.1002/ijgo.13457
http://www.ncbi.nlm.nih.gov/pubmed/33128794
http://doi.org/10.1002/ijgo.13487
http://www.ncbi.nlm.nih.gov/pubmed/33222215
http://doi.org/10.1016/j.heliyon.2021.e07972
http://doi.org/10.1136/bmj.m2326
http://www.ncbi.nlm.nih.gov/pubmed/32532741
http://doi.org/10.1016/j.wombi.2021.02.007
http://doi.org/10.1016/j.sbspro.2014.04.306
http://doi.org/10.1371/journal.pone.0135666
http://doi.org/10.1136/bmjgh-2020-002553
http://doi.org/10.1136/bmjopen-2020-046199
http://doi.org/10.3934/publichealth.2020019
http://doi.org/10.1056/NEJMp2006141
http://www.ncbi.nlm.nih.gov/pubmed/32212516
http://doi.org/10.1136/bmjgh-2020-002967
http://doi.org/10.1016/j.jaip.2020.07.003
http://www.ncbi.nlm.nih.gov/pubmed/32679348
http://doi.org/10.1007/s40592-015-0038-7
http://www.ncbi.nlm.nih.gov/pubmed/26507138
http://doi.org/10.1186/1472-6947-13-22
http://doi.org/10.1111/jmwh.13091
http://www.ncbi.nlm.nih.gov/pubmed/32277583
http://doi.org/10.1136/bmjopen-2013-004174
http://doi.org/10.1016/j.jmpt.2020.05.008
https://www.rivm.nl/coronavirus-covid-19/actueel
https://www.rivm.nl/coronavirus-covid-19/actueel

	Introduction 
	Methods 
	Study Design and Procedures 
	Participants 
	Theoretical Framework and Instrument 
	Analysis 

	Findings 
	Experiences of Midwives on Providing Care during the COVID-19 Pandemic 
	Experiences on Information Provision on COVID-19 
	Interprofessional Collaboration 
	Costs 
	Under/Overtreatment 
	Experiences Pregnant Women 
	Shared Decision Making 

	Discussion 
	References

