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Background
Women having a baby during the COVID-19 pandemic 
shared many of the experiences and concerns of the 
broader adult population, including the threat of infec-
tion and the impact of public health measures, such as 
increased feelings of isolation due to lockdowns [1, 2]. 
However, childbearing women faced additional pan-
demic-related stressors, such as difficulty accessing 
appropriate information on COVID-19, and concerns 
about the safety of attending antenatal appointments 
and birthing in the hospital environment [3, 4]. At the 
same time, health service measures to reduce the risk of 
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Abstract
Purpose Internationally, the COVID-19 pandemic impacted maternity services. In Australia, this included changes to 
antenatal appointments and the reduction of support people during labour and birth. For women pregnant during 
the pandemic there were increased stressors of infection in the community and in hospitals along with increased 
periods of isolation from friends and families during lockdown periods. The aim of this study was to explore the real-
time experiences of women who were pregnant and had a baby during the first wave of the COVID-19 pandemic in 
Australia.

Methods This study followed seven women throughout their pregnancy and early parenthood. Women created 
audio or video recordings in real time using the Voqual app and were followed up by in-depth interviews after they 
gave birth.

Results Using narrative analysis their individual stories were compared and an overarching theme of ‘feeling anxious’ 
was found which was underpinned by the two themes ‘model of care’ and ‘environment’.

Conclusions These findings highlight the protective impact midwifery continuity of care has on reducing anxiety in 
women during the pandemic, and that the home environment can either be secure and safe or a place of isolation.
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COVID-19 infection has resulted in fewer face-to-face 
appointments, and restrictions on partners and support 
people attending antenatal appointments, ultrasounds 
or the birth [4–6]. Consequently, giving birth during 
COVID-19 has been characterised by uncertainty, lone-
liness and distress [5], and women have reported feeling 
abandoned and alone due to maternity care changes [7].

Previous studies have investigated changes to maternity 
care during the pandemic in Australia through surveys 
with women [5, 7] and a survey and interviews with mid-
wives [6]. At present, there is a lack of literature regarding 
pregnant women’s experiences throughout the COVID-
19 pandemic using real-time data collection methods. A 
smart phone app called “Voqual” was developed for real-
time audio or visual data collection and instantaneous 
researcher access to the data without the need for mul-
tiple follow up interviews or risking memory recall biases 
[8, 9]. Moreover, chronic stress, such as that experienced 
over the course of the COVID-19 pandemic, has been 
shown to impair memory retrieval, owing to high cortisol 
levels [10].

The use of the Voqual app in this study provided a 
unique insight into how women experienced maternity 
care throughout the first wave of the COVID-10 pan-
demic. As such, the aim of this study was to explore the 
real-time experiences of women who were pregnant and 
had a baby during the first wave of the COVID-19 pan-
demic in Australia.

Methods
The Birth in the Time of COVID (BITTOC) study was 
a mixed-method, longitudinal study investigating the 
pandemic-related experiences and mental health of 
3,191 women who were pregnant and gave birth during 
COVID-19 in Australia from March 2020-to February 
2021, and the impact of these experiences on the devel-
opment of their children (2, 6, 12, 24 months following 
the birth) [11] Mixed methods research has the capabil-
ity to give greater understanding through the integration 
of a variety of qualitative and quantitative methodologies 
and analysis [12, 13].

Women were invited to be interviewed through social 
media advertising between April and May 2020. Women 
who were currently pregnant were also invited to par-
ticipate in the Voqual real time section of the study. The 
Voqual real-time app, a smartphone application, enabled 
participants to provide regular audio or video record-
ings, journaling their experiences in real time, capturing 
the immediate thoughts and experiences of participants 
[8]. Prior to recruitment, ethics approval was sought and 
obtained through Western Sydney University Human 
Ethics Committee, ethics number H13825.

Feminist framework
A feminist theoretical framework informed the study 
design. Using the Voqual app, participants decided 
whether they would make a recording, when they would 
make a recording and what information they would 
include. For example, the app allows participants to 
remove recordings if they later decide they do not want 
them included in the data, placing the power and control 
with the participant and not the researcher [14, 15].

An important aspect of qualitative feminist research 
is the role of reflexivity and identifying the roles and 
subjectivity of the researchers [16, 17]. The recruitment 
and interviews were undertaken by HK, a midwifery 
researcher, who mentored KT, an undergraduate Bach-
elor of Midwifery student undertaking a summer schol-
arship research project. Analysis was undertaken by HK 
and KT with regular reviews with HD, the chief investi-
gator of BITTOC.

Participants
Women interested in joining the Voqual study were given 
a participation information sheet and consent form and 
instructions for accessing and using the Voqual app. Par-
ticipants were asked to make regular recordings during 
their pregnancy and share their experiences of pregnancy 
and maternity care during the pandemic. The guidance 
on what topics to record was purposively kept broad to 
encourage the woman to share what she felt was impor-
tant at the time. A total of seven participants made 43 
recordings from around twenty weeks of pregnancy to six 
months postnatally (Table 1).

Data collection
Participants provided a video or audio recording via the 
app which they chose to save and upload. The researcher 
accessed the recordings via the secure database and 
downloaded them as MP4 or MP3 files which were then 
stored on password protected cloud-based storage. The 
recordings were transcribed and deidentified for analy-
sis. All women were interviewed post birth via zoom (age 
range 2 months to 8 months post birth). The research-
ers listened to all antenatal recordings from Voqual logs 

Table 1 Recordings and interviews
Pseudonym Number of 

Recordings
Range of length of 
antenatal record-
ings (minutes)

Postnatal 
interview 
length 
(minutes)

Amelia 1 9:42 42:57
Emma 2 1:01–2:01 45.54
Charlotte 2 2:00–4:11 49:22
Ava 3 0:43–20:22 37.14
Mia 7 1:58 − 4:59 1 h 18 min
Sophia 12 1:13–4:41 55:21
Olivia 16 0:57 − 8:15 1 h 24 min
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prior to individual interviews to develop individualised 
questions for each woman, additional to planned key 
questions (Table  2). For example, one woman made a 
comment in her antenatal recordings about being unable 
to shop for maternity clothes in physical stores due 
to lockdown and this was explored further during the 
interview.

Narrative analysis
Qualitative research explores participants’ experiences, 
behaviours and feelings through the sharing of stories 
[18]. Narrative analysis was chosen as the methodology 
as the focus was on individual stories that create mean-
ing and understanding [19–21]. The first author had used 
narrative analysis when using the Voqual app in a previ-
ous study and found this methodology kept the stories of 
the individuals as whole rather than separating into parts 
as can be found in other qualitative analysis methodolo-
gies [22]. The transcriptions from the Voqual recordings 
and the individual interviews were collated for each par-
ticipant, creating a chronological story across sequential 
timelines for analysis and exploration [23, 24]. The indi-
vidual stories of participants were uploaded to the quali-
tative software NVIVO 12, where they were read, re-read 
and analysed. A synopsis was written on each story to 
summarise and identify the influences framing the nar-
rative [25], and stories were compared for similar and 
contrasting themes. Regular team meetings occurred 
throughout the research process to discuss the analysis 
and findings.

Findings
Demographics of women
The participants were aged 30 to 39 years, university 
educated (undergraduate or postgraduate level) and in a 
long-term relationship (Table 3).

Themes
An overarching theme of ‘feeling anxious’ was identified, 
and this was informed by two themes: ‘model of care’ and 
‘environment’ (Fig. 1).

Women experienced different levels of anxiety during the 
first wave of the COVID-19 pandemic and this impacted 
on how women experienced their pregnancy, birth and 

postnatal period. Issues such as lockdown measures, infec-
tion rates, pandemic news coverage and changes to ante-
natal appointments influenced anxiety levels and women 
shared this through their audio recordings. The feelings of 
anxiety were exacerbated or mitigated by the ‘model of care’ 
and ‘environment’.

The women in this study experienced a variety of mod-
els of care, which impacted how supported or anxious they 
felt during their pregnancy. Sophia, who had standard frag-
mented maternity care, experienced significant gaps in her 
medical care during pregnancy despite being identified as 
high-risk quite early in her pregnancy. In contrast Olivia felt 
safe and supported under the care of a privately practising 
midwife (PPM). When Olivia did access the public hospital, 
she described a chaotic and disorganised system, further 
highlighting to her the benefit of having a PPM.

Lockdown measures brought about big changes for wom-
en’s everyday environment. Women who worked outside 
the home were restricted to home or working in an envi-
ronment under restrictions. Some women found the expe-
rience beneficial, and home became a sanctuary, and for 
others home became a prison of loneliness. Mia felt lonely 
throughout her pregnancy and postnatal period due to her 
partner working outside of the home as an essential worker. 
Emma however was able to continue to work as a midwifery 

Table 2 Interview questions
Questions for interviews
Can you tell me about your experiences of being pregnant/giving 
birth/early parenting during the COVID-19 pandemic?
What changes to your pregnancy care did you experience as a result of 
COVID-19?
How did COVID-19 restrictions impact upon your partner, family and/
or social support?
What changes to your birth care did you experience as a result of 
COVID-19?
Did your maternity care differ from what you expected it would be?
What changes to your postnatal care and early motherhood did you 
experience as a result of COVID-19?
Did you make any active decisions yourself to change your pregnancy/
birth/postnatal plans as a result of the COVID-19 restrictions?
What could your care provider/service have done to make your experi-
ence better?
COVID has had a huge impact – what might be some of the positive 
aspects of this pandemic in terms of provision of maternity care?

Table 3 Demographics
Pseudonym Age range Education level Country of birth State / Territory Previous pregnancies / births Baby’s age at interview
Amelia 35–39 Postgrad Australia City WA 1 / 1 8 months
Emma Unavailable Data 6 months
Charlotte 30–34 Undergrad Australia Regional NSW 2 / 1 2 months
Ava 30–34 Postgrad Australia Regional NSW 4 / 2 1 month
Mia 30–34 Undergrad Australia City NSW 1 / 0 4 months
Sophia 30–34 Postgrad Australia City NSW 1 / 0 5 months
Olivia 35–39 Postgrad UK Regional NSW 1 / 0 2 months
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student outside of the home, finding the increased personal 
protective equipment and screening added to her feelings 
of safety. Charlotte was able to plan for, and undertake, a 
homebirth, surrounded by her care providers and fam-
ily, followed by six weeks postnatal care and time at home 
bonding with her newborn baby together with her husband 
and first child, creating a warm space, shut off from the 
anxieties of the COVID-19 pandemic. The four stories of 
Sophia, Olivia, Emma and Mia will now be explored further. 
Similar themes were seen across all seven women’s stories.

Sophia
Sophia’s story details her perinatal experiences with the 
public hospital system during the pandemic and highlights 
a system in crisis allowing women to fall through cracks. 
Sophia’s anxiety increased due to experiencing a fragmented 
model of care. Sophia was pregnant throughout the first 
wave of COVID-19 in Australia and provides insight into 
how women were affected by changes that came in over-
night, with antenatal appointments reduced and replaced 
with telehealth and restrictions placed on support people 
attending appointments. For Sophia, the move to telehealth 
for antenatal appointments resulted in missed tests and a 
delay in receiving her 20-week anomaly ultrasound results 
until 28 weeks. This caused Sophia significant anxiety as she 
had been identified as having a high-risk pregnancy and was 
unsure if she would be able to birth at her chosen hospital.

“The woman on the phone tried to tell me that I went 
in for a 24-week check-up. I said “No, I didn’t have a 
24-week check-up, all of my check-ups were cancelled.” 
She goes “oh but I have notes here and I’m well they are 
not my notes because I wasn’t there;” so that was really 
frustrating, they were trying to tell me that I had been 
in, or I had had extra phone consults where I know for 

a fact that I hadn’t” [Sophia, recording 6].

Sophia relied on calling a pregnancy advice phone num-
ber to supplement the lack of professional advice she was 
receiving and calm her anxiety.

Sophia suffered with constant anxiety about how she 
would cope, as she’d had a history of significant mental 
health concerns and admitted to feeling vulnerable in the 
hospital environment.

“I’m still not allowed to have more than one person 
and it just makes me so mad, and you know I have a 
lot of mates who I see on Facebook who are all, it’s like- 
you know, I get to go back to the gym and I’m like how 
awesome for you. How great that you get to go back to 
the gym, and I have to give birth alone without my sup-
port network around me when really that should- that 
should just be a fricken fundamental right” [Sophia, 
recording 2].

Sophia was able to have her partner as her support per-
son but during labour she experienced complications with 
bleeding and fetal heart rate abnormalities, and she was 
taken for an emergency caesarean. Sophia found that a dif-
ficult experience and very far from the birthing experience 
she was hoping for. During the operation Sophia struggled 
to have skin-to-skin with her baby resulting in Sophia feel-
ing powerless and separated from her baby.

“The hardest thing for me and I still- I still get choked 
up talking about it is when they brought him out I 
couldn’t even hold my head up to look at him, because 
I was so numb….And so, they whisked him away with 
my partner, oh that’s the other thing, I was like, I really 
wanted skin to skin and so as soon as he was out, Lach-
lan whipped off his shirt, did skin to skin with him, but 

Fig. 1 Concept diagram of themes
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then umm, when he finally came back over to me, when 
the midwife brought him over to me, after he was like 
all checked and everything umm, and she just held- 
held him cheek to cheek for like 20 minutes. Just held 
him at my face and but- again it was that thing of like, 
I couldn’t hold him, I- I had no feeling in my hands 
and arms, and it’s sort of like wow my first experience 
as a mother is just powerless, helpless, not able to do 
anything that is just so intuitive, and it was so hard.” 
[Sophia, Interview].

Sophia was interviewed when her baby was 5 months old. 
On reflection, Sophia highlighted some positives of having 
a baby in lockdown as her partner took some leave before 
returning to working in their home environment which 
gave Sophia extra support in caring for the baby.

“he will take the baby in the morning, I wake up every 
single morning to an iced caramel latte on my bedside 
table, and then, you know when he starts work he will 
just sort of come in and put the baby next to me and 
at that- that really works for us, really works for us” 
[Sophia, Interview].

Following the birth there was a gradual lifting of lockdown 
restrictions, yet Sophia felt anxious that she would be seen 
as a bad mother if she took her baby outside of the home 
environment.

“I’d be oh I really want to go out, you know, just go for 
a coffee but I’m like, oh my god with the pandemic am 
I doing the right thing, are people gunna be looking at 
me going ‘oh my god, you take your newborn out what’s 
wrong with you’, and so there was that whole new 
level of isolation, I found that now I had like this little 
screaming gremlin, and I just was like, I just want to go 
out for a cup of coffee but I don’t want people to think 
that I’m being, like nonchalant with his health or well-
being” [Sophia, Interview].

Sophia was offered online parenting groups through com-
munity health but due to them being online she opted to 
build her community through her family and friends and 
attended a mums and bubs exercise group with her sister. 
Overall, Sophia regards her experience as being one of high 
stress and increased feelings of anxiety.

“I wouldn’t wish pregnancy in a pandemic upon 
anybody. Like it has honestly made me never want 
to be pregnant again … there is no way I would want 
to put myself through that and be pregnant during a 
pandemic ever, ever again. I would not recommend - 
one star. One out of ten” [Sophia, Interview].

Olivia
For Olivia, the COVID-19 pandemic impacted her initial 
decision-making regarding model of care. Early on in her 
pregnancy, Olivia had chosen to transfer her care from 
fragmented public hospital care to a PPM model of care. 
Significant concerns about lack of choice and the hospi-
tal environment impacted Olivia’s feelings of anxiety 
and prompted her decision to transfer to a PPM model of 
care and to birth in the home environment.

“Going to the hospital during Covid hasn’t been 
great it’s been a bit chaotic and disorganised, there 
are temperature checks on the way in, all that kind 
of precaution stuff, then you get in the waiting room 
and, [laugh] and then you sit there for an hour with 
loads of people in close proximity, so it’s just really 
weird and bizarre. Umm, lots of things have been 
denied and been difficult to access, I’ve had to strug-
gle to get a transvaginal scan to check out my cervix, 
because I have had two prior LEEP [excision on cer-
vix due to cervical cancer] procedures, all of it’s a big 
faph [palava] and its left me with very little faith in 
the system down there. So, onwards towards a home-
birth” [Olivia, recording 2].

Later recordings from Olivia focussed on being forced to 
attend a hospital booking in appointment to ensure the 
local hospital had her information in case she needed to 
transfer from home to hospital. The thought of attending 
this appointment increased her anxiety leading Olivia to 
cancel her appointment:

“I’ve had to cancel my appointment by lying instead 
of just being completely open and honest about, I’m 
not coming because I know that I can book in, over 
the phone and I’ve got a privately practice midwife 
and I’m having a homebirth I do not need to come 
to the appointment. . I get why they want me to go 
in, in person for that but I have a feeling that I’ll go 
in there and I’ll answer those questions and I’ll be 
talking about the homebirth, and they just won’t lis-
ten and take my perspective and decision to have a 
homebirth as valid” [Olivia, recording 9].

By recording 10, Olivia was successful in completely 
transferring her care to a PPM which reduced Olivia’s 
feelings of anxiety.

“I’m with my private practice midwife, which is 
good, and I feel a lot more calmer since I refused the 
intra-vaginal scan, which was unnecessary. . I want 
to be left alone kind of thing and Elizabeth [midwife] 
is coming on Monday actually so it’s just like a really 
good touch point that since transferring my care and 
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having less monitoring in the form of scans, I feel a 
lot more confident and comfortable in being preg-
nant” [Olivia, recording 10].

Although Olivia mentions having to switch off social 
media and news that discussed the COVID-19 pandemic, 
due to increasing anxiety caused by so much COVID 
information, in later recordings, like Sophia she is less 
focussed on the evolving pandemic and more focused on 
preparing her home-birthing environment. For Olivia 
the private midwifery model of care resolved many of 
her concerns.

Olivia made her last recording the day after her baby 
was born where she described her experience of birthing 
at home.

“I birthed my baby on the- in the bedroom hanging 
off, clinging off the bed on all fours in like 25 min-
utes of just pushing and I felt really in control and 
really empowered, and like I just made a conscious 
decision at some point when I was in the bath to 
make noise and grunt- grunt- grunt my way through 
labour. So, I didn’t have any tears and my partner 
caught the baby and, I birthed the placenta nor-
mally on the bed afterwards and everything was 
just really amazing and I feel good today” [Olivia, 
recording 16].

Through Olivia’s decision to have a homebirth she was 
able to connect to the local homebirth group that had 
a social media group page and met regularly. Although 
Olivia was on maternity leave, she was looking forward to 
returning to work.

“I’ve got like, been able to have a really positive expe-
rience, Covid has helped with that decision mak-
ing, and being able to be at home for work, I mean 
I could have probably stayed at home a lot anyway, 
cause I am sort of quite autonomous in my job. … 
So, like, its- it’s always been quite digital, I think 
in – in many ways like, Covid might help with, oh 
I dunno- cause like, going back to work, I might be 
able to work at home, more legitimately. But that 
blurred boundary of being able to work and care for 
a baby at the same time is gunna be quite difficult 
to navigate but at least I have got some greater flex-
ibility I think, to be able to be at home more” [Olivia, 
interview].

Olivia’s model of care during pregnancy gave her security 
and a relationship with a midwife she relied on for infor-
mation and support, which contributed to alleviating 
her anxieties about attending the hospital environment 
during a pandemic. Olivia was at risk of isolation and 

loneliness due to immediate family living overseas and 
the change to working from home, but through choosing 
homebirth Olivia gained access to a strong community of 
women both in her local area and online, which provided 
ongoing support following the birth of her baby.

Emma
Emma’s experience of giving birth during the COVID-19 
pandemic is one of relative calm due to negotiating her 
model of care and controlling her environment. Emma 
was a final year midwifery student during her pregnancy 
with her third child and had chosen to birth in the hospi-
tal she was training in under a fragmented model of care. 
However, Emma was able to negotiate having antenatal 
check-ups with a friend who was a registered midwife 
during Emma’s placements which provided a modified 
midwifery continuity model of care. Emma felt this was 
very personalised care and felt relieved she was still able 
to hear her baby’s heartbeat on a regular basis. If this 
option had not been available, Emma would have felt 
anxious regarding the wellbeing her baby.

“I know a lot of the women that I was looking after 
had only had telehealth for most of their pregnancy 
by the end. And umm, yeah, I guess I would have 
felt concerned if I wasn’t getting the regular blood 
pressure checks or, you know that sort of- … I mean 
even just things like them checking the foetal heart 
every appointment, umm that was reassuring to me 
whereas if you weren’t coming in and getting a check 
like that you wouldn’t have felt that” [Emma, Inter-
view].

Emma felt largely unaffected by the pandemic and was 
not stressed working in the clinical environment. How-
ever, public spaces raised her anxiety levels, so she 
avoided them. Emma described she was still able to 
undertake her midwifery placements and feeling highly 
protected by the patient and visitor COVID-19 screening 
procedures taking place before entry to the hospital.

Emma describes this as her “best birth” and felt sup-
ported by her modified midwifery led model of care 
in the public hospital she had placements in. This was 
in comparison to the private obstetric model of care 
she had experienced for her previous two births. For 
Emma her biggest concerns around the birth were the 
social restrictions having on her children meeting the 
new baby.

“I mean the hardest- hardest thing was who was 
allowed to be in the hospital with you. Umm, when I 
had Evie it was still only one support person. Which 
was fine I only ever really want my husband there 
anyway, but it was after that, when I couldn’t have 
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the kids come and because Evie was a big baby, I 
had to stay for blood sugar monitoring for 24 hours 
so, I already had been away from them for a night 
and then it was another night, so it was just- it was 
really hard, and I remember- really loving having 
my daughter come and meet my little boy when he 
was born, and that first meeting whereas we had 
to hold off, and wait until I got home, which I know 
affected a lot of people, like it was probably one of 
the hardest things” [Emma, Interview].

During her postpartum, Emma reported that the 
enforced social restrictions during the COVID-19 pan-
demic did not affect her physical or mental health as she 
was able to keep a family bubble within her home envi-
ronment, enabling bonding without the interference of 
visitors.

“I’m a bit of an introvert so I kind of liked having to 
[laugh] stay home. But umm, I just- I avoided public 
areas as much as possible, like I kept my kids home 
from school as well for- my daughter was already 
home-schooling, but my son’s kindy was still running 
but we kept him home. We just avoided shops, I just 
did a lot of like sending my husband out to get stuff, 
if we could online shop, I would do that. We just 
really would avoid, being around people, and if they 
were sick, we were absolutely nowhere near them. We 
just kind of kept to ourselves for a good few months. . 
with all of our kids kept into our little bubble…so, for 
us it wasn’t really too much different but it, we kind 
of just kept a lot more isolated” [Emma, Interview].

Mia
Mia initially requested to be accepted into the local 
MGP program at the hospital but the program was full 
so she chose a shared model of care with her GP so she 
could spend less time at the hospital and build an effec-
tive therapeutic relationship with her care provider. 
However, the quality of the relationship with the health 
professional was unsupportive, leaving Mia feeling more 
anxious throughout the perinatal period. Mia’s first ante-
natal appointment was scheduled within days of a wave 
of COVID-19 infections and her anxiety was increased 
due to distrusting relationship with her GP.

“My doctor, I didn’t really like her. She was, I 
wouldn’t go with her again, she was really curt, and 
again in those situations I didn’t really, yeah. The- 
they are not COVID related but I didn’t really feel 
like I was getting much from her or that I would ask- 
could ask a lot of questions … I did have another 
doctor before that, and then I moved to her because 

she was closer to me, I could walk to her, thing. I 
wouldn’t recommend her” [Mia, Interview].

The impact of lockdowns and rules around isolation 
resulted in changes in her local environment and these 
created feelings of anxiety for Mia, as they limited her 
choices around her daily activities, such as grocery shop-
ping, especially as her due date approached. At 36 weeks 
Mia made the following comment about her concerns.

“One of the things I’m bit worried about is hav-
ing accidentally visited a place that turns into a 
hotspot and having to self-isolate, for me that’s not 
so much of a problem. But if my husband goes some-
where and he needs to self-isolate he will not be able 
to come to the birth. So, at the moment we are not 
going out and about we are avoiding you know going 
out to a restaurant or a café or anything like that 
and I’m even getting a bit worried about doing our 
groceries, so I think I’m going to get my mum to do 
our groceries this week” (Mia, recording 7).

During pregnancy Mia controlled her environment 
through a self-imposed isolation due to feeling anxious 
about being exposed to Covid-19. Mia’s family went gro-
cery shopping for her and left it outside the door. Mia 
describes feeling ‘trapped’ inside her home for months on 
end without anything to do, as all her work had also been 
cancelled.

“It’s a bit crazy to kind of voluntarily self-isolate, but 
we can still- we will still go out for walk, I mean I’m 
still happy to see small groups of family and friends 
face to face that’s fine. But yeah definitely anywhere 
that is going to require isolation, anywhere there is 
strangers and things like that will be a no go. For 
however long this baby takes to come out, so you 
know maybe a month maybe six weeks, maybe a 
week, who knows” (Mia, recording 7).

Working from home during pregnancy meant a change 
to Mia’s work environment which meant Mia missed out 
on socialising with colleagues and connecting with other 
pregnant women at work. This led to loneliness, exacer-
bating her feelings of anxiety.

“So, I think probably the biggest thing for me at that 
point in time was like, loneliness and not being able 
to connect with other people really, because if I had 
have known these other people were pregnant at 
work as well, you know, we’d be talking about it all, 
and you know, catching up with each other and all 
that kind of stuff…Because I kind of wasn’t talking 
to anyone, I was just sitting at home by myself for 
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a long time. I mean it was kind of good practice for 
being a new mum, because you know, there is a lot of 
sitting at home with someone who can’t really talk. 
But I think yeah, the connection was probably some-
thing that I missed” [Mia, Interview].

Mia was also concerned about the inconsistent hospital 
guidance on the presence and number of support people 
she could have during labour. As Mia had shared care with 
her GP, she was subject to a fragmented model of care 
when she was in the hospital system and seeing different 
midwives at hospital appointments. Therefore, Mia’s biggest 
concern in her recordings was who she could have support-
ing her during labour and birth. Mia wanted her husband 
and mother (a midwife) to support her and wrote a letter of 
application to the birth unit Midwifery Unit Manager to be 
allowed a second support for labour.

“…and then I say [reads out letter] “As you can see 
the first 2 months of dealing with the hospital gave 
me no faith that I would have been taken care of 
properly. Over the course of this pregnancy, I have 
seen five different care providers for antenatal 
appointments … none of which will be able to con-
tinue my care through my birth. I understand the 
crucial role a trusted care provider and continuity 
of care can play in labour and birth, even outlined 
on the hospital website, and I feel I have been denied 
this through no fault of my own. Based on this 
information I would like consideration for a second 
birth partner present, my second birth partner has 
a background in maternal care and has been sup-
porting me through my pregnancy. As I am currently 
38 weeks pregnant please let me know if you require 
more information to make a decision.” So I sent that 
in at 38 weeks, and at 40 weeks I got an email saying 
approved, please print his email out and bring it in 
for your second birth partner to come along” [Mia, 
Interview].

The letter to the midwifery manager resulted in Mia’s 
mother being permitted to support her at the birth, 
alongside her husband. After the birth Mia had limited 
visitors.

“only my husband. No one could visit me I couldn’t 
even get any deliveries of, flowers or balloons or any-
thing like that… and once mum left the hospital, she 
couldn’t come back in” (Mia interview).

Postnatally, Mia felt anxious and unsupported as her 
home environment was impacted by lockdowns. Mia 
thought she would have appreciated having more visi-
tors, as this would allow her to be more enthusiastic 

about her new baby. Although Mia did connect socially 
online with other pregnant women and eventually new 
mothers, these connections were superficial and not long 
lasting, “I think if you haven’t met people before, I think a 
lot of the women found it hard to just go along and meet 
random people that, have sent a couple of text messages” 
[Mia, Interview].

Overall, Mia felt anxious and unsupported during her 
pregnancy and postnatal period, serving to shape Mia’s 
experience as a new mother as one of a lonely struggle. 
In a final poignant comment, Mia was asked if she could 
see any positives in the circumstances of being pregnant 
during the COVID-19 pandemic, “I would have liked to 
not be so alone in this. Yeah, I don’t really see any other 
positives [laugh] sorry” [Mia, Interview].

Discussion
To the best of our knowledge, this study is the first to 
examine the real-time experiences of women traversing 
their maternity care during the COVID-19 pandemic in 
Australia. In this study, we found women either became 
lost in a fragmented maternity care system or chose 
midwifery continuity of care (CoC) models, including 
homebirth options. In this study the model of care and 
environment impacted on women’s feelings of anxiety in 
the perinatal period during the COVID-19 pandemic.

Around one in five women experience perinatal anxi-
ety and depression [26]. Perinatal mental health concerns 
have far-reaching implications for the mother, baby and 
society as a whole. An international systematic literature 
review on perinatal mental health during COVID-19 
found eleven studies reported elevated levels of mental 
health symptoms such as depression and anxiety [27]. 
Perinatal mental health issues contribute to a range of 
psychosocial effects including substance abuse, physical 
health complications, domestic abuse and suicide [28], 
and the child more likely to go on to develop poor mental 
health in adolescence [29–32].

These findings are consistent with Stulz et al. (2022), 
where midwives reported higher anxiety in women and 
their families during the pandemic, with isolation and 
unpreparedness key factors contributing to heightened 
anxiety [33]. Quantitative analysis of women at two 
months postpartum as part of the mixed methods BIT-
TOC study found women with low/neutral resilience or 
low/moderate tolerance of uncertainty, a negative cogni-
tive appraisal and greater objective hardship was associ-
ated with higher anxiety in the postpartum period [34]. 
Maternal cognitive appraisal was seen as negative if the 
woman responded to the question on the consequences 
of COVID-19 on themselves and their household with a 
negative instead of positive response and has been asso-
ciated with postnatal depression [35] and childhood 
outcomes [36–38]. In additional to these psychological 
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protective factors, this study identified protective factors 
in the woman’s environment.

Protective factors of continuity of care
A further finding was that model of care along with envi-
ronment (hospital, home, society) impacted on anxiety 
levels. There is a growing body of evidence on the ben-
efits of midwifery CoC models including higher mater-
nal satisfaction [39], with these models characterised by 
individualised care and trust, allowing women to take 
the lead in decision-making [40, 41]. Taking a feminist 
research lens it is important to note that midwifery CoC 
models challenge the traditional patriarchal, hierarchical 
models of care by placing women at the centre [42] and 
working within a partnership paradigm [43, 44].

Women receiving full CoC during the pandemic expe-
rienced fewer changes in care compared with standard 
fragmented models and were more likely to view these 
as positive [35, 45]. Homebirth during the pandemic has 
also been found to influence women’s experiences posi-
tively [45]. In this study, women either sought out mid-
wifery CoC or experienced a fragmented maternity care 
system in chaos due to the pandemic. Internationally, 
this chaos has led to limited support people and dou-
las in labour, restricted access to waterbirth, closures of 
maternity services and increased interest in out of hos-
pital birthing [33, 46, 47]. Our findings suggest that mid-
wifery CoC had psychosocial benefits during a pandemic. 
Midwifery CoC has been found to mitigate the impact of 
stress on women during natural disasters, as was found in 
the Queensland flood study [48]. Midwifery CoC should 
be more readily available for all women including during 
times of stress and change, such as the pandemic, and the 
models should be valued as essential services rather than 
vulnerable to staff relocation and closures.

Impact of social support on anxiety
Social support was an important factor in how these 
women experienced the pandemic. Research from before 
the pandemic found low levels of social support from 
family, friends and partners and work colleagues have 
significant effects on increasing anxiety and depression 
[49, 50]. An analysis of depression, social support and 
COVID-19 experiences from the BITTOC survey in 2020 
found that lower social support from friends and family, 
and greater family stress or discord were associated with 
elevated self-reported depressive symptoms in perinatal 
women [11]. The women in this study reported higher 
anxiety levels when they had perceived lower levels of 
social support; however, for some women such as Olivia, 
being at home in a family bubble with limited visits from 
friends and family reduced her anxiety around bringing 
infection into the home environment with a new baby.

Strengths and limitations
A strength of this study was the utilisation of the Voqual 
app which allowed the immediate and remote collec-
tion of data from participants located across Australia in 
a time when many research projects were cancelled due 
to social distancing requirements. A benefit of using the 
Voqual app was collecting real time data that captured 
the evolving story. In keeping with the feminist frame-
work women were able to choose when and where they 
made recordings, and interviews were undertaken online 
at a time most suited to them. Real-time data collection 
also prevents the issue of recall bias when relying on 
postnatal interviews alone [9], which is pertinent consid-
ering chronic stress has been shown to impair memory 
retrieval, owing to high cortisol levels [10]. Women were 
not given guidance on the topics to record which may 
have resulted in women recording negative rather than 
positive experiences.

Women who participated were from higher socio-
economic groups, with no First Nations or culturally and 
linguistically diverse women represented. Additionally, as 
narrative analysis was used to analyse in depth the stories 
of the women, there are other stories from participants 
that, while analysed, could not be captured in this article 
due to word length.

Conclusion
The COVID-19 pandemic presented challenges interna-
tionally. This study explored the experiences of women 
giving birth in Australia during the pandemic. Both the 
maternity model of care and environment had an influ-
ence on levels of anxiety in the perinatal period. Our 
findings highlight the benefits of a supportive continuity 
of care model for women during times of increased stress 
and change, such as a pandemic.
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