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Abstract
Objective Obstetrical patients are at risk of complications from COVID-19 and face increased stress due to the pandemic 
and changes in hospital birth setting. The objective was to describe the perinatal care experiences of obstetrical patients who 
gave birth during the early phases of the COVID-19 pandemic.
Methods A descriptive epidemiological survey was administered to consenting patients who gave birth at The Ottawa Hos-
pital (TOH) between March 16th and June 16th, 2020. The participants reported on prenatal, in-hospital, and postpartum 
care experiences. COVID-19 pandemic related household stress factors were investigated. Frequencies and percentages are 
presented for categorical variables and median and interquartile range (IQR) for continuous variables.
Results A total of 216 participants were included in the analyses. Median participants age was 33 years (IQR: 30–36). Col-
lectively, 94 (43.5%) participants felt elevated stress for prenatal appointments and 105 (48.6%) for postpartum appointments 
because of COVID-19. There were 108 (50.0%) were scared to go to the hospital for delivery, 97 (44.9%) wore a mask during 
labour and 54 (25.0%) gave birth without a support person. During postpartum care, 125 (57.9%) had phone appointments 
(not offered prior to COVID-19), and 18 (8.3%) received no postpartum care at all.
Conclusion COVID-19 pandemic and public health protocols created a stressful healthcare environment for the obstetrical 
population where many were fearful of accessing services, experienced changes to standard care, or no care at all. As the pan-
demic continues, careful attention should be given to the perinatal population to reduce stress and improve continuity of care.
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Résumé
Objectif Les patients obstétriques sont à risque de complications de la COVID-19 et font face à un stress accru en raison de la 
pandémie et des changements dans le cadre de l’accouchement en milieu hospitalier. L’objectif était de décrire les expériences 
de soins périnataux des patients obstétriques qui ont accouché au cours des premières phases de la pandémie de COVID-19.
Méthodes Un sondage épidémiologique descriptif a été menée auprès de patients qui ont accouché à L'Hôpital d'Ottawa 
(TOH) entre le 16 mars et le 16 juin 2020. Les participants ont fait un compte rendu de leurs expériences en matière de soins 
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prénataux, hospitaliers et post-partum. Les facteurs de stress domestique liés à la COVID-19 ont été étudiés. Les fréquences 
et les pourcentages sont présentés pour les variables catégorielles et la médiane et l'écart interquartile (IQR) sont présentés 
pour les variables continues.
Résultats Au total, 261 participants ont répondu au sondage. L'âge maternel médian était de 33 ans (IQR: 30–36). Collec-
tivement, 94 participants (43,5%) ressentaient un stress élevé en lien avec les rendez-vous prénataux et 105 (48,6%) pour 
les rendez-vous post-partum en raison de la COVID-19. Il y avait 108 patients (50,0%) qui avaient peur d'aller à l'hôpital 
pour accoucher, 97 (44,9%) qui portaient un masque pendant leur travail et 54 (25,0%) qui ont accouché sans personne de 
soutien. En lien avec les soins post-partum, 125 (57,9%) ont eu des rendez-vous téléphoniques (non offerts avant la pandémie 
COVID-19) et 18 (8,3%) n'ont reçu aucun soin post-partum.
Conclusion La pandémie de COVID-19 et les politiques de santé publique ont créé un environnement de soins de santé 
stressant pour la population obstétrique où beaucoup avaient peur d'accéder aux services de soins, ont connu des change-
ments dans les soins de base ou n’ont pas eu de soins du tout. Alors que la pandémie se poursuit, une attention particulière 
doit être accordée à la population périnatale afin de réduire le stress et améliorer la continuité des soins.

Significance statement

This study has documented the experiences of obstetrical 
patients who gave birth during the beginning of the COVID-
19 pandemic, when there was very little known about 
COVID-19 and societies were on high alert. The partici-
pants in this study went through their pregnancy and post-
partum time with heightened stress, reductions in access to 
their perinatal care, delayed seeking care, and some received 
no perinatal care at all. There were increases in perinatal 
appointments by phone, which was well-received by the 
participants and not previous commonly available before.

Introduction

The novel coronavirus disease (COVID-19) was declared a 
global pandemic by the World Health Organization in March 
2020 (Sharma et al., 2020). This led to global concern over 
the possible adverse effects of COVID-19 disease on preg-
nant individuals, particularly as the pregnant population is 
disproportionately affected by respiratory illnesses (Di Mas-
cio et al., 2020; Liu et al., 2020a, 2020b). Studies of COVID-
19 disease identified higher mortality rates, intensive care 
unit admission and other infectious morbidity among preg-
nant individuals compared to the non-pregnant population 
(Khalil et al., 2020). Additionally, COVID-19 disease during 
pregnancy is associated with higher risk of pre-term birth, 
cesarian birth, and some cases of fetal and maternal death 
(Di Toro et al., 2021; McClymont et al., 2020).

Along with the clinical risks of COVID-19 disease, pub-
lic lockdown protocols and new hospital guidelines caused 
drastic changes to clinical service provision. Many health 
care services transitioned to virtual or remote care or can-
celled services altogether to reduce in-person visits and limit 
exposure to COVID-19 (Peahl et al., 2020). Pregnant and 

post-partum individuals are typically highly engaged with 
the healthcare system seeing many providers throughout 
the perinatal period. However, alternatives to face-to-face 
clinical care, such as phone or video appointments, while 
effective for infection control, can reduce opportunities for 
early identification of perinatal and neonatal health con-
cerns (Fryer et al., 2020). Additionally, many hospitals and 
obstetric departments had restricted visitation to prevent 
the spread of COVID-19, contributing to increased isola-
tion during labour and birth (Viaux et al., 2020). Increased 
use of personal protective equipment (PPE), such as masks 
and shields, by the obstetrical medical team and the patients 
can contribute to increased stress and limit communication 
(Rimmer et al., 2020).

Several studies have documented that the COVID-19 
pandemic has negatively affected the mental health of preg-
nant individuals and that their level of anxiety and depres-
sion symptoms was significantly increased (Abdoli et al., 
2020;). Other household stress factors such as income loss 
and financial strain contribute to anxiety and depressive 
symptoms (Dijkstra-Kersten et al., 2015). In addition to the 
substantial clinical risks associated with perinatal COVID-
19 disease, more information is needed on the experiences of 
the obstetrical population navigating pregnancy throughout 
the COVID-19 pandemic, including changes to their home 
environments and their health care experiences during the 
pandemic.

The objective of this study was to describe the perinatal 
experiences during the COVID-19 pandemic including: (1) 
household stress factors related to COVID-19 lockdown pro-
tocols, (2) patients health care utilization patterns during the 
COVID-19 pandemic and (3) patient perinatal health care 
experiences.
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Methods

Study Setting and Context

The study was conducted in Ottawa, Ontario. Ottawa is the 
capital city of Canada, with a metropolitan population of 
1.3 million (Statistics Canada, 2016). At the beginning of 
the study (June 2020), Ottawa had a cumulative total of 2 
650 COVID-19 cases (2 240 recovered), 40 161 cases in 
Ontario (36 381 recovered), and 119 451 cases in Canada 
(112 709 recovered) (Public Health Agency of Canada, 
2020). The state of emergency was declared by the Ontario 
provincial government on March 17, 2020, granting the 
government broad control to shut down institutions and 
businesses, such as schools and workplaces and to restrict 
movement and travel.

Our study took place at The Ottawa Hospital (TOH) 
Department of Obstetrics, Gynecology and Newborn Care. 
TOH has Obstetrical Units at two of its three campuses and 
delivers approximately 6 000 infants per year. TOH is the 
only hospital in the region that provides obstetrics tertiary 
care, and serves as the referral base for most of Eastern 
Ontario. Safety protocols were implemented by Department 
of Obstetrics, Gynecology, and Newborn Care to prevent the 
spread of COVID-19, including limiting visitors and verbal 
screening of all patients and their support person upon entry 
to the Birthing Unit. Antenatal patients who were admitted 
were not allowed to have a support person until in active 
labour and only one support person was permitted to be pre-
sent during labour and could only enter once (i.e., no in-and-
out privileges) after screening negative for COVID-19. No 
additional children or family members could visit during a 
patient’s hospital stay.

Study Design and Recruitment

This was a descriptive cross-sectional study of pregnant 
patients who delivered at TOH from March 16th to June 
16th, 2020. Study participants completed a one-time online 
survey investigating the patient’s experiences and how the 
COVID-19 pandemic impacted their perinatal experience.

Eligible participants were identified through a query 
of the hospital electronic medical health records for indi-
viduals who had given prior consent to be contacted for 
research purposes through the TOH Permission to Contact 
Program. To be included in the study, participants must 
have delivered a live infant at TOH during the first three 
months of the COVID-19 pandemic, be 16 years of age 
or over, and have an understanding of English or French. 
Patients whose pregnancies resulted in stillbirth or neona-
tal death were not contacted.

To improve response rate, eligible patients were contacted 
by phone, and after obtaining verbal informed consent, a 
link to the online survey was sent to a private email address. 
This allowed for private completion of the survey on a per-
sonal computer or device. The survey questions were not 
validated.

Patient Partner

The survey and all study materials were developed in col-
laboration with a Patient Partner (O’Hare-Gordon), who was 
admitted to TOH at the beginning of the COVID-19 pan-
demic and unable to see her partner and children for 5 weeks 
(22nd April – 27th May 2020). She gave birth to pre-term 
twins who admitted to Neonatal Intensive Care Unit. Our 
Patient Partner helped to develop survey questions and inter-
pret the results to best reflect the experiences of pregnancy 
and labour during the pandemic.

Variables

Demographic characteristics included participants age 
(years), infant age (days), month of childbirth and parity. 
Participants race/ethnicity was categorized using questions 
developed locally by Ottawa Public Health and included 
White, Asian (i.e., South, South-East, East), Middle East-
ern, Black, and Another Person of Color (POC). Participants 
reported on immigration status and marital status (married/
common law vs single/separated/divorced). Economic status 
was measured as gross household income below the Ottawa 
median (CAD $120,000) as determined by the Canadian 
Census (Statistics Canada, 2017). Level of education was 
determined as completion of an undergraduate, university 
degree, college education or higher.

Household stress factors related to the COVID-19 lock-
down included any parental income loss, partner is an essen-
tial worker, increase in substance use by partner and changes 
in child schedules (e.g., stopped school/daycare). Pregnancy 
stress related variables included not being able to have a 
baby shower (or other planned celebration), a family mem-
ber could not come and stay with them as planned, friends 
and family could not visit the new infant, or missing out on 
community resources.

Perinatal stress associated with care during the COVID-
19 pandemic included questions on feelings of stress or 
anxiety surrounding prenatal care, labour and delivery, and 
postpartum care. Thirteen questions were asked on a 5-point 
Likert scale from strongly agree to strongly disagree. The 
answers were dichotomized into strongly agree/agree vs neu-
tral/disagree/strongly disagree.

The survey investigated the mode and frequency of prena-
tal and postpartum care appointments (phone call, video call 
or in person). The in-hospital patient experience included 
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wearing a mask during delivery and if support persons were 
with participants for early labour, active labour/delivery, and 
postpartum.

Other questions investigated postpartum or infant health 
issues in addition to any postpartum visit to an emergency 
department for perinatal or neonatal medical attention. 
Lactation variables were included such as planned and cur-
rent method of feeding the infant (e.g., breast/chest milk, 
formula, or both) and difficulties experienced with breast/
chestfeeding. These variables are available in the supple-
mentary material.

Statistical Analyses

A descriptive approach was used to summarize the patient 
experience and no hypothesis testing or tests of association 
were conducted. Descriptive statistics included frequencies 
and percentages for categorical variables. Continuous vari-
ables were summarized using median and interquartile range 
(IQR). In accordance with privacy guidelines, all collected 
data of N < 5 was suppressed to ensure non-identification.

Results

From March 16th to June 16th, 2020, 1568 individuals 
delivered at TOH, 613 agreed to be contacted for research, 
572 had valid phone numbers, 302 gave consent to partici-
pate in the study, and 261 finished the survey, for an overall 
response rate of 42.6%. The analytic sample was restricted to 
216 patients with complete survey responses. No COVID-19 
diseases were reported among the survey participants.

Table  1 presents the general demographic informa-
tion among participants who delivered a live birth during 
the COVID-19 pandemic. The participants median age 
was 33 years (IQR:30–36) and the infant median age was 
76 days (IQR:66–90). The sample was composed of 147 
(68.1%) participants who identified as White, 31 (14.4%) 
South/South-East or East Asian, 18 (8.3%) Middle Eastern, 
17 (7.9%) Black, and 25 (11.6%) who identified as another 
person of color. In total, 212 (98.2%) spoke English and 
80 (37.0%) had household incomes below the municipal 
median.

Table 2 summarizes the household stress factors related to 
COVID-19 lockdown protocols. A total of 55 (25.5%) par-
ticipants reported that their partner was an essential worker. 
Since the start of the COVID-19 pandemic, 64 (29.6%) expe-
rienced household income loss. The most common house-
hold stressors included having safety concerns when going 
outside the house with their newborn (85.7%), missing out 
on community resources/supports (84.7%), and not being 

able to have their family and friends visit their new infant 
(78.7%).

Table  3 summarizes care utilization patterns during 
COVID-19 pandemic. Many participants reported having 
perinatal appointments by phone (a service not previously 
provided) including 102 (47.2%) for prenatal appointments 
and 125 (57.9%) for postpartum appointments. The major-
ity of participants (184 (85.2%)) reported that their support 
person was unable to attend one or more in-person prenatal 
appointments due to COVID-19. Furthermore, 66 (30.6%) 
and 91 (42.1%) participants reported fewer overall appoint-
ments than expected for prenatal and postpartum care, 
respectively. Regarding labour and delivery, 97 (44.9%) 
participants were required to wear a mask during the labour 
and delivery period and 16 (7.4%) did not have a support 
person present at any point during labour or delivery.

Table  4 focuses on stress associated with perinatal 
care during COVID-19 pandemic. A total of 146 (67.6%) 

Table 1  General demographic information among participants who 
delivered a live birth during the first three months of the COVID-19 
pandemic (n = 216)

NB. The study took place between March 16th and June 16th, 2020. 
No study participant had COVID-19 infection (current or resolved) at 
the time of the study
a Patients can choose multiple ethnicities and multiple languages
b Household median income for Ottawa is 120,000 $ (Statistics Can-
ada)

Variables n (%)

Participants age (years, median, IQR) 33 (30–36)
Age of infant at survey completion (days, median, IQR) 76 (66–90)
Month of child’s birth
 March 39 (18.06)
 April 82 (37.96)
 May 64 (29.63)
 June 31 (14.35)

Nulliparous 118 (54.63)
Ethnicitya

 White 147 (68.06)
 Middle Eastern 18 (8.33)
 Asian – South/East/South-East 31 (14.35)
 Black 17 (7.87)
 Another person of color 25 (11.57)

Born in Canada 159 (73.61)
Marital status
 Married/Comment Law vs single/separated/divorced 204 (94.44)
 Household incomes below municipal  medianb 80 (37.0)
 Completed University or College Education 188 (87.04)

Languagea

 Speak English 212 (98.15)
 Speak French 74 (34.26)
 Speak another language 29 (13.43)
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Table 2  Household stress 
factors related to COVID-19 
lockdown protocols (n = 216)

NB: The study took place between March 16th and June 16th, 2020
a Substance use includes tobacco, alcohol, cannabis

Variables n (%)

Any parental income loss 64 (29.63)
Partner is essential worker 55 (25.46)
Partner substance  usea increase 45 (20.83)
Childcare schedule changes
 No children 118 (54.63)
 Children stopped daycare/school 84 (38.89)
 Children schedule did not change 14 (6.48)

Family, friends, and community resources
 Not able to have a baby shower or other celebration 99 (45.83)
 A family member/friend was going to stay to help but couldn’t 108 (50.00)
 Missing out on community resources/support 170 (78.70)
 Friends and family cannot come visit the new infant 183 (84.72)
 Safety concerns about taking the new infant out of the house 185 (85.65)

Table 3  Patients health care 
utilization patterns during the 
COVID-19 pandemic (n = 216)

NB: The study took place between March 16th and June 16th, 2020

Variables n (%)

Prenatal care
Type of prenatal care appointments
 In person 212 (98.15)
 Phone call 102 (47.22)
 Video call 6 (2.78)

Support person unable to attend one or more prenatal appointments 184 (85.19)
Frequency of prenatal health care encounters
 More than expected 19 (8.80)
 Same 131 (60.65)
 Less than expected 66 (30.56)

Labour and delivery
Required to wear a mask during delivery 97 (44.91)
Timing when support person was present
 Early labour 77 (35.65)
 Active labour/delivery 162 (75.00)
 Postpartum 151 (69.91)

Support person was not present at any point during labour/delivery 16 (7.41)
Postpartum care
Type of postpartum care appointments
 In person 139 (64.35)
 Phone call 125 (57.87)
 Video call 12 (5.56)
 Did not get postpartum care 18 (8.33)

Frequency of postpartum health care encounters
 More than I expected 18 (8.33)
 The same as I expected 97 (44.91)
 Less than I expected 91 (42.13)
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participants reported being worried about their health and 
safety and/or their unborn infant because of COVID-19. 
Over a quarter of participants (57 (26.4%)) delayed seek-
ing care/coming to hospital for pregnancy concerns or dur-
ing labour, 108 (50.0%) were scared to go to the hospital 
to deliver their infant, and 105 (48.6%) felt stressed about 
going to their postpartum appointments. Despite stress and 
increased barriers in care, 102 (47.2%) participants reported 
that COVID-19 did not affected the quality of their prenatal 
care, 127 (58.8%) for labour/delivery care, and 68 (31.5%) 
for postpartum care.

Discussion

The COVID-19 pandemic has caused tremendous stress 
for the perinatal population, particularly in the early phases 
when there was much less known about the disease. Study 
participants described feeling anxiety about accessing all 
forms of prenatal, delivery and postpartum care, and many 
attended appointments alone, without a support person. Of 
concern, many participants reported that they delayed seek-
ing care because of fear of contracting COVID-19. Major 
changes in health care delivery during COVID-19 included 
the introduction of appointments by phone in place of face-
to-face clinical care, and many participants reported receiv-
ing fewer perinatal care appointments than expected, or no 
care at all.

A major strength of the study is the detailed information 
from the patient on their experiences giving birth during 
COVID-19, providing an important contribution to the lit-
erature on experiences of pregnancy during the COVID-19 

pandemic. Our results describe patients’ experiences access-
ing care, and household factors that were shaped by the 
COVID-19 pandemic protocols. Our sample was ethnically 
diverse and contributes to a more accurate representation of 
the challenges faced by Canada’s diverse population.

During the COVID-19 response, rapid changes to care 
delivery were made to accommodate infection control 
policies. In Canada, physicians typically follow a prenatal 
examination schedule where pregnant individuals are seen 
every 4 weeks until 28 weeks of pregnancy, every 2–3 weeks 
through week 36 of pregnancy, and every week during the 
final month of pregnancy ( B.C. Perinatal Health Program, 
2010). During COVID-19, half of the study participants 
had prenatal care by phone (47.2%) and almost 60% had 
postpartum care by phone (57.9%). Video calls were less 
common (3–6%). Our results are similar to those of stud-
ies conducted in the United States (Dijkstra-Kersten et al., 
2015). and United Kingdom, where a large-scale shift to 
telemedicine took place in March and April 2020, resulting 
in a decline of over 70–80% of in-person visits (Peahl et al., 
2020).(Mann et al., 2020; Rimmer et al., 2020).

A change to virtual care and phone-based encounters has 
both the potential for innovative improvements in health care 
delivery (Butler Tobah et al., 2019), but does not replace 
in-person visits for some high-risk pregnancies (Aziz et al., 
2020). Obstetrical care is not easily replaced by virtual care 
because of the need for in-person services that cannot be 
done virtually. Sample prenatal care regimens that incorpo-
rate telehealth have been developed to ensure that important 
in-person visits are maintained (e.g. urine screening, genetic 
counselling, ultrasounds, gestational diabetes screening, 
review of vital signs etc.), however, home blood pressure 

Table 4  Participants stress 
associated with perinatal care 
during COVID-19 pandemic 
(n = 216)

NB: The study took place between March 16th and June 16th, 2020

Variables n (%)

Prenatal care
 Worried about health and safety for myself and/or my unborn infant due to COVID 146 (67.59)
 Felt stressed going to prenatal appointments because of COVID 94 (43.52)
 PPE impacted communication with healthcare providers 5 (2.31)
 COVID did not impact the quality of prenatal care 102 (47.22)

Labour and delivery
 Delayed seeking care/coming to hospital for any pregnancy concern or in labour 57 (26.39)
 Scared to got to hospital to deliver my infant because of COVID 108 (50.00)
 Stressed/anxious that I could not bring more family/support people with me 136 (62.96)
 PPE negatively impacted birthing experience 41 (18.98)
 COVID did not impact the quality of my healthcare during labour/delivery 127 (58.80)
 COVID did not impact the quality of postpartum care during hospital stay 91 (42.13)

Postpartum care
 Worried about health and safety for myself and/my newborn infant due to COVID 168 (77.78)
 Felt stressed going to postpartum appointments because of COVID 105 (48.61)
 COVID did not impact the quality of my postpartum care after I left hospital 68 (31.48)
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and weight measurements can be managed virtually (Aziz, 
2020).

Encouragingly, studies have found high patient satisfac-
tion with telemedicine during the COVID-19 pandemic 
as we see a shift from traditional in-person clinic visits 
(Ramaswamy et al., 2020). Additional studies have shown 
that obstetrical providers found it feasible, appropriate and 
acceptable to integrate telemedicine into their perinatal care 
practice and many reported the desire to continue using 
telemedicine as an option for future visits (Tozour, 2021). 
Importantly, studies have also identified that shifts to virtual 
prenatal care was not associated with changes in perinatal 
outcomes. With appropriate measures and guidelines to miti-
gate legal and safety implication, this practice could become 
a new normal in future health care (Fryer 2020).

Despite the encouraging findings of successful uptake of 
virtual care, the COVID-19 protocols also contributed to 
isolating experiences where most participants reported that 
their spouse or support person was not permitted to attend 
one or more prenatal appointments and almost 8% gave birth 
without their spouse or support person. In fact, only 35% 
in early labour, 75% in active labour, and 70% in post-par-
tum recovery with a spouse/support person present. These 
restrictions could have adverse effects on health and coping 
as evidence showed the positive effect of support during 
labour on mental health and pregnancy outcomes such as 
reduced pain and need for analgesia, shorter labour, reduced 
operative vaginal and cesarian delivery and a greater satis-
faction with the overall labour experience (Ma et al., 2019).

Ensuring quality of care during the COVID-19 pandemic 
remains a health care priority. An encouraging finding in 
this study is that only a small portion of participants felt that 
PPE negatively impacted communication with health care 
providers, and a majority felt that the COVID-19 protocols 
did not impact the quality of their care during labour and 
delivery. This result is a testament to the staff and health care 
providers who have worked tirelessly to support patients and 
provide the best possible care under the intense protocols 
(Heath et al., 2020). A potential explanation for this find-
ing could be that standard obstetric protocols require health 
professionals to wear masks during delivery and that the 
actual clinical conditions did not change drastically from 
pre-COVID-19 protocols. However, it is atypical for preg-
nant patients to wear masks, and in this sample, 45% wore 
a mask during delivery and almost 20% felt it negatively 
impacted birthing experience. The variability in patients 
who were required to wear a mask during delivery could 
be explained by changes in PPE guidelines as the pandemic 
evolved, resulting in mandatory use of face masks at TOH 
half-way during the study period. Amid continued rises in 
COVID-19 cases, there is a pressing need to review the way 
care is provided so that hospitals can adapt to better address 
the needs of patients.

An important finding from this analysis is the high lev-
els of reported stress and anxiety among the participants. 
From a household perspective, almost 30% reported some 
reduction in household income due to COVID-19 pandemic, 
similar to results released by Statistics Canada (Statistics 
Canada, 2020). From a health care seeking perspective, 
many of the participants felt stressed going to any perinatal 
appointment, largely driven by fear of COVID-19 disease or 
general societal stress. Studies have shown that high levels 
of stress can contribute to adverse perinatal and neonatal 
outcomes and must seriously be taken into consideration 
when providing obstetrical care during high risk times (Rose 
et al., 2016). A recent study established that the COVID-
19 pandemic increased pregnant individuals’s anxiety and 
affected their decision-making relating to type of prenatal 
care, mode of delivery and infant feeding (Liu et al., 2020a, 
2020b). Access to community-based resources and services 
is an important part of postpartum health, however almost 
80% reported they missed out on services they would typi-
cally seek (e.g., parent-baby groups, breast/chestfeeding sup-
port group, prenatal exercise classes etc.) Social support is 
recognized as a factor of resilience during pregnancy and 
is associated with important perinatal health implications 
and obstetric outcomes (Schetter, 2011). This highlights the 
importance of understanding the impact of COVID-19 on 
the mental health of obstetric patients to provide guidelines 
for patient-centered care and attempt to mitigate the stress 
associated with public health restrictions.

Limitations

Self-selection bias into this study represents the main limi-
tation and we do not have information on patients who 
declined to participate or those who did not sign the institu-
tional approval for research, and therefore cannot examine 
response bias. Therefore, these results do not represent the 
population of individuals who gave birth at the hospital, but 
rather those who consented to participate in the survey. As 
this study is cross-sectional, we do not have temporal infor-
mation on changes to care, but rather the patients’ perspec-
tives of the changes that occurred. Measurement bias was 
reduced by contacting participants between 20 and 90 days 
postpartum and reducing recall bias. Since the pandemic 
evolved quickly, regulations and restrictions put in place by 
local authorities changed daily, potentially influencing the 
patient experience depending on their date of delivery dur-
ing the 3-month study period.
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Conclusion

As the COVID-19 pandemic continues, we need to con-
stantly review and evaluate the way care is provided so that 
hospitals can adapt to better answer the needs of patients 
and manage pregnancy-related stress and obstetrical care. 
More than half the study participants reported increased 
stress and anxiety while accessing perinatal care and deliv-
ery, attributable to the management of the COVID-19 pan-
demic. An increased number of perinatal appointments 
were completed using alternatives to face-to-face clinical 
care, such a phone or video appointments. In addition, the 
COVID-19 pandemic has driven rapid changes in hospital 
policies including the use of PPE and restrictions on the 
amount of support people allowed during prenatal appoint-
ments and delivery. Of importance, PPE did not result in a 
major barrier for communication with health care provid-
ers and did not contribute to a negative birth experience 
for most participants. The results of this study demonstrate 
the importance of adopting a patient-centered approach 
when providing care during a pandemic or other disaster 
to better address the need for physical and psychological 
support of pregnant individuals and to ensure continued 
high quality obstetric care. As the pandemic evolves, it 
is critical to understand how current practices impact the 
health and safety of the perinatal population. The estab-
lishment of an adapted COVID-19 prenatal framework for 
safe and effective delivery of obstetric care would allow 
for management of pregnancy-related stress and ensure 
that obstetric patients are fully supported to mitigate the 
risk of prejudice.
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