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Abstract

Aim: The study assessed women’s childbirth expectations and perceived effects of COVID-19 protocols on delivery in selected healthcare
facilities in Umuahia, Abia State, Nigeria.

Methods: The study adopted a cross-sectional descriptive survey research design. 304 women were purposively recruited from March
through December 2020 from selected healthcare facilities in Umuahia. A validated researcher-developed questionnaire was used as
instrument for data collection. Data obtained were subjected to descriptive statistics of frequencies, means, and standard deviations.
Results: Major findings showed highly rated expectations of women during childbirth were women’s involvement in decision making
about their care (3.69 + 3.20), provision of adequate information on baby care (3.65 + 3.17), and positive attitude of healthcare providers
(3.59 £ 3.11). A greater number of the participants strongly agreed that COVID-19 lockdown led to severe labor outcomes (3.25 + 2.98)
and delays in observing COVID-19 protocols by skilled personnel during delivery pose a great threat to mother and baby (3.58 + 3.12).
On the other hand, observation of social distancing by midwives (1.57 + 1.28) and testing women for COVID-19 before admission
(1.96 + 1.58) did not have any negative effect on the women’s delivery.

Conclusions: Women’s involvement in decision making concerning their birth plans and care are among the women’s expectations for their
birth. Healthcare providers need to fully understand these expectations and provide care that is consistent with them. It is also essential
that information provided to antenatal women, especially during pandemics, is comprehensive and comprehensible. This should be used
to openly communicate issues that may impact their birth experience, particularly in pandemics.
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need for attention and care is particularly important (Chango-
le et al., 2010). Previous birth experiences, both positive and
negative, can affect women’s expectations of their subsequent
childbirth experiences. Concepts related to these positive ex-

Introduction

Childbirth is one of the most notable events in a woman’s life

(Bell and Andersson, 2016). Birth, also known as labor or de-
livery, is the closing of pregnancy where one or more babies
pass through the birth canal or by abdominal surgery known as
caesarean section (Martin, 2015). Globally, about 140 million
women give birth every year without risk factors for complica-
tions for themselves or their babies throughout labor (WHO,
2018). 287,000 women die of causes associated with child-
birth, 99% of these are in developing countries (WHO, 2019).
In Nigeria, the birth rate in 2020 was 37.3 births per 1,000
people, and Nigeria ranked 20th on the list of the countries
with the highest birth rate in the African Continent (Kamer,
2022).

Labor and childbirth are a particularly vulnerable time for
women, though every woman experiences it differently, the

pectations for birth comprise closeness of the partner, sense
of protection, security, and serenity. The scenario imagined
by women is one that minimizes the sense of empowerment
and threatens their well-being and health in the short and long
term. However, during the COVID-19 pandemic these concepts
changed to feelings of danger, anxiety, and loneliness. In the
group of human rights in pregnancy and childbirth, WHO ac-
knowledges the importance of birth companionship, freedom
of birthing positions, bonding between mother and child after
birth as much as possible, and the promotion of breastfeeding.
Regrettably, across the globe, the pandemic has disrupted care
of women and children in several ways, such as, separation of
COVID-19 suspected and confirmed women from their babies
and preventing breastfeeding, which is contrary to both WHO
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standards and most COVID-19 guidelines. In Nigeria for in-
stance, the healthcare system was inadequate and unprepared
to contain the COVID-19 pandemic. Abia State in particular,
recorded the highest daily figure, with sixty-seven infections
out of 260 new cases of COVID-19 - as announced by the Ni-
geria Center for Disease Control (NCDC) on 7th June 2020.
This figure was more than four times as high as the initial six-
teen infections ever since February 2020. Expectant mothers,
healthcare providers and families have been stuck with fear.
The state also faced the challenge of an acute shortage of mid-
wives and obstetricians, substandard equipment and other
safety materials to work with, poor remuneration of the few
health workers, poor medical care, weak monitoring and su-
pervision, as well as other aspects that could affect the expec-
tations of women.

Meanwhile, a recently published study revealed that
COVID-19 does not seem to affect pregnant women more than
the general population (Chen et al., 2020); it is even more im-
portant that reproductive human rights were respected and
upheld. It is also important for women to have trusted com-
panions - including health care staff and relatives — around
them during labor and childbirth (WHO, 2022), since prohib-
itory changes and restrictions, such as banning of birth com-
panions or breastfeeding, can weaken trust and negatively
influence women’s birth expectations. In their study, White
Ribbon Alliance (2019) stated that the pandemic is certainly
altering women’s perspectives, resulting in reduced feelings
of trust, closeness and serenity, and an increase in feelings
of danger, anxiety, and abandonment. If these negative con-
structs pervade then there may be unintended consequences,
including an impact on birth expectations and further distress
for the woman and the child (White Ribbon Alliance, 2019).
Discovering how women feel and their specific needs at this
time ensure that healthcare providers can strive to create a re-
spectful alliance and empower women with self-confidence. It
is important for women to have trusted support around them
during labor and childbirth, including healthcare workers
and birth companions (WHO, 2018). Hence, in line with the
above, the study assessed the women’s childbirth expectations
and their perceived effects of COVID-19 protocols on delivery
during the peak period of the pandemic in selected healthcare
facilities in Umuahia, Abia State, Nigeria.

Materials and methods

The study adopted a cross-sectional descriptive survey research
design. A sample size of 304 was calculated from a total popu-
lation of 1,268 using Taro Yamene’s formular: n = N/ + N(e)?.
Where n = Sample size; N = Population size; e = Level of pre-
cision or Sampling error, which is + 5%. Women that met the
following inclusion criteria: delivered their babies in the select-
ed healthcare facilities during the peak periods of COVID-19
pandemic (between March and December 2020); aged be-
tween 20 and 45 years; willingness to participate in the study;
and had no coexisting medical condition were purposively
recruited from Federal Medical Centre (FMC) Umuahia and
Abia State Specialist Diagnostic Centre Umuahia, which were
designated COVID centres. A validated researcher-developed
questionnaire was used as an instrument for data collection.
The instrument was pilot tested using a group of women with
similar features in General Hospital Aba; a test-retest method
was applied, and data obtained were analyzed using Cronbach
Alpha test which yielded a reliability coefficient of 0.75. Ethical
approval for the study was obtained from the Ethics and Re-

search Committees of Federal Medical Centre Umuahia (FMC/
QEH/G.596/V0l.10/503). Administrative permits were ob-
tained from the Unit heads, while written informed consents
were obtained from the participants. With the assistance of
five student midwives, the questionnaires were administered
to participants during their visits to the Infant Welfare Clin-
ic. The data collection lasted for eight months. Data obtained
were subjected to descriptive statistics of frequencies, means
and standard deviations, and the results were presented in ta-
bles. All analyses were completed with the aid of the Interna-
tional Business Machine Statistical Package for Social Sciences
(version 23.0).

Results

304 questionnaires were distributed and 280 were properly
filled and returned, giving a 92% retrieval rate.

The results in Table 1 show that the majority of the partic-
ipants — 200 (71.4%), were from FMC Umuahia; had a mean
and standard deviation age of 25.9 + 3.2 years; attained ter-
tiary level of education — 195 (69.6%); were married — 260
(92.9%); engaged in a thriving business - 200 (71.4%); were
predominantly Christian - 270 (96.4%); had given birth at
least once — 150 (53.6%) and had normal vaginal delivery -
180 (64.3%).

Table 1. Socio-demographic characteristics of participants
(n = 280)

Variables Frequency (percentage)
Healthcare facility
Federal Medical Centre 200 (71.4)
Abia State Specialist Diagnostic Centre 80 (28.6)
Age (years)
<25 104 (37.2)
25-30 150 (53.6)
31-35 20 (7.1)
PIB5! 6(2.1)
Mean + SD =25.9 + 3.2
Highest educational level
Primary 0 (0.0)
Secondary 85 (30.4)
Tertiary 195 (69.6)
Marital status
Single 20 (7.1)
Married 260 (92.9)
Divorced/Widowed 0(0.0)
Occupation
Student 4(1.4)
Housewife 8(2.9
Civil servant 68 (24.3)
Business 200 (71.4)
Religion
Christianity 270 (96.4)
Islam 0(0.0)
None 10 (3.6)
Parity
Has given birth once 150 (53.6)
Has given birth 2-4 times 120 (42.9)
Has given birth >5 times 10 (3.5)
Type of delivery
Normal vaginal delivery 180 (64.3)
Assisted (instrumental) delivery 20(7.1)
Caesarean delivery 80 (28.6)
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Table 2 showed the participants’ expectations during child-
birth. The constituent variables showed that involving women
in decisions about their care was the highest-rated expectation
(3.69 + 3.20), followed by provision of adequate information

on baby care (3.65 + 3.17). All the variables mentioned had a
mean value greater than 2.5, which was the minimum cut off
value. The mean average was 3.47 + 2.99.

Table 2. Participants’ expectations during childbirth (n = 280)

Participants’ expectations Strongly Agreed Strongly Disagreed Mean + SD
agreed F (%) disagreed F (%)
F (%) F (%)
Giving appropriate and timely information on birth process 150 (53.57) 120 (42.86) 4 (1.43) 6(2.14) 3.48 + 3.00
Involving women in decisions about their care 200 (71.43) 76 (27.14) 2(0.71) 2(0.71) 3.69 + 3.20
Have a natural birth 140 (50.00) 80 (28.57) 40 (14.29) 20 (7.14) 3.21+2.83
Treating women with respect and dignity 101 (36.07) 175 (62.50) 1(0.36) 3(1.07) 3.34+2.84
Having skilled healthcare workers to attend to me always 162 (57.86) 88 (31.43) 20(7.14) 10 (3.57) 3.44 + 2.99
Positive attitude of healthcare providers 180 (64.28) 89 (31.79) 6(2.14) 5(1.79) 3.59 +3.11
Having adequate equipment and supplies 78 (27.86) 200 (71.43) 1(0.36) 1(0.36) 3.27 +2.76
Provision of information on danger signs after delivery 168 (60.00) 108 (38.57) 3(1.07) 1(0.36) 3.58 + 3.09
Provision of adequate information on baby care 200 (71.43) 68 (24.29) 7 (2.50) 5(1.79) 3.65+3.17

Mean of means + SD = 3.47 + 2.99

The results in Table 3 showed the participants’ perceived
effects of COVID-19 protocols on delivery. A greater number
strongly agreed that the COVID-19 lockdown led to severe la-
bor outcomes (3.25 + 2.98) and unnecessary delays by skilled
personnel in attending to women in labor, and that the pan-

demic posed a great threat to mother and baby (3.58 + 3.12).
On the other hand, the majority disagreed that social distanc-
ing disrupts quality care of midwives (1.57 + 1.28) and strong-
ly disagreed that testing women for COVID-19 before admis-
sion can increase their level of anxiety (1.96 + 1.58).

Table 3. Perceived effects of COVID-19 protocols on delivery (n = 280)

Perceived effects Strongly Agreed Strongly Disagreed Mean + SD

agreed F (%) disagreed F (%)

F (%) F (%)

COVID-19 lockdown led to severe labor outcomes 200 (71.43) 10 (3.57) 10 (3.57) 60 (21.43) 3.25+2.98
Social distancing disrupts quality care by midwives 10 (3.57) 40 (14.29) 50 (17.86) 180 (64.28) 1.57+1.28
Delays in observing COVID-19 protocols by skilled
personnel during delivery pose a great threat to mother 180 (64.28) 90 (32.14) 2(0.71) 8(2.86) 3.58 +3.12
and baby
Anxiety and fear associated with COVID-19 lead to 50 (17.86) 170 (60.71) 40 (14.29) 20 (7.14) 289 5246
premature labor
Restricting b{rth companions and support persons during 100 (35.71) 80 (28.57) 90 (32.14) 10 3.57) 296+ 758
labor lead to increased fear and neglect
j['estmg worr}en for COVI]?-19 before admission can 20 (7.14) 20 (7.14) 170 (60.71) 70 (25.00) 1.96 +1.58
increase their level of anxiety
A.pproprlate precautions taken by skllle(.‘l attendants during 100 (35.71) 50 (17.86) 80 (28.57) 50 (17.86) 971 4043
birth can prevent the spread of coronavirus
Having women provided with adequate information on
COVID-19 protocols antenatally will bridge the gap in their 168 (60.00) 108 (38.57) 3(1.07) 1(0.36) 3.58 +3.12
knowledge about the condition
Provision of adequate information on baby care 200 (71.43) 68 (24.29) 7 (2.50) 5(1.79) 3.65+3.17

Mean of means + SD = 2.70 + 2.34
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Discussion

Women’s expectations during childbirth

Labor and childbirth are particularly vulnerable periods for
women and their families. The highly transmissible nature of
COVID-19 was a challenge for all affected countries, including
Nigeria — particularly where infection rates were rising rapid-
ly. Expectant women were feeling very anxious and vulnerable
because of the pandemic. Their anxiety was increased by safety
concerns around catching COVID-19 while pregnant, the risk
to their unborn child, potential challenges accessing healthcare
facilities and eventual safe delivery. Giving birth in Nigeria
was further complicated by the COVID-19 pandemic. The ma-
jority of the study participants indicated that, among others,
the involvement of women in decision making about their care
(3.69 £ 3.20), provision of adequate information on caring for
their babies (3.65 + 3.17), and positive attitudes of healthcare
providers (3.59 + 3.11) were their main expectations during
childbirth. This emphasized the importance of adequate and
effective communication between the healthcare providers
and the women. Some women in the study provided exam-
ples in which the midwives communicated effectively with
them. They highlighted the importance of midwives showing
interest in their wellbeing and that of the baby; and provid-
ing clear explanations to procedures. This finding is similar to
studies by Afaya et al. (2017) and Srivastava et al. (2015) in
which women reported their satisfaction with the information
they received from midwives. Dzomeku et al. (2018) also pos-
ited that effective and adequate communcation and relational
skills of healthcare personnels are major determinants of trust
between care providers and women. In addition, most (>90%)
of the mothers in the study were between 20-35 years old. It
is likely that these younger participants belong to the group
of childbearing age who are more energetic and, as such, more
eager to receive information that will better their lives and
that of the newborn. All (100%) participants had formal edu-
cation, majorly tertiary education. Women with some formal
educations are more likely to be better informed about health-
care and adopt improved healthy practices. This showed that
women are moving with the trends in the educational system
in Nigeria. Therefore midwives need to be more proactive in
the provision of information and explanations to procedures
to ensure effective and cooperative maternity care — as some
participants, particularly those who underwent emergency
caesarean section, were distraught due to the inadequate pro-
vision of information about the surgical procedure. Contrary
to this finding, other studies have highlighted the negative im-
pact that staff attitudes and communication have on women
(Bhavnami and Newburn, 2010; Rudman and Waldenstrom,
2007). For the most part, the women in these studies de-
scribed the attitude of the healthcare staff positively, although
a small minority reported that some had spoken to them in a
manner thought to be inappropriate. However, Brown et al.
(2005) reported that the greatest effects on women’s overall
rating of positive attitude of the healthcare providers were
based on their interaction with healthcare providers, includ-
ing how sensitive and understanding they were, how busy they
seemed to be, and if advice and support were offered.

Perceived effects of COVID-19 protocols on delivery

Patients’ understanding of the effects of COVID-19 on child
delivery indicated that the COVID-19 awareness campaign
had been fruitful. The majority of the participants agreed that
COVID-19 posed a threat to the mother and her baby. The

participants believed that COVID-19 is real and a threat to
mother and child. This is similar to the findings of Rasmus-
sen and Jamieson (2020). The clinical symptoms of COVID-19
in pregnancy are similar to those in non-pregnant individuals
(Huntley et al.,i2020). The main clinical symptoms are fever,
myalgia, dry cough, shortness of breath, and fatigue. Some of
these symptoms overlap with those of normal pregnancy, and
so high clinical suspicion is necessary even in afebrile wom-
en. Based on limited study, no compelling evidence suggests
intrauterine vertical transmission of COVID-19 from infected
women to their babies (Karimi-Zarchi et al., 2020). However,
postnatal contamination cannot be conclusively ruled out. In
early studies from China, it was noted that some newborns
were preterm and low birth weight when born to COVID-19
positive mothers, but evidence as to whether these were re-
lated to the disease is unclear. This could mean that a greater
part of the client’s antenatal care, such as direct contact with
an obstetrician or midwife, adequate physical and ultrasound
examination, and the regularity of the follow-up schedule was
noticeably disrupted. This raises further concerns regarding
potential adverse outcomes that result from missed oppotr-
tunities for prevention of early intervention, thereby caus-
ing severe labour outcomes. Similar to this finding, Riley et
al. (2020), reported a reduction of only 10% in the provision
of pregnancy-related and newborn services in low-and mid-
dle-income countries during the COVID-19 outbreak. This
could lead to castastrophic increases in the number of mater-
nal and neonatal deaths, as well as women experiencing major
obstetric complications, and newborns experiencing major
complications without receiving appropriate care.

Moreso agrees with the study by Ramoni et al. (2020),
which states that maternal and child health services have
been intensely influenced by the COVID-19 pandemic. With
its emergence in Nigeria, a considerable number of pregnant
women have not experienced fair treatment at health facili-
ties for antenatal care and delivery (3.25 + 2.98). This supports
UNICEF Data (2020) postulations that expectant mothers
and mothers with newborns may experience difficulties ac-
cessing services because of transport interruptions and lock-
down measures, or be reluctant to come to healthcare facilities
due to fear of infection. The study also revealed that hospital
COVID-19 protocols were very strict (2.71 + 2.43). The women
had to pass through one entrance for their temperature check,
wash their hands and sanitize them, and wear a face mask even
while pushing the baby — which made them uncomfortable.
This is consistent with the labor and delivery guideline of Mol-
lard and Wittmaack (2021), which stated that guidelines for
maternal care practices should promote the feelings of safety
and control, and also the overall experience of women giving
birth in hospitals during a pandemic.

The study also revealed that unnecessary delays caused by
skilled personnel putting on their protective equipment to at-
tend to women in labor pose a great threat to mother and baby
(3.58 + 3.12). Other participants were displeased that quality
care by midwives was disrupted due to COVID-19 protocols,
unlike the better care they received during previous preg-
nancies. They stated that midwives looked anxious and were
strict with the protocols, and those who did not believe in the
reality of COVID-19 frowned at this attitude. However, it is
normal in events such as pandemics that healthcare personnel
should apply protective measures to save their own lives too.
These finding were in line with the reports of Bradfield et al.
(2021) which posited that the COVID-19 pandemic drastically
changed the methods of healthcare delivery in so many coun-
tries around the globe. Facts on the experience of those re-
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ceiving or providing maternal-child care services are crucial to
guide practice through this challenging period. Findings from
the study also reported restrictions on birth companions and
support persons during labor — which could lead to increased
fear and neglect (2.96 + 2.58). This corresponds with the find-
ings of Fetters (2020) who reported that a worldwide pandem-
ic brings multiple layers of logistical and psychological stress
to the already stressful period of new parenthood. However,
the restrictions on the birth companions and support persons
were in line with labor and delivery guidance for COVID-19, as
set forth by Boelig et al. (2020), which stated that only a single
unchanged support person should remain during labor and de-
livery, and they must have screened negative for symptoms of
COVID-19. As well as this, they can only accompany the birth-
ing mother if the institution has the following: sufficient PPE
for the support person, adequate spacing and a care environ-
ment in which support people can be appropriately physically
distanced from other clients and support persons; and/or the
ability to ensure the support person strictly adheres to physi-
cal distancing and infection control measures. All these meas-
ures were to minimize the risk of COVID-19 transmission. Un-
fortunately, in this environment, despite the mandatory use of
face masks — as recommended by hospital protocol, some close
relatives, such as husbands and mothers-in-law, did not abide
to the protocol because they did not believe in the existence of
COVID-19 or maintained that it is politically motivated.

Conclusions

The outbreak of COVID-19 has caused stress and tension for
expectant mothers in Umuahia, Abia State, and in Nigeria.

Hence women’s main expectations (among others) during
childbirth were involvement in making decisions about their
care, provision of adequate information on caring for their ba-
bies during the pandemic, and the positive attitude of health-
care providers. Despite the concerns affecting the general
population, there are specific issues causing increased levels
of anxiety among expectant mothers, such as higher risk of
contracting COVID-19, vulnerability to severe complications,
the risk of mother-to-child transmission, and the potential
effects of COVID-19 on the fetus. Thus, all pregnant women
and their newborn babies, including those with confirmed or
suspected COVID-19 infections, have the right to high quali-
ty care before, during, and after childbirth - including mental
healthcare.

Recommendations

Based on the findings of the study, the following recommenda-
tions can be made; maternity care practices guidelines should
promote feelings of safety and control for expectant mothers
giving birth in the hospital during a pandemic; maternity care
staff should always provide clear, concise information, and
compassionate client-centered care to ease women’s anxie-
ty about unpredictable policy as the pandemic continues to
evolve. There is also a need to build resilience among maternity
care staff as this might foster positive emotions to assist them
in dealing with anxieties, fears, stress, and other challenges of
the pandemic.
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Ocekavani Zzen ohledné porodu a vnimany vliv protokola COVID-19 na porod

Souhrn

Cil: Studie hodnotila o¢ekavani zen ohledné porodu a vnimané ué¢inky protokola COVID-19 na porod ve vybranych zdravotnic-

kych zatizenich v Umuahia, Abia, Nigérie.

Metodika: Byla pouZita prarezova deskriptivni vyzkumnd metoda. Do studie bylo v obdobi od bfezna do prosince 2020 cilené
vybrano t#i sta ¢tyti (304) Zen z vybranych zdravotnickych zatizeni v Umuahii. Jako néstroj pro sbér dat byl pouzit validovany
dotaznik vyvinuty vyzkumnymi pracovniky. Ziskana data byla podrobena deskriptivni statistice ¢etnosti, pramért a smérodat-

nych odchylek.

Vysledky: Hlavni zjisténi ukazala, Ze vysoce hodnocend ocekdvani Zen béhem porodu byla zapojeni Zen do rozhodovani o péci
(3,69 * 3,20), poskytovani adekvétnich informaci o péé¢i o miminko (3,65 + 3,17) a pozitivni pfistup poskytovateld zdravotni péce
(3,59 + 3,11). Vétsi pocet ucastnikt plné souhlasil s tim, Ze lockdown béhem pandemie vedl k vaznym porodnim zavéram (3,25 +
2,98); a zpozdéni pti dodrzovani protokold COVID-19 kvalifikovanym persondlem béhem porodu predstavuje velkou hrozbu pro
matku a dité (3,58 + 3,12). Na druhou stranu pozorovani socidlniho distancovéani porodnimi asistentkami (1,57 + 1,28) a testova-
ni Zen na covid-19 pted ptijetim (1,96 + 1,58) nemélo na porod zadny negativni vliv.

Zdvér: Zapojeni zen do rozhodovani o jejich porodnich planech a péci predstavuje o¢ekavani Zen od jejich porodu. Poskytovatelé
zdravotni péce musi témto o¢ekdvanim plné porozumét a poskytovat péci, ktera je s nimi v souladu. Je také nezbytné, aby in-
formace poskytované Zendm v prenatalnim obdobi, zejména v dobé pandemie, byly komplexni a srozumitelné. To by mélo byt
pouzito k oteviené komunikaci o problémech, které mohou ovlivnit jejich porodni zkugenost, zejména béhem pandemie.

Klicova slova: COVID-19 protokoly; ocekavani od porodu; porod; vnimany efekt; Zeny
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