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ABSTRACT
With over a million people infected, the global pandemic caused by the severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) has been growing at an accelerating degree. The rising mortality rate warrants
identification and protection of the vulnerable populations in society. Despite the increasing number of
published studies on COVID-19 in pregnancy, there are insufficient good-quality data to draw unbiased
conclusions with regard to the severity of the disease or specific complications of COVID-19 with reference
to the mode of delivery, vertical/peripartum transmission, and complications in neonates, born by infected
pregnant women. Data on maternal and perinatal outcomes of women infected with the SARS-CoV-2 are
limited to a handful of case reports and series. The sample sizes are small and findings are diverse.
Regarding the mode of delivery in women with suspected or confirmed COVID-19, many studies
conclude that the rates of Caesarean Section (CS) are higher in these women, despite the guidelines for
vaginal labour. The aim of this critical realist review (CRR) is to investigate this phenomenon as well as the
role of midwives in birth experience of women with COVID-19.
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C

INTRODUCTION

oronaviruses are a large family of viruses that might cause infection not
only in humans but also in animals
(1). In humans, they usually cause
mild to moderate upper-respiratory
tract illnesses (i.e., common cold) (2). New coronaviruses have recently emerged from animal
reservoirs to cause serious and widespread illness

and could be responsible for more serious di
seases such as severe acute respiratory syndrome
(SARS) and Middle East respiratory syndrome
(MERS) (1, 3).
SARS-CoV-2 causes coronavirus disease 2019
(COVID-19), which emerged from China in December 2019 and was declared a global pandemic by the World Health Organization on
March 11, 2020 (1).
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As of February 7th 2020, the ongoing (COVID-19
pandemic has swept through 216 countries glo
bally and the number of total confirmed cases
has exceeded 105.4 million, including almost
2,302,302 deaths, while in Europe the number
was almost 35.5 million (4).
Fever, fatigue and dry cough are among the
most usual symptoms of COVID-19. Some patients may experience symptoms such as pain all
over the body and neck, diarrhea and nasal discharge, which are rarely severe and start gradually. Most patients have minor symptoms similar
to influenza (i.e., breathlessness, sore throat and
fatigue) and infected cases are isolated and trea
ted. Approximately 80% of patients recover from
the illness without requiring specific care (1, 3).
Infection is mild in most cases, but nearly one
in six people with COVID-19 have cardiac and
respiratory disorders that may progress to pneumonia, acute respiratory distress syndrome and
multi-organ failure (2, 3).
Midwives and obstetricians face a new challenge posed by the recent outbreak of COVID-19.
In this phase of the epidemic, few data are avai
lable on the effect of COVID-19 on pregnant
women. The risk of intrauterine and peripartum
transmission of the virus to the fetus is also largely unknown. In particular, COVID-19 is a new
virus and data are limited, especially with regard
to pregnant women, who seem to be at higher
risk of severe illness than the general population.
Therefore, it is vital for them to take precautions
in order to protect themselves against COVID-19,
and report suspicious symptoms to their midwives as soon as possible (5).
Only few case reports and clinical series exist
on pregnant women infected with SARS-CoV-2
who gave birth (6).
Case studies and research on pregnant women
with COVID-19 around the world reveal that
these women deliver their babies by CS at unexplainably high rates (7-15). Coronavirus by itself
is not an indication for CS and vaginal birth is
recommended by the WHO, NHS and RCOG
(5, 16, 17). The view of WHO on CS is that it
should be performed when it is medically acceptable and health care professionals have to
individualize the mode of delivery by conside
ring both the wishes of women and the medical
indications (5).
So, the aim of this review is to explore the
preferable mode of labour in women with
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COVID-19 and the role of midwives in relation
to holistic intrapartum physical and mental care
of infected women. This review is expected to
be used as an educative tool for healthcare providers. In addition, through this report, pregnant
women with COVID-19 will learn their rights
and will be able to claim them during labor. Consequently, two questions have emerged, which
justify to be stated:
• “what is the reason that women with
COVID-19 have higher CS rates?”
• “What is the role of midwives in the
birth experience of women with COVID-19?”
The appropriate methodology to answer
these questions will be identified, as follows.
Methodology
A Critical Realist Review (CRR) is a literaturebased methodological approach to critical analysis of health care studies (or any discipline charged
with social interventions) that is robust, insightful
and essential for the complexities of the
21st century evidence-based health and social
care. It also examines social processes, including
applicable policies and strategies in order to investigate a particular topic in a progressive and
creative manner (18). This approach, underpinned by a critical realist philosophy and metho
dology, may facilitate students and researchers to
employ relevant theoretical insights from a range
of disciplines that have necessary contributions to
make to our understanding of health and social
care practice and provision.
Furthermore, if we take into consideration
that midwives are closely linked to social scien
ces and labor is influenced by many physiological and psychosocial variables which cannot be
identified by quantitative methods alone, a critical realist review seems to be the best choice as
it provides an interdisciplinary and thorough investigation (19).
Having reported higher rates of CS for women
with COVID-19 in numerous studies, despite
the official recommendations for vaginal deli
very, it was decided to carry out a critical realist
review in order to display and establish potential
generative mechanisms for this issue. In addition, the COVID-19 pandemic is a social phenomenon beyond a serious health issue, which
justifies why CRR is the ideal choice for the study
of this topic (20). A narrative review would pro-
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duce a version of the current situation, while a
systematic review would entail the establishment
of strict data collection, inclusion and exclusion
criteria (21), which would in turn reduce the
flexibility of the study to a large extent (18).
Therefore, a CRR can contribute to genera
lize knowledge, by shedding light on causal factors that have not been observed factually or are
not factually observable (18).
Search strategy and limitations
In this review, a wide range of published articles
and references were necessary and we searched
through various databases such as the Cochrane
Library, PubMed Central, PubMed, along with
WHO, NHS, NICE websites, which give official
information, guidelines and statistics around
COVID-19 and its management during birth.
The key words which were used came from the
basic questions and moreover, from the literature review itself. In order to provide answers to
all submitted questions, the following key search
terms were used to recognize the fitting literature: “childbirth”, “labour”, “birth”, “delivery”,
“c(a)esarean”,
“midwife”,
“midwifery”,
“COVID-19”, “coronavirus”, “covid2019”, “normal labor”. These were used both separately and
in combination with the help of the Boolean administrators (OR, AND, NOT). The synthesis of
results and paper selection was a procedure
which took place from March 2020 until February 2021.
We identified a gap, as we could not trace a
single study that explained the increased CS rates
for women with COVID-19. Only the International Confederation of Midwives (ICM) deve
loped advice for midwives about continuity of
care for women and their babies throughout
childbirth (22). Apart from this, we found no
study describing how midwives could improve
the intrapartum experience of infected women.
The only data concerning CS rates for women
with COVID-19 were included in quantitative
studies and case reports or series. In two of these
studies, it was stated that women with COVID-19
gave birth with CS, due to unknown danger of
intrapartum transmission to their baby, through
normal labor (23, 24). Behind the inexplicably
high rates of CS for these women, fear of vertical
transmission and complications are implied. The
rationale behind the matter of this CRR is accu276
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rately this fear together with that of the unknown
triggers stigma (20).
This constraint on existing items has been resolved by extending the search terms (adding:
“(high) risk”, “medicalization”, “childbirth”, “antenatal”, “fear”, “stigma”) and by not using severe incorporation and avoidance criteria, as
proposed by critical realism, aiming to “keep options open” (18). The only prohibition criteria allude to studies that were not accessible in full
content, were not written in English and their
summary did not give valuable data. Furthermore, a quality appraisal of studies would further
constrain the accessible writing and for this reason, its conduct was not chosen. This choice is
supported by the idea that CRRs emphasize on
the conceptual contribution of any documentation that will lead to further research rather than
qualitative assessment (21). q
RESULTS

T

he most important explanations were given
after a literature review guided to a total of
seven relative papers (Table 1). It was resolved to
comprise not just papers about women with
COVID-19 but high-risk women in general.
Three of the selected papers (25-27) analyzed
coronavirus from a social point of view and investigated the stigma which related with it. One
study mentioned the concept of risk (28), while
the medical model with regard to the high percentages of CS was explained in another article
(29), and an accurate resolution of the suitable
model of midwifery care for high-risk women
was described in another report (30).
Three themes were created after formulation
of special codes that their grouping was based on
their similarities and consistence. The themes inluded “Effectively advancing normal labor”, “Social stigmatization of people with COVID-19”,
and “Risk administration culture” (Table 2). The
‘critical’ component of this type of review is key
to its value. A critical review provides an opportunity to ‘take stock’ and evaluate what is of
value from the previous body of work (31).
In conclusion, COVID-19-stigma, risk mana
gement culture and inadequate support of vaginal birth for women with COVID-19 could explain why the CS percentages among these
women were higher. A midwifery model of care
and sensitive birth approach in high-risk women
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TABLE 1. Selected papers
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TABLE 2. Codes and
themes

could improve birth experience of women with
COVID-19 (22, 29, 30, 32). q
DISCUSSION
Real level – Social stigma
COVID-19 is a new, often serious and potentially
fatal, infection for humans. People are negatively
affected by the unknown and they are afraid of
it. This fear is easily linked to “others”. It is reasonable that there is stress, fear and confusion in
the public. These factors create harmful stereotypes and stigma (20). The healthcare providers’
fear, fuels stigma (33) and mistrustfulness towards
women with COVID-19 or their stigmatization
(25-27) may cause the anxiety that professionals
experience in high-risk deliveries (33). Consequently, health professionals prefer medicalized
deliveries, frequently perform unnecessary interventions and abandon the normal delivery process because of their anxiety and stress (30).
Actual level – Risk management culture
The mode of delivery has frequently been controlled by the medicalization of birth (34) as interventions during childbirth were more frequent
278
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due to the mentality of obstetricians (35). Pregnant women infected with COVID-19 may avoid
making decisions about their labor. At the same
time, these women may ask for an elective CS
because of their worries and fear of labor. Dissemination of accurate information and follo
wing evidence-based guidelines must be avai
lable at both a regional and organizational level.
Midwives strongly support and fight for normal
labor and particularly under these circumstan
ces, their role becomes more distinguishable
(36). Pregnant women infected with COVID-19
probably get hospitalized or have more interventions because of the obstetricians’ views on the
risk of transmission and the fear of possible complications (36). Although the danger of intrapartum vertical transmission of COVID-19 to the
fetus is the leading cause for a CS, there is not
enough empirical data to support it (23, 24).
Thus, it seems that the way women give birth is
influenced by the fear of complications. Fear and
social stigma are the reasons why women with
COVID-19 have numerous interventions during
childbirth (20). It is important to note that interventions produce higher risks for maternal and
neonatal adverse outcome (37). Data on virus
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transmission are substantially based on women
who delivered by CS (38).
Empirical level – Vaginal birth is not actively
promoted
The woman’s decision is influenced by sociocultural factors (28) and health professionals’ judgement (28). Every woman must be sufficiently informed and updated so as to be involved in
clinical decision making for herself and her baby
(22). Still, women with COVID-19, due to their
fear of labor, should not only have medical care
but also psychological support (23, 24). So, all
healthcare providers need to recognize how to
manage such situations with evidence-based
strategies which are available in all hospitals (38).
Finally, a midwifery model of care would possibly put under control a woman’s contacts and
consequently would limit the transmission of
COVID-19 (22). Probably a midwifery led model
will prove to be advantageous (30). Midwives,
regardless of whether they work in a hospital or
in a community setting, have an essential and
important role in perinatal care. Thus, in times of
health crises, such as the current COVID-19
pandemic, the exclusion of midwives from their
key roles and their engagement in other duties
may adversely affect both maternal and neonatal
outcomes (22). q
CONCLUSIONS

T

he COVID-19 pandemic has become one of
the most important threats to global health
the contemporary world has ever seen. Although
there is no evidence to suggest an increased risk
of a more severe illness if a mother is infected or
that the virus can be transmitted to the fetus in
the womb, pregnant women are worried about

their pregnancy and the prospect of giving birth
during the pandemic.
There are restricted clinical series reporting
the impact on infected women during labor.
From the limited information gathered about the
novel coronavirus and the severely growing burden of the disease, it is vital that scientific information concerning the disease is shared in a
concise and practical way.
Careful monitoring of pregnancies with
COVID-19 and measures to prevent unnecessary medical interventions are of great importance. Frontline health care givers, including
midwives, are at the forefront of COVID-19 res
ponse, going beyond their call of duty and play a
vital role to assist women to achieve healthy
pregnancies and positive birth experiences.
This CRR recommends that the fear of something new as well as that with regard to transmission of COVID-1 influence clinical decision ma
king and might be the dominant reason for high
CS rates. For these women, a midwifery model of
care could support and promote vaginal delivery
with minimal interventions. Every woman has the
right to choose the mode of her labor and health
professionals, especially midwives, must support
these women to claim their rights. q
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