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ARTICLE INFO ABSTRACT
Keywords: Background: Pregnant and postpartum women infected by COVID-19 are at increased risk of adverse outcomes,
Pregnant women including negative effects on their mental health. Brazilian maternal mortality rate due to COVID-19 is 2.5 times

COVID-19 pandemic

Exveri higher than overall mortality rates. This study aimed to understand how pregnant/postpartum women experi-
Xperience

enced the COVID-19 suspicion/investigation or confirmed infection in different Brazilian cities, the pandemic’s
consequences to women and their families, and their needs to improve maternal health services during public
health emergencies.

Methods: We conducted a qualitative study with 27 women with COVID-19 and 6 of their family members, as part
of a multicenter study among 15 maternity hospitals in Brazil. We applied in-depth interviews through telephone
calls when women received the diagnostic or had a suspect infection and after 60 days. Another semi-structured
interview was applied to their close family members. The interviews were considered through thematic analysis.
Results: From the thematic content analysis three major themes emerged from the first and second interviews:
(Cucinotta and Vanelli, 2020) assistance received by the woman and newborn in the medical services; (World

* Corresponding author at: Department of Obstetrics and Gynecology, The University of Campinas, 101 Alexander Fleming St; Campinas, SP, Brazil.
E-mail address: rtsouza@unicamp.br (R.T. Souza).
1 The full list of participants of the REBRACO study group is provided in the acknowledgements.

https://doi.org/10.1016/j.midw.2024.104018

Received 14 July 2022; Received in revised form 21 June 2023; Accepted 22 April 2024

Available online 23 April 2024

0266-6138/© 2024 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nec-nd/4.0/).


mailto:rtsouza@unicamp.br
www.sciencedirect.com/science/journal/02666138
https://www.elsevier.com/locate/midw
https://doi.org/10.1016/j.midw.2024.104018
https://doi.org/10.1016/j.midw.2024.104018
https://doi.org/10.1016/j.midw.2024.104018
http://crossmark.crossref.org/dialog/?doi=10.1016/j.midw.2024.104018&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/

R.E. Soeiro et al.

Midwifery 135 (2024) 104018

Health Organization (WHO) 2021) stigma/fear of contamination from health workers and from family and
friends reported by the women; (Allotey et al., 2020) the COVID-19 pandemic impact.

Conclusion: Before the availability of the COVID-19 vaccine, pregnant women experienced fear of death, hos-
pitalization, quarantine, loss of family members, and financial repercussions, resulting in physical, psychological,
and socioeconomic impacts on these women’s lives.

Introduction

Since March 2020, the world has been facing a public health emer-
gency due to the coronavirus pandemic (COVID-19), responsible for
nearly seven million deaths (Cucinotta and Vanelli, 2020; World Health
Organization (WHO) 2021).

Pregnant and postpartum women were identified as being at
increased risk for severe COVID-19, intensive care unit (ICU) admission,
and invasive ventilation compared to non-pregnant women of repro-
ductive age (Allotey et al., 2020; Karimi et al., 2021; Hantoushzadeh
et al., 2020). SARS-CoV-2 infection during pregnancy is associated with
adverse outcomes, including preterm delivery, stillbirth, caesarean
section, and maternal death (Ramanathan et al., 2020; Di et al., 2020).
This risk is even higher in those with underlying comorbidities such as
obesity, diabetes, and chronic hypertension (Allotey et al., 2020).

The restrictions on social isolation imposed by the COVID-19
pandemic have also affected pregnant women, causing increased anxi-
ety, stress, and depression (Salehi et al., 2020; Sahin and Kabakcib,
2020; Mei et al., 2021). In addition to the acute COVID-19 infection, it
has been observed that some symptoms may persist for weeks or months,
constituting the so-called "post-acute COVID-19 syndrome", which also
affects the quality of life (Mohiuddin Chowdhury et al., 2021; Montani
et al., 2022).

Brazil was one of the most affected countries in terms of the total
number of deaths due to COVID-19 (World Health Organization (WHO)
2021), most likely due to a combination of factors: its large size (the fifth
largest country in the world), huge socioeconomic inequalities and po-
litical crisis, and inadequate government policies (Baqui et al., 2020;
Moreira et al., 2020). The Brazilian maternal mortality rate due to
COVID-19 is 2.5 times higher than the overall mortality rate, with the
impact of delayed care, including lack of access to health services, ICU
admission, and invasive ventilation (Cruz, 2023; Santos et al., 2021;
Takemoto et al., 2020).

Since the beginning of the pandemic, the Brazilian Network of
Studies in Reproductive and Perinatal Health (a collaborative initiative
of more than 30 institutions that has been conducting multicenter
studies on maternal and perinatal health for more than ten years) (Costa
et al.,, 2021) has established a collaborative multicenter investigation
called REBRACO (Brazilian Network of COVID-19 during pregnancy, in
Portuguese: REde BRAsileira em estudos do COVID-19 em Obstetricia).
The purpose of the REBRACO study was to evaluate several conditions
associated with SARS-CoV-2 infection during pregnancy and post-
partum, considering clinical, epidemiological and laboratory aspects,
along with a quantitative and qualitative assessment of how women and
health professionals experienced this situation, to describe maternal and
perinatal outcomes, and to collect relevant information to allow rapid
responses and proper organization of health services to face the
COVID-19 pandemic (Costa et al., 2021).

Among some still unanswered questions about COVID-19 infection in
pregnant/postpartum women, we know even less about how the women
experienced the COVID-19 infection, the quarantine, the social isolation
period and the impact on their lives and their families’ lives, especially
for those infected in the first year of the pandemic, when vaccination as
a preventive intervention was not yet available.

The present analysis is based on the qualitative approach within the
REBRACO study. It aimed to report how pregnant/postpartum women
from different regions of Brazil experienced COVID-19 infection/suspi-
cion before the COVID-19 vaccine was available.

This study also aimed to describe the experiences of these women’s
family members during COVID-19 infection/suspicion.

Materials and methods
Study design

This qualitative study was part of the multicenter study REBRACO
with quantitative (a cross-sectional study, a cohort study, an ecological
study, qualitative approaches, and a crisis management committee in
the COVID-19 Research Network) carried out in 15 Brazilian referral
maternity hospitals (Costa et al., 2021).

As at the beginning of the pandemic, the COVID-19 prevalence and
incidence for pregnant women were unknown, the sample size for the
REBRACO study was stipulated by convenience: all pregnant or post-
partum women who met the inclusion criteria (presented at maternity
hospitals with flu-like symptoms or COVID-19 test positive) were invited
to participate on the study.

After they signed the informed consent were collected sociodemo-
graphic data, medical history, and telephone numbers. It was also
informed that they would be further contacted for a telephone interview.

In this paper, we focused on investigating the experience of preg-
nant/postpartum women who presented COVID-19 suspicion/investi-
gation or confirmed infection and their families’ experience in different
maternity hospitals in Brazil during the first and second wave of the
pandemic in Brazil (from August 2020 to March 2021).

We conducted in-depth interviews and we thematically analyzed
data, building categories. The manuscript was written according to the
COREQ checklist (Booth et al., 2014).

Study participants, recruitment and setting

The participating centers were from four of the five Brazilian macro-
regions of the country (North, Northeast, Southeast, and South) from
university and non-university hospitals, and from both public and pri-
vate sectors.

From 1st February 2020 to 28 February 2021, all pregnant or post-
partum women aged between 13 and 49 years and with COVID-19
symptoms (presenting at least one of the following symptoms fever,
cough, shortness of breath, sputum production, nasal or conjunctival
congestion, difficulty swallowing, sore throat, runny nose, O2 saturation
<95 %, signs of cyanosis, flapping of the nose and dyspnea or other
symptoms such as diarrhea, anosmia, and dysgeusia) who attended the
maternity services at the participating centers were invited to partici-
pate in the Rebraco study.

At admission eligible women received an explanation about the
study and, in case of agreement, they signed the Informed Consent Form
(for women older than 18 years old and legally responsible for women
under 18 years old) and the Assent Form (for women under 18 years
old).

They were also informed they could be contacted later by phone or
WhatsApp message for an in-depth interview.

The REBRACO study included 729 women, for the main study. For
the current qualitative study, three women over 18 years old and one
woman below 18 years old from each center were randomly selected (n
= 60). The research team further contacted those women by phone calls
or WhatsApp messages asking if they agreed to participate in an in-deep
interview by phone. At the first contact, the study protocol was
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explained to the women and all the questions were answered. The
women could think about and answer later by WhatsApp message if they
agreed to participate, they could also ask for further information, before
scheduling the interview.

In case of refusal, the women were replaced by another one
(randomly selected) from the same center. Due to the refusals, the
research team reached out to 136 women (Fig. 1) until achieving the
saturation sampling method (Denzin and Lincoln, 2017).

We also included the women’s close family members or partners, as
indicated by them during the interview, to understand how the COVID-
19 pandemic impacted the pregnant women's families. As the family
members or partners’ interviews depended on the women’s indication,
there was no initial sample size considered.

We collected data remotely through telephone calls from August
2020 to March 2021. The initial contact was made by phone call or
WhatsApp message inviting the women to participate in the study. It was
established that three attempts would be made to contact each woman
on different days and times before discarding the selected case.

Data collection

We applied in-depth semi-structured interviews through open-ended
questions about their COVID-19 pandemic experience related to treat-
ment and information received, quarantine period, concerns related to
self-care or baby care and the impact in their daily lives. Another in-
depth semi-structured guide was applied to their close family mem-
bers or partners encompassing questions about the impact of the COVID-
19 diagnosis in the women’s lives, family, the medical information
received and their major concerns. For all the women, a second inter-
view 60 days after the first one was also proposed to follow up the
women after the COVID-19 suspicion/infection. For that interview, a
new questionary was designed with a focus on the recovery period and
meanings of the COVID-19 in their lives. All the interviews were audio-
recorded and transcribed verbatim for data analysis.

At the beginning of the interview, the interviewer recommended that
the participants should be in a private place where they would feel
comfortable talking about the subjects approached. At the end of the
interview, the interviewer asked the participants if they would like to
add any other additional information. There were two interviewers for
this study, a medical doctor and a social researcher with previous
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experience with qualitative research and specific training towards this
study.

The first interviews with women and family members lasted from 10
to 58 min.

Data analyses

All semi-structured interviews were recorded on audio, subse-
quently, recordings were transcribed through Reshape Software, and the
text obtained was checked with the recording. Then texts were inserted
into the NVivo V.12 computer program to help with the analysis.

Based on Braun and Clark’s (Braun and Clarke, 2006; Braun and
Clarke, 2023) recommendations the transcriptions have been read
several times and individually codified. Two researchers initially
generated codes and after discussion defined themes, and subthemes,
developing analytical connections for the thematic content analysis
(Patton, 1990), concepts from health psychology were used for inter-
pretation. Health psychology (RO., 2019) considers not only biological,
social, and psychological factors that may influence the health-disease
process and physical and emotional well-being but also the physical
and psychosocial environment, the sociocultural support systems, and
the political systems that influence health and health care, including
risks and protective factors. Therefore, for the thematic analysis, health
psychology aspects (psychological distress, physical consequences of
COVID-19 infections, social impact of the pandemic) were considered in
the interpretation of the feelings and behaviors described by the women
and their families.

Ethical issues

The research followed the determinations of the Hensinki Declara-
tion, as well as the norms that regulate the research involving human
beings in Brazil. Ethical approval for the coordinating center was given
by the Institutional Review Board of the State University of Campinas
(Unicamp) and for each participating center was obtained (Letter of
Approval number 31590120.7.0000.5404). The informed consent was
not signed. Since the interviews were conducted by telephone and
recorded, the Institutional Review Board authorized that after the pro-
cess of obtaining the informed consent, if woman/family members
accepted to participate, their acceptance should be recorded. A specific

Rebraco Cohorte Study

729 women: ‘

A list containing 2

initial random women from
each center (and
Sample another 4 women

under the age of 18)

This list was renewed

in "rounds” according
\ fto refusal |

136 eligible
sample

27 first
interview

4 second
interview

J

Fig. 1. Study participants selection*, *In total there were carried out 549 attempts to contact the 136 women until the final outcome (interviewed, lost, refusal, etc.).



R.E. Soeiro et al.

informed consent was prepared for each category of participants
(women/ family members and adolescents and their parents).

At the time of the telephone interview, the informed consent was
read before data collection, all questions from the participants were
elucidated and they were informed they could interrupt their partici-
pation at any time without consequences and they were also assured
their identity would be kept confidential. The participants were asked if
they agreed to participate in the study and if they allowed the interview
to be recorded. The verbal consent was audio-recorded. After the
interview, a copy of the informed consent was sent to each of the par-
ticipants by e-mail or text message/WhatsApp.

Psychology support

There was a psychology referral system from each center, in cases
where the research team noticed that women or their families presented
concerning symptoms of emotional distress during the interviews, or if
requested by them.

One woman was referred to psychology support.

Results

We interviewed 27 women and 6 family members. Table 1 shows the
sociodemographic characteristics of the pregnant women. Women
included were 18 years old or more. From an initial list of eligible
women, we tried contact with other 109 women before reaching satu-
ration with the last interview, most of them never answered the phone or
messages. In the second interview, 60 days after the first one, four
women participated, the others did not answer their phones neither the
WhatsApp messages. The second interviews lasted from 6 to 12 min.
Fig. 1 represents the process of selecting participants, 11 participating
women indicated close family members or partners. We used the same
approach detailed above and after three attempts, six people accepted to
participate.
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Three major themes emerged from the analyses of the first and sec-
ond interviews: assistance received by the woman and newborn in the
medical services (antenatal care, emergency room, hospitalization,
childbirth, and neonatal care); stigma/fear of contamination from
health workers and from family and friends reported by the women; and
the COVID-19 pandemic impact. Fig. 2 demonstrates the process of
thematic content analysis.

1. Assistance received by the woman and baby in health services

In this category, three subcategories were defined regarding the ac-
cess to, and quality of medical care received in antenatal care, emer-
gency room, hospitalization, childbirth, and neonatal care, including
COVID-19 testing and diagnosis.

la. COVID-19 delayed diagnosis

The women’s first access to health care differed among the region.
The health services sought were the Basic Health Units (Primary care
centers), doctor’s offices (public and private), emergency care and
hospitals. Some women sought care in other communities because they
thought they had more medical resources.

Nevertheless, they reported that COVID-19 symptoms were confused
with the flu or pregnancy symptoms, especially in those with high-risk
pregnancies. For those in late pregnancy, there were cases where the
COVID-19 symptoms had been confused with the signs of the end of
pregnancy. In addition, during the first months of the pandemic, most
services in Brazil did not perform confirmatory COVID-19 testing (in
many facilities, there were restrictions, and only admitted or severe
cases were tested).

The women felt that the diagnosis delay affected their health and
their baby, leading to the worst outcomes. This is because some were
only admitted to the hospital when the disease symptoms were very
advanced, requiring admission to intensive care.

"... I told the doctor that I was short of breath and could not breathe. She
answered it was normal due to the pregnancy, but I was twenty-two weeks
pregnant, and I did not have a giant belly...". (Interview 2)

Table 1

Sociodemographic characteristics of the pregnant women.
Number Age Scholarship Ethnicity Marital Status ~ Number of Pregnancies  Confirmed COVID-19 infection = Hospitalization = ICU  Region*
1 38 High School Non-white ~ Married 2 Yes Yes No
2 45 High School White Cohabitation 3 Yes No No 4
3 22 Elementary Non-white  Cohabitation 1 No Yes Yes 4
4 33 Higher education =~ White Married 2 Yes No No 3
5 40 Higher education =~ White Married 1 Yes No No 4
6 29 High School Non-white  Single 1 No Yes No 4
7 35 High School Non-white ~ Widow 3 Yes Yes Yes 3
8 38 High School Non-white ~ Married 2 Yes Yes Yes 1
9 36 Elementary White Married 1 Yes No No 4
10 24 High School Non-white ~ Married 1 Yes No No 4
11 36 Elementary Non-white ~ Married 7  Yes Yes Yes 4
12 33 High School Non-white ~ Married 2 Yes Yes No 4
13 NI**  Elementary Non-white  Cohabitation 3 Yes No Yes 4
14 24 Higher education =~ White Single 1 Yes No No 4
15 48 Higher education =~ White Cohabitation 1 Yes No No 3
16 34 Higher education =~ White Single 1 Yes Yes No 4
17 20 High School Non-white ~ Married 1  Yes Yes No 2
18 25 High School White Married 4 Yes No No 4
19 39 High School Non-white  Single 1 Yes Yes No 3
20 39 High School Non-white ~ Married 2 Yes Yes No 4
21 NI High School Non-white  Cohabitation 1 No No No 3
22 20 High School White Cohabitation 1 No No No 4
23 37 High School Non-white  Cohabitation 2 Yes Yes Yes 2
24 21 High School Non-white  Cohabitation 1 No Yes No 2
25 24 High School NI Married 2 Yes No No 3
26 22 High School Non-white  Cohabitation 3 No No No 2
27 24 Higher education =~ Non-white =~ Married 1 No No No 4

*1. North.

2. Northeast.

3. South.

4. Southeast.
*NI: Not informed.
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Categories

Outpatients Inpatient Feelings Feelings
department || departmeniCU regarding regardingthe
ER experience experience delivery newbornat
experience ICU

Physical symptoms
after COVID-19
infection

Psychological
symptoms after
COVID-19 infection

Feelings of fear/prejudice by
health workers during
outpatient/ER care

Feelingsregarding

Feeling of prejudice by
family/friendsheighbours

COVID-19 infection

Assistancereceived by the woman-and
newborn inithe medical services

Fearoflost | Feelingsregarding Feelig_gs Financial Support
loved ones | quarantineperiod regarding impact received
socialisolation

Closing of Antenatal
care at Primary Care

Lack of orientation
regarding the COVID19
pandemic by medical
services

Centres SCIMCES

Feelings of having
missed pregnancy
moments due to COVID
19 infection

Feelings of having
missed delivery due to

COVID-19 infection

Feelings regarding how COVID
19 infection has affected their
lives in different wa:

Stigmal/fear of contamination from health
workers and from family and friends

Overload of health

COVID-19 pandemic impact

Fig. 2. The process of thematic content analysis (n = 27).

"My first test was negative [...]. The days went by, and my shortness of
breath started to increase [...] I was taken to hospital and admitted [to
intensive care], the next morning I was intubated" (Interview 7)

"I went to the hospital several times. As I was almost eight months preg-
nant, they told me it was back pain and that it was normal during preg-
nancy. [...]. So, they sent me home with painkillers". [...]

“When I arrived [after several medical consultations], the doctor sus-
pected it was Covid [...] I couldn’t speak. I couldn’t breathe by myself.
Then they gave me oxygen [...] I was in a severe condition.” (Interview
11)

1b. Hospital care

The period of hospitalization was reported as a time of fear and
anxiety, as the effects of COVID-19 infection on pregnant women were
still unknown in the first year of the pandemic.

The hospital protocols differed among the Brazilian regions; some
allowed a caregiver (who should stay in the hospital during the hospi-
talization period), while others did not (the communication with family
was only through a cell phone).

Some hospitals had an intensive care unit for pregnant women; in
others, women were put in the same room with other severe COVID-19
patients. Some women lived in cities with no intensive care unit and had
to be transferred to other municipalities, some far away. This increased
the stress of these pregnant women hospitalized in the ICU in a city far
from their families. These differences had an impact on the women's
hospitalization experience.

"My mother gave me all the support, [...] this helped me to control the
fear, the panic". (Interview 13)

"I was desperate, they put me in the room... with an old woman and an old
man, both with tracheostomies, on feeding tubes, all intubated...".
(Interview 13)

The women with severe COVID-19 infection who were admitted to
intensive care, and the young women reported more intense feelings
about themselves, the fetus/baby and other children they had left at
home. In addition to the fear of dying, there was concern about the
fetus’s health with so many procedures being carried out.

“I thought I would die; I would not be able to meet the baby...” (Interview
13)

“I thought I would not be able to see my children again". (Interview 11)

The women who had been intubated were terrified when they awake
from the coma, put their hands on their bellies, and found that their
bellies were gone.

The health workers explained that they had to deliver the baby and
even showed the baby’s photos to the mothers. One of the women’s
husbands died while she was intubated, and this information was given
to the woman when she woke up, along with the news that the baby had
been born (Fig. 3).

“... on the third day that I was intubated, they took the baby out, because
he was in fetal distress, they said he was at risk, he and I. Then they took
the baby and when I woke up it was a shock! I woke up still unable to
speak, I was very weak, and I put my hand on my belly and said where is
my baby? I thought: where is my baby? Then I started crying, desperate,
and then they increased the oxygen, I got nervous, and my oxygenation
dropped again. They put me on oxygen, increased it and told me “If you
don’t stay calm, we’ll intubate you again...". (Interview 11)

On average, it took about ten days for the women to see their babies;
either they were intubated or very weak to leave the bed. In extreme
cases, this time was extended to two months because the women were in
severe health conditions. The women felt devastated, sad and worried
about not being able to see their babies for several days.

For those who were recovering, in some hospitals, the baby could
stay in the ward with their mother and others where they could not, due
to the isolation protocol of each institution. It was the same for breast-
feeding. In cases where mothers were allowed to stay in the room with
their babies, they were given instructions on wearing a mask, washing
their hands and using alcohol. Women who could not breastfeed due to
their health problems or those of their babies felt very bad.

“... crying every day at home, I could see the baby [after 22 days]
who was already very fat, she had changed so much, I cried and said,
'my daughter will not recognize me’. She will not know who I am”.
(Interview 8)

The women'’s length of hospitalization was from two days up to more
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Index case

“... my family gradually told me what happened."
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O

>
Family member 3

“..there were very difficult
moments, especially when
the doctor told me that her
life was at great risk. Both
she and the baby, my

Index case

“Iwhen she had been told that her husband had died] | tried to
think that | would have to be strong to take care of my daughters, \ J

brother, all three of them
were at risk for their lives, it
was really terrible.. My
brother died...”

my son, that he would require a lot of care.” (Interview 7)

© Index case

Legend

Family member 3 -
index case sister-in-law

Index case husband -
deceased by COVID-19

Index case baby — preterm
birth and hospitalized at
Neonatal ICU; 4-months old
at the interview moment

Index case daughter 1 —
15-years-old at the
interview moment

Index case daughter 2 -
9-years-old at the
interview moment

Fig. 3. An example of how COVID-19 infection has affected patients and their families. This figure represents a selected interview from a pregnant woman who got
COVID-19 at the same time as her husband. Both were hospitalized, and he died. When she woke up from intubation, she realized a C-section had been performed, the
baby was in NICU, and she was told her husband had died. Her sister-in-law, who also participated in this study as a family member, stayed at home taking care of the

other two children.

than 60 days; few of them were discharged with severe sequels, such as
the inability to walk or control the sphincters.

After the discharge, health professionals from some hospitals called
the woman to ask about their health condition, to provide information
about the baby and support them. Women who received this treatment
were satisfied.

The women mentioned that the support given by the family was
essential to strengthen and recover, regardless of the severity of their
clinical condition.

“...I had full support from my mother, from my father, from my closest
relatives”. (Interview 18)

“He (the husband) was really concerned about me. [...] He did not step
away from me. He took care of me all the time, if it was not for him, I
would not have been able to overcome the COVID-19 infection”. (Inter-
view 21)

1c. Antenatal care

Antenatal care services differed among the Brazilian regions. In the
large cities, ANC continued to be offered at the primary health care
centers; nevertheless, in the remote areas (North and Northwest), the
primary health care centers only accepted COVID-19-suspected patients
and closed all other medical services, including ANC care. Women

reported being informed the primary health care centers were closed
due to the COVID-19 pandemic or having their ANC appointment
rescheduled several times, having five or six appointments during
pregnancy. One woman said that even after filing a complaint against
the health center, she was unable to get an ANC appointment.

The women whose ANC appointments were not suspended com-
plained their partners could not accompany them to the appointments.

Few women reported they feared getting the COVID-19 virus and did
not attend their ANC appointments or missed some.

“[I thought] a lot [about not showing up] because I could get the virus at
the doctor’s appointments. I stopped going to antenatal consultations in
the last 3 months..." (Interview 21)

“[I] had a lot [of difficulty to get an appointment] at the beginning of the
pregnancy, [...] they [primary health care center] were not offering care
(ANC)..." (Interview 21)

2. Stigma/fear of contamination

In this category, two subcategories were defined, the first concerning
the feelings of mistreatment that the women reported experiencing from
health care professionals, mainly in the emergency room and in the
outpatient department, and the second concerning the feelings of prej-
udice from family members, neighbors, and friends reported by the
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women due to being diagnosed with COVID-19.

2a. Mistreatment from health workers

The women reported had suffered prejudice from health workers at
the emergency rooms, medical officers, wards and ICU because of their
fear of getting COVID-19 from them. Health professionals refused to
enter the women’s room, give medication, deliver food, and take the
formula to feed the baby (when they were together in the ward); it was
also reported they were mistreated and shouted at.

There was no consensus among the women regarding whether or not
health workers had the right to fear contracting the virus. Some said
there was prejudice since it was a new disease. However, others said
they could not be afraid precisely because they were working on the
front line. Many women cried during the interview when they remem-
bered the treatment they received: “It was the worst experience of my
life.”, “It felt like that time of leprosy”.

Some women did not suffer prejudice and considered that they had
received excellent treatment.

Probably, the women who suffered the most prejudice were those
who got COVID-19 at the beginning of the pandemic; at that time, in
Brazil, there was a lack of personal protection equipment, and little was
known about the COVID-19 infection.

“The nurse didn’t want to pick me up, lift me up... He was afraid of
contaminating himself. ... they did not want to touch me". (Interview 17)

“I felt that no one wanted to have contact with me [...] I felt like an “ET”
[...]. Ifelt [they were] afraid of the disease, I felt it. I perfectly understood
what was happening, they had to protect the other patients”. (Interview 4)

2b. Fear from family members/neighbors

Nine women reported that they suffered with the fear felt from their
family members and people they knew.

Some relatives avoided any contact with the woman or her family
(husband and children) for fear of getting COVID-19. The women re-
ported some neighbors changed sides of the street when they saw the
woman walking. Others said that after the isolation ended, people
questioned whether they could leave the quarantine.

The women felt very bad about people’s prejudice, but they under-
stood their fear of being contaminated as it was a new disease, without
concrete information about its contagiousness and treatment.

“... Some people were afraid (of getting COVID-19), even my brother,
[...], he did not even want to have contact with my children or my hus-
band, because he was afraid..." (Interview 11)

“People from my street [had prejudice] yes. I was on a sidewalk, they
went to another, I called, and they answered from afar”. (Interview 13)

3. COVID-19 pandemic impact

Among the women’s answers, the COVID-19 pandemic has affected
their lives differently. Some had severe symptoms, others suffered from
fear and social isolation, others had financial losses, and others had
family member losses. Fig. 3 shows how COVID-19 infection has affected
one pregnant woman'’s life and all her family. Therefore, concerning the
COVID-19 pandemic’s impact on women’s lives, we divided it into four
subcategories.

3a. Quarantine period/social isolation

It were considered the quarantine period due to the COVID-19
infection and the social isolation imposed by government regulations.

Experiencing quarantine during the COVID-19 infection was
considered very difficult for the women due to the deprivation of having
contact with other people. The ones with mild symptoms were isolated
alone at home and found it difficult not to have contact with family
(mainly their children) and other people; those with moderate symp-
toms or before hospitalization needed closer support from the family and
reported concern about contaminating their families.

Total isolation at home was not always possible, as several people
lived in the same house; nevertheless, some precautions were
mentioned, such as separating towels and cutlery.
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“... my other son is nine years old, and I couldn’t be with him. ... I talked
to him through the window. My son practically sleeps with me... I was
very, very sad and worried because I could transmit [the COVID-19 to the
family]”. (Interview 1)

“... it was terrible because staying for 15 days at home and not being able
to go out is terrible. I slept, ... I was very stressed about being locked in the
house”. (Interview 22)

The period of social isolation was seen as a good opportunity for the
whole family to stay together for 24 h, which is impossible in daily life.
However, the women with newborns had no support from their family
members (mother, mother-in-law) due to the isolation restrictions.

"...I leave home [to work] at 6 a.m. and come back at 7pm. So, we only
have time for my son at night, and now [during the social isolation], we
have all day long together." (Interview 1)

3b. Support received

Women generally received support from partners, family members,
friends, and peer support groups. They received help with shopping,
housework, childcare (if the couple was hospitalized separately), care-
giving (if the hospital allowed it), and financial support; even people
who lived in the same building but had no previous contact with the
women helped when she was isolated. One woman mentioned a What-
sApp group for pregnant women as support.

There were cases where the pregnant woman and her partner were
admitted to intensive care, and when they returned home, both were
weak and needed support.

One woman’s husband died of COVID-19 infection; when she left the
hospital with sequelae, a premature baby, and two other children (with
the husband’s family), her house had a severe infrastructure problem.
So, the community organized and built a house for this family.

All this support was essential for the women to get through this
challenging period; they felt supported.

“He helped me a lot because when I had no more strength, he gave me
strength”. (Interview 9)

“...I had full support from my mother, from my father, from my closest
relatives”. (Interview 18)

“He was really concerned about me. [...] He did not step away from me.
He took care of me all the time, if it was not for him, I would not have been
able to overcome the COVID-19 infection”. (Interview 21)

3c. Financial impact

Some women had paid jobs, others were unemployed, and some were
homemakers. Those with managerial positions and other bonuses
mentioned that their salaries were reduced after pregnant women were
considered at risk and had to work remotely. Some women also reported
that their husbands lost wages.

The financial loss negatively affected the women’s lives. Some had to
make several cuts in their financial budget, such as their children’s
school; others needed financial support from family members. Those
who worked independently had an even more significant decrease in
salary.

"...When I found out I was pregnant, I was put on leave from my work [...]
we already had a financial impact”. (Interview 4)

“Mainly financial impact, because I work on my own and I had to stop
working [due to social isolation] ”. (Interview 21)

3d Sequels after COVID-19 infection

Eight women who had been hospitalized reported symptoms after
COVID-19 infection (post-recovery from acute infection), such as
headache, joint pain, and memory loss. There was a consensus they were
not completely recovered. Nevertheless, the health professionals did not
confirm the relation between the symptoms and the COVID-19 infection.
At that moment, the information regarding post-COVID-19 symptoms
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was scarce. In addition, some women already had other comorbidities
which decompensated after the COVID-19 infection, hindering the post-
COVID-19 syndrome diagnosis.

Was also reported phycological symptoms, mainly by those who had
a prolonged hospitalization and the woman who lost her husband to
COVID-19 infection.

In general, these women experienced a loss of quality of life.

“After you get the coronavirus, it takes six months to get back to normal.
Sometimes I feel a strong headache, body ache, [...]. I became a bit
forgetful about things”. (Interview 11)

"I don’t know if it is from COVID-19 (some symptoms), [...] knee pain,
joint pain, lack of energy, [...] the doctor said probably it is...". (Second
interview 5)

Family perception

The close family members/partners interviewed reported they had a
very difficult time during the pregnant women’s COVID-19 suspicion/
infection. All the partners reported having felt fear and anxiety for the
women and babies’ lives, and as was reported by the women, they also
mentioned the family support received was very important during the
women’s COVID-19 infection/hospitalization.

One of the interviewed family members reported his brother passed
away from COVID-19 at the same her sister-in-law was intubated in ICU,
and she had to take care of her two nephews who were at home, waiting
for their parents. Fig. 3 shows some phrases expressing the feelings
described by her.

“... I'was taken by surprise because she was hospitalized during the nigh t
[...] and in the other day,[...]I found out that she had delivered... [...]
This was far the worst of all”. (Family member 4)

“... Some friends helped a lot, [...] And the family members of both my
family and hers. [...] so, the family was fundamental”. (Family member
4

“Oh, it was very bad for me, [...] she was hospitalized, [...], what I felt
was fear”. (Family member 5)

Discussion

This study provides evidence that the COVID-19 pandemic has
affected the lives of pregnant/postpartum women, their babies and their
families in several ways: COVID-19 delayed diagnosis, difficulty
accessing ANC, feelings of stigma, post-COVID-19 symptoms, family
losses, and financial difficulties. All interviews were conducted in the
first year of the pandemic, before the availability of the COVID-19
vaccine; at that time, Brazil was facing an increase in the daily num-
ber of hospitalizations and deaths due to COVID-19 infection, and at the
same time, there were governmental social isolation measures in several
states, which affected the lives of these pregnant women psychologically
and financially.

The delay in COVID-19 diagnosis reported by some women could be
explained by the uncertainties related to COVID-19 diagnosis and clin-
ical management at the beginning of the pandemic, the lack of diag-
nostic tests, or false-negative results; this scenario has been described in
other Brazilian studies of pregnant women (Santos et al., 2021; Take-
moto et al.,, 2020; Takemoto et al., 2020). COVID-19 misdiagnosis,
false-negative tests or delays in performing the test have been described
in other studies as a cause of severe perinatal morbidity or preterm
delivery in COVID-19-infected pregnant women, confirming the
perception of the women in this study (Ramanathan et al., 2020; Gra-
ham et al., 2020; Papageorghiou et al., 2021).

Although most of the pregnant women kept going to their antenatal
appointments, there were some reports about not attending antenatal
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care due to fear or because the primary health care had cancelled it
during the pandemic. Those different answers could be a consequence of
the inequities in Brazil: the cities far from the large centers, mainly in the
North and in the Northwest, had reduced access to health care (Baqui
et al., 2020; Moreira et al., 2020). Other low and middle-income coun-
tries also had a disruption in maternal healthcare services during the
COVID-19 pandemic (Ramanathan et al., 2020; Aranda et al., 2022).

Some women reported stigma from part of health workers, family
and friends. This could be explained as a fear of contamination from the
health workers because, at the beginning of the pandemic, in many
Brazilian cities, there was a clear lack of training and individual pro-
tection equipment (Moreira et al., 2020); moreover, the stigma during
the COVID-19 pandemic has been discussed in other studies (Sotgiu and
Dobler, 2020; Villa et al., 2020; Bagcchi, 2020). This stigma could cause
more stress for pregnant and post-partum women, leading to depression
and anxiety as they are at increased risk of developing these diseases
(Sahin and Kabakcib, 2020; Fan et al., 2021).

In both the first and second interviews, symptoms related to post-
COVID-19 syndrome were reported but not properly diagnosed. So far,
post-COVID-19 syndrome has been described with various clinical
manifestations, such as fatigue, dyspnea, pain, dizziness, headache,
cognitive impairment, depression, anxiety, and post-traumatic symp-
toms, causing a decrease in quality of life, which may lead to an increase
in suicide risk (Mohiuddin Chowdhury et al., 2021; Sher, 2021). It is
important to observe that the impact of the COVID-19 pandemic, such as
the lack of COVID-19 knowledge, problems related to work and family
incomes, and grief for missing pregnancy milestones or family losses,
remained in the second interview; these feelings added to the
post-COVID-19 syndrome symptoms that also described by the women
need to be addressed to avoid the long-term burden in these women’s
mental health.

All women acknowledged the support of family members as a pro-
tective factor, as did close relatives/partners. Support from family
members, including through WhatsApp calls, was described as an
important coping mechanism for pregnant women during the pandemic
(Hong et al., 2021).

Our study has a limitation that we could not enroll the adolescents
under 18 years old, our list had nine adolescents, but they never
answered the phone or WhatsApp messages. The increased refusal of
adolescents to participate needs to be further investigated. It should be
considered a limitation in understanding the impact of the pandemic on
their lives. Future studies need to focus on different communication
skills to capture such experiences among young and adolescent women.
However, the strengths of our study include the fact that we were able to
interview the same women at two different points in time, and we were
also able to interview their close family members/partners to provide an
overview of how they experienced COVID-19 infection and the
pandemic.

Conclusion

Prior to the availability of the COVID-19 vaccine, pregnant women in
different regions of Brazil experienced delays in diagnosis, the unknown
associated with COVID-19 infection and its consequences, lack of access
to ANC, stigma, physical and psychological sequelae, loss of family
members, and socioeconomic impact. There was a need for multidisci-
plinary and comprehensive care, addressing specific care in social and
psychological support for those affected by COVID-19 during pregnancy
and postpartum.
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