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ABSTRACT
Objective: To understand the challenges faced by urban midwives in assisting planned 
home births during the COVID-19 pandemic. Methods: Qualitative study, based on the 
Collective Subject Discourse methodological framework, carried out with eight professionals, 
members of a birth care collective from the northeast region of Brazil. Data was collected 
between September and October of 2020 using the focus group technique. Results: The 
collective discourses revealed five central ideas: Changing assistance strategy; Dealing with 
frustration; Facing the fear of contamination; Avoiding exposure to the virus; and Keeping 
distance during the care process. Final considerations: The challenging condition the 
pandemic brings to the care of planned home births is made evident, being marked by the 
need for collective protection and the pressure of following health recommendations. The 
study also points out the need for official protocols and good quality information based on 
scientific evidence and humanizing principles to guide health care.
Descriptors: Home Childbirth; Pandemics; COVID-19; Health Personnel; Midwifery.

RESUMO
Objetivo: Conhecer os desafios enfrentados por parteiras urbanas para a assistência ao parto 
domiciliar planejado durante a pandemia da COVID-19. Métodos: Estudo qualitativo, ancorado 
no referencial metodológico do Discurso do Sujeito Coletivo, realizado com oito profissionais 
integrantes de um coletivo de assistência ao parto, no Nordeste brasileiro. Os dados foram 
coletados entre setembro e outubro de 2020 mediante a técnica de grupo focal. Resultados: 
Os discursos coletivos revelaram cinco ideias centrais: Alterar a condução da assistência; Lidar 
com as frustrações; Encarar o medo da contaminação; Evitar a exposição ao vírus; e Manter-se 
distanciada durante a assistência. Considerações finais: Evidencia-se um contexto pandêmico 
desafiador para assistência ao parto domiciliar planejado, marcado pela necessidade de proteção 
coletiva e por angústias advindas do atendimento às recomendações sanitárias. O estudo 
sinaliza, ainda, a relevância de protocolos oficiais e informações de qualidade que norteiem 
um atendimento pautado em evidências científicas e na humanização.    
Descritores: Parto Domiciliar; Pandemias; Infecções por Coronavírus; Pessoal de Saúde; Parteira.

RESUMEN
Objetivo: Conocer los desafíos enfrentados por parteras urbanas para la atención al parto 
domiciliario planeado durante la pandemia de COVID-19. Métodos: Estudio cualitativo, 
ancorado en el referencial metodológico del Discurso del Sujeto Colectivo, realizado con ocho 
profesionales integrantes de un colectivo de atención al parto, en Nordeste brasileño. Datos 
fueron recolectados entre septiembre y octubre de 2020 mediante técnica de grupo focal. 
Resultados: Discursos colectivos revelaron cinco ideales centrales: Alterar la conducción de la 
atención; Lidiar con las frustraciones; Encarar el miedo a contaminación; Evitar la exposición al 
virus; y Mantenerse distanciada durante la atención. Consideraciones finales: Evidencia un 
contexto pandémico desafiador para atención al parto domiciliario planeado, marcado por la 
necesidad de protección colectiva y angustias advenidas de la atención a recomendaciones 
sanitarias. El estudio señaliza, aún, la relevancia de protocolos oficiales e informaciones de 
calidad que dirija a una atención pautada en evidencias científicas y en la humanización.
Descriptores: Parto Domiciliario; Pandemias; Infecciones por Coronavirus; Personal de 
Salud; Partería.
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INTRODUCTION

Specialized care for planned home births (PHB), despite being 
a viable possibility and a growing trend for childbirths in Brazil, is 
still an alternative available only to a few women in the country. 
In general, this possibility is restricted to families with greater 
income, who can afford a private care team(1). In the context 
of Brazilian public health care, only one maternity hospital has 
implemented this type of care (in 2013), revealing that public 
administration’s interest in developing policies to make this 
option accessible through SUS (Sistema Único de Saúde) - The 
Brazillian unified health care system -, is still incipient(2). This 
situation contrasts with the scenario found in the Netherlands 
and the United Kingdom, places with high rates of home births 
and considered worldwide as a role model for obstetrical care(3-4). 

Concerning this matter, the Ministry of Health’s (MH) positioning 
is questionable, while demonstrating faint support for PHB through 
SUS and briefly addressing the practice in official documents. The 
documents mention the roles of doctors, nurses, and midwives 
in this care context and advises that women who choose this 
type of childbirth should not be discouraged, however, without 
bringing up the benefits and the importance of standardizing 
this modality of out-of-hospital care(5).

Alongside the lack of public policies, the Professional Councils 
show no interest in regulating and encouraging PHB care, not 
having established specific guidelines and protocols so far. Physi-
cians are discouraged by these entities from providing this type of 
assistance, if not prohibited entirely(6-7). This position is anchored 
on the allegation of increased risk in the home environment, re-
inforcing the hospital-centric culture around the event of birth(8). 
On the other hand, it is possible to glimpse the evolution of this 
practice when performed by nurses, supported, in general, by 
technical notes and opinions provided by the nursery councils(9-12). 

This reality demands - from professionals working in PHB 
-, midwives, nurses, and obstetricians — who commonly call 
themselves “urban midwives” — the development of care rou-
tines of their own, to make sure women at home receive proper 
attention during pregnancy and after giving birth. In general, this 
leads to the adaptation of the hospital care model to the home 
environment, prioritizing humanized birth practices and avoiding 
invasive, unnecessary interventions(12-13). This context contributes 
to the greater physical and personal closeness between the pro-
fessional and the mother, which helps her to take the role of the 
protagonist of the birth and favors a more welcoming practice(14).

However, the COVID-19 pandemic pressed the need for adapta-
tion in professional practices to deal with the risk of contamination. 
International studies show the high transmissibility and potential 
lethality of the disease, especially in health professionals, and 
the fact that it could also lead to dangerous complications for 
the mother and the fetus(15-16). In the Brazilian scenario, data on 
maternal morbidity and mortality due to the disease is alarm-
ing, resulting in the epidemiological bulletin issued by the MH 
classifying pregnant and recently pregnant women as groups of 
high risk for COVID-19(16-18).

In this sense, the non-regulation of the PHB care practice 
proves to be an even more complex problem, given the need to 
structure new protocols that prioritize the safety of the family 

and the health care team. Thus, it is vital to understand how 
professional midwives carry out home birth care in a pandemic 
context, which can benefit the development of adaptation strate-
gies for this care model. 

OBJECTIVE

To understand the challenges faced by urban midwives in 
assisting planned home births during the COVID-19 pandemic.

METHODS

Ethical aspects

This work was approved by the Research Ethics Committee of 
the Escola de Enfermagem da Universidade Federal da Bahia (UFBA) 
[Federal University of Bahia’s Nursing School]. The participants 
signed the Informed Consent Form being aware of the objec-
tives, risks, and benefits of the research. It should also be noted 
that they were informed that the speeches would be recorded 
(using portable devices) and the transcription documents would 
be virtually archived for a period of five years. Finally, in order 
to preserve the anonymity of the participants, their names were 
replaced by a code composed by the letter E or M, referring to 
the professional classes “nurse” or “doctor”, respectively, followed 
by a randomly chosen Arabic numeral for each participant (e.g. 
E1, M1, E2, M2).

Study type

Qualitative research guided by the Consolidated criteria for 
reporting qualitative research (COREQ) tool and based on the 
Collective Subject Discourse (CSD) methodological framework, 
designed by Lefèvre and Lefèvre(19). This method is based on 
the premises of the Social Representation Theory: it enables the 
grouping of different speeches, that is, socio-cognitive structures 
representing key expressions, on which a collective thought is built 
to reveal the Central Idea Synthesis (CIS), the essential content(19-20).

Study scenario

The study scenario was a collective provider of humanized 
childbirth care in a capital located in the Northeast region of 
Brazil. The group is formed by nurses and obstetricians, self-
styled “urban midwives”. The term “collective” is due to the work 
philosophy that these professionals follow, whose characteristics 
and principles are based, above all, on the transdisciplinarity and 
horizontality of the care they provide.

Data source

For inclusion in the research, it was established as a criterion to 
be a health professional member of the midwifery group active 
in the PHB scenario. However, participants on maternity leave 
or vacations were not included.

The study population selection was deliberately done by the 
researchers, by invitation through telephone calls. In total, eight 
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female health care professionals, aged between 30 and 61 years, 
took part in the research, including four doctors and four nurses, 
all specialists in the obstetric area. Their experience in PHB care 
varied between 6 months and 30 years.

Data collection, organization, and analysis

To carry out the data collection, which took place between 
September and October of 2020, the researchers approached 
the participants in advance by attending the weekly meetings 
of the urban midwives team (nurses and obstetricians), which 
takes place virtually through the Google Meet platform. This 
online tool was also used to collect the speeches. The first stage 
of data collection comprised individual meetings between the 
researchers and each of the research participants, with an aver-
age duration of 35 minutes, in which questions from a premade 
questionnaire were asked to conduct the socio-demographic 
and professional characterization of the group.

After this step, there was a collective meeting between all 
midwives and researchers in the form of a Focus Group (FG). 
Through this strategy, after the researchers asked the questions, 
the collaborators were able to interact and dialogue with each 
other, sharing their experiences, exposing their opinions, raising 
discussions, and provoking reflections regarding the PHB care 
provided by the urban midwives during the pandemic(21). Prior 
to the start of the FG, which lasted 40 minutes, the professionals 
agreed to participate in an “icebreaker” moment, in which they took 
turns to introduce themselves and took part in group-dynamic 
activities. This contributed to making them feel welcomed and 
safe to talk about their personal experiences during the FG.

To conduct this collective experience in an organized and 
productive way, the researchers employed a semi-structured 
questionnaire with open questions based on a defined guiding 
question: “Tell me about the PHB care you provide during the 
COVID-19 pandemic”.

To meet the methodological rigor requirements of the study, 
the criteria established by COREQ guided the methodological 
trajectory of the investigation closely. The data collection was 
carried out by the researchers responsible for this paper, who 
had previous experience in conducting this type of investiga-
tion. Later, in possession of the FG recordings, the participants’ 
speeches were transcribed in full by a nursing student trained 
to perform such activity. Then, the transcript was examined by 
two postgraduate students who took part in this paper to ensure 
the interview contents were preserved. Finally, the transcribed 
document was sent back to the collaborators of the study in its 
entirety for them to read and confirm that their speeches were 
faithfully registered.

Once the collection process came to completion, the data 
was systematized based on the methodological premises of the 
CSD. At first, the speeches were grouped according to the key 
expression they presented, making possible the emergence of CIS 
around the speeches produced in first person singular and that 
showed a collective representation of the theme(19-20) (Chart 1). 
These patterns were analyzed, interpreted, and discussed based 
on the framework of current scientific literature on home birth, 
humanized obstetric care, and COVID-19.

Chart 1 – Central Ideas Synthesis of urban midwives’ discourses on the 
challenges in assisting planned home births during the COVID-19 pandemic

Numbering Central Idea Synthesis

01 1A - Changing assistance strategy

02 1B - Dealing with frustration

03 1C - Facing the fear of contamination

04 1D - Avoiding exposure to the virus

05 1E - Keeping distance during the care process

RESULTS

The collective discourses of the professionals highlighted the 
main challenges faced in PHB care during the pandemic period, 
represented by the five central ideas below.

SCI 1A - Changing assistance strategy

The discourse points to repeated changes in assistance strategies 
by urban midwives as one of the challenges faced in the pandemic 
period. Consequently, the participants exposed the alterations made 
to prenatal care and team behavior during home labor care.

At the beginning of the pandemic, there was a lot of information, 
and it all changed daily. It took a while to establish a basic protocol 
for care, based on the positive experiences shared by professionals 
from various states. It was necessary to stop using the bathtub, 
even though there was no scientific consensus if it increased the 
risk of contamination or not. There is now a need to use full-body 
protective equipment during the expulsive phase, and prenatal care 
is alternated between face-to-face visits and online appointments. 
When labor takes long, I sometimes take off my mask to eat and 
sleep, as I would at the hospital, however, at home, we have a 
separate space just for us, which is better than the condition in 
health care institutions, where there is increased risk due to the 
high transit of people. It was established that birth photographers 
cannot be present anymore; the accompanying doula must be 
properly equipped; and the number of companions should be as 
little as possible, preferably just one. (E1, E2, E4, M2, M4)

SCI 1B - Dealing with frustration

The collective discourse revealed that changes in the birth 
planning, required by safety protocols, could impose scenarios 
different from expected and limit the number of people present 
at that time, causing frustration to the mother. This reality had to 
be absorbed by the professionals, who had to face the challenge 
of devising strategies to deal with this disappointment from the 
start, in the prenatal appointments.

The planned home birth is very idealized by the woman. They 
need to adapt not only to a delivery plan, but to a dream. The 
suspension of the possibility of using the bathtub during labor 
and delivery brought a lot of frustration. I also had to deal with 
their disappointment regarding the need to reduce the number of 
people in the birth scenario, so I had to talk about these necessary 
changes since prenatal care. In addition, I inform that, if she 
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presents suspicious symptoms or confirmation of COVID-19 close 
to the estimated date of delivery, the birth will have to take place 
in a hospital instead. (E2, E4, M1, M2, M3)

SCI 1C - Facing the fear of contamination

Although having access to the necessary equipment to protect 
themselves from the virus, the discourse showed a constant fear 
of being contaminated or exposing women under their care to 
this risk, manifested through feelings of anguish and tension. The 
contamination of the rest of the team is also of great concern, as 
that would compromise the care provided to the women assisted 
by the home birth collective.

The first births almost got me crazy because I wasn’t sure how to 
protect myself. The first time I saw a patient confirmed with COVID-19 
was terrible: I remember that, after dressing up, I started to cry. The 
pressure of the possibility of being contaminated at any moment 
is huge. I live with the uncertainty that the asymptomatic mother 
could perhaps be a positive, and after the delivery, I wonder if I got 
sick and if I could spread the virus. There is also the insecurity of 
having other infected people inside the birth setting, such as family 
members and doulas. Any sneezing is a suspicious symptom; this 
causes me a lot of anguish. Since I’m part of a collective, for me it 
is also challenging to imagine what would we do if everyone gets 
sick at the same time. (E1, E3, E4, M1, M2, M4)

SCI 1D - Avoiding exposure to the virus

Urban midwives bring up in their discourse that, in the home care 
model, it is difficult to keep distance from the mother, even though 
they are aware of the risks of exposure to the virus. In addition, there 
are situations in which labor progresses rapidly and pressures the 
professionals to skip or hastily dress their protective equipment.

When I realized it, I was already in physical contact with the 
woman, even though I knew about the risk. In births that progress 
very quickly, we do not always have time to put on all PPE, or, 
sometimes, we put them on inadequately, as we cannot leave 
the woman unassisted. I put myself at risk by prioritizing the 
care to detriment of wearing the equipment. When the mother is 
in the expulsive phase, for example, it does not matter how well 
prepared we are, in this model, the woman has free choice of her 
position for giving birth, we end up touching her and her fluids. I 
end up getting dirty from that whole struggle. (E1, E2, M1, M2, M3)

SCI 1E - Keeping distance during the care process

Based on this discourse, it is evident that establishing a connec-
tion with the pregnant woman in PHB care became a challenge 
in itself in the context of the pandemic, since, in addition to the 
physical distancing, the professionals needed to deal with the 
literal barrier imposed by the protection equipment. This reality 
impaired the relationship between the professional and the mother 
and got in the way of the team dynamics during the care practice.

My work is completely dependent on physical contact, the 
relationships in home birth are much closer. It was very difficult 
to get used to a distanced care, with no hugging, touching, or 
physically comforting the mother. Having to stop and dress the 

protective equipment when entering the expulsion phase leads 
to a break of the connection with that moment; sometimes I lose 
focus of the birth, of that energy. The communication within the 
team was also compromised by the distancing and use of protective 
equipment, as, in normal circumstances, we communicate mostly 
through touching and facial expressions. In addition, the home 
birth is planned during prenatal care; what used to be a home visit, 
chatting while having a cup of coffee, now happens at a distance, 
making bonding with the family more difficult. (E1, E2, E4, M1, M2)

DISCUSSION

The discourse shows recurrent adaptations in the care prac-
tice of urban midwives as one of the challenges brought by the 
pandemic, revealing changes that have occurred in the practice 
of prenatal care and in the way the team performs during home 
labor. In this emergency context, professionals were required to 
quickly adapt to ensure safe care, even when having to deal with 
still incipient scientific information about the disease in hospital 
or home environments. Specifically, regarding obstetric care, new 
information on virus repercussions in the lives of pregnant women 
and newborns was constantly disseminated by the international 
medial during the first months of the pandemic(22-23).

In the Brazilian scenario, the alarming data on the morbidity 
and mortality of pregnant women raised efforts to safeguard 
these lives. In this sense, the release of the technical note from 
the MH, which classified this portion of the population as a risk 
group for COVID-19, pointed out the importance of greater pre-
caution in the care of mothers during and after pregnancies, and 
care practices were established to consolidate those changes in 
the routine of services(24-25). Regardless of the birth care scenario, 
changes often limit the woman’s full autonomy, which also causes 
frustration for professionals, as they feel that they are not able to 
provide proper humanized care as they used to.

Given the severity of the virus for the pregnant woman, the 
interviewed professionals mentioned that, according to the rec-
ommendations of the MH, it was necessary to alternate between 
face-to-face and online appointments to carry out prenatal care. 
In addition to that, online communication becomes the only 
option when women exhibit any suspicious symptoms or have 
had recent contact with someone positive for COVID-19(25). Thus, 
remote meetings have become a valuable resource to ensure the 
monitoring of the mothers’ and fetus’ well-being at a time when 
physical distancing is necessary, although urban midwives report 
a weaker bond when comparing to conventional face-to-face 
visits at home.

Countries such as China and the United States of America also 
employed online appointments as a tool for monitoring pregnant 
women during the pandemic period(26-27). Although it is a way to 
maintain prenatal care, this is not a reality for the entire Brazilian 
scenario, as some women, users of public or private services, have 
this right denied, leaving them unattended and endangering the 
lives of the woman and the fetus(28-30).

In addition to prenatal care, professionals had to update 
themselves to work within the labor and delivery scenarios, 
seeking national and international recommendations to develop 
protocols to safely guide their care practices. In the meantime, 
although there was no scientific consensus, the evidence pointed 
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to the detection of SARS-CoV-2 RNA in blood, urine, and feces 
samples from contaminated people, being necessary to avoid 
contact with such bodily fluids due to the risk of contamina-
tion(15). Thus, despite the benefits of using water birth as a pain 
relief technique, this resource became not advisable for mothers 
in labor(31). Although immersion in water is not recommended, 
showers should be encouraged, as in addition to promoting 
relaxation and pain relief for women, it helps with hygiene 
when necessary(32-33).

Another change adopted to ensure safe care is the restriction 
of access to the birth scene for people such as photographers, 
family, and friends, recommending solely the presence of a 
doula and one companion chosen by the woman. In this regard, 
it is important to point out that the presence of a doula in the 
birth scenario leads to a more positive experience, bringing 
benefits such as better pain control during childbirth, reduced 
use of analgesics, and a better chance to experience the golden 
hour(34-35). Therefore, understanding such benefits and consid-
ering that these professionals are regulated and prepared to 
act during the pandemic, the right to have the presence of a 
doula was ensured in the PHB scenario, even though they are 
barred from entering maternity hospitals, which represents a 
setback to women’s rights.

Both the restriction on the use of specific techniques and the 
limitation on the number of people present are new and unusual 
circumstances for the mother planning her PHB. In general, she is 
encouraged to play a protagonist role during childbirth through, 
for example, understanding the physiology of the process and 
elaborating the birth plan, expressing her wishes and preferences. 
Therefore, urban midwives needed to talk with the pregnant 
women, even during prenatal care, about the new scenario of 
childbirth and the necessary adaptations. This practice is in line 
with the humanization of care, as it prioritizes respect for the 
women’s informed choices and allows her to participate in the 
decision-making processes(36-37).

The disappointment in the professionals’ speeches is also 
related to the always present possibility of the woman need-
ing to be transferred to a hospital in an emergency, in case of 
suspicion or confirmation of COVID-19. This change in scenario 
is adopted considering the possibility of a rapid decline of the 
clinical condition of the mother, with repercussions such as an 
abrupt drop in blood oxygenation, which may require ventilatory 
support and monitoring in an Intensive Care Unit(38-40). It should 
be noted that low-risk PHB with the presence of trained profes-
sionals is a growing trend, associated with positive outcomes 
and not linked to higher rates of maternal or fetal morbidity 
and mortality compared to births in hospitals, thus configuring 
a positive option for pregnant women(35,41-44).

Even when there is no suspicion of COVID-19, professionals 
need to deal with the chance of asymptomatic cases, so they 
feel insecure in the environment, even if they have taken pre-
cautionary measures. This is due to the need to remain in the 
mother’s home for long periods, forcing them to share rooms 
and personal objects, as well as the need to remove their PPE to 
fulfill physiological needs. Furthermore, the care practice itself 
implies a risk, as it requires the professional to be in continuous 
physical contact with the woman. It is important to emphasize 

that, in the hospital environment, where multiple families are 
being monitored at the same time, this risk of contamination may 
be increased as it is an area with constant flow of people (35,45).

In this sense, the fear of contamination generates anxiety in 
professionals, with manifestations of psychological distress. This 
anguish was correlated with the risk of having their care services 
rendered unavailable as a result of widespread contamination 
within the team, as well as the risk of transmission of the virus 
to their own family or others under the care of the team. Hence, 
the use of personal protective equipment (PPE), such as a cap, 
N-95 mask, face shield, waterproof apron, and disposable shoes, 
is imperative, being incorporated into the new reality of obstetric 
care(25). In this regard, it is noteworthy that the removal of protective 
equipment is a moment with an increased risk of contamination, 
with guidelines published by the MH concerning this situation 
to be strictly followed by health workers(46).

The adequate use of PPE is especially challenging in situations 
in which labor progresses rapidly, where the midwife may not 
have time to get properly equipped in order to respond quickly 
to the needs of the mother. In addition, respecting women’s free 
choice of position in the expulsion phase, for example, can be an 
element that makes the professional vulnerable to contamination, 
considering the possibility of contact with fluids. Another factor 
that also impacts the PHB is the use of masks, perceived by the 
participants as a factor that distances them from the mother, 
weakening the connection between them. This is because, in 
the birth process, a strong bond is established between the 
pregnant woman and the obstetric nurse, which goes beyond 
verbal communications, and therefore the use of facial expres-
sions is important(14).

It is also worth noting, as pointed out by the participants, that 
these newly adopted safety procedures generate external noise 
in the birth scenario — when the team has to get equipped or 
use verbal communication. This new reality contrasts with previ-
ous practices which tried to be as silent as possible to allow the 
family interaction and the woman to connect with the moment 
she is going through(47-48). A comfortable and welcoming space 
is needed for this moment of intimacy, favoring the woman’s 
relaxation and enhancing her connection with the energy of the 
moment, which can add quality to care and help in the progres-
sion of labor(49).

Study limitations

Considering that urban midwives working in the PHB scenario 
establish their own work procedures, the challenges encountered 
by the care providers may vary according to the region where 
they work. Thus, the study is limited by not exploring how this 
care model has been conducted by professionals working in 
other parts of the country, other than the Brazilian Northeast.

Contributions to Nursing, Health, and Public Policies

The study contributes to the diffusion of strategies designed 
to adapt the care provided to women during and after pregnancy 
in this challenging context, to ensure the safety of everyone in-
volved in the event, and satisfy the premises of humanized care. 
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For the obstetric area, these findings are even more relevant, as 
they contribute to the autonomy and professional safety of nurses 
and obstetricians working in the PHB scenario, with emphasis 
on the former, as they are the main provider in this care model.

FINAL CONSIDERATIONS

The urban midwives’ speeches revealed a challenging reality in 
the care of planned home births in the context of the COVID-19 
pandemic, because, in order to offer safe care, valuing the pro-
tection of women, companions, and professionals from possible 
contamination, it is necessary to face the fear of the disease and 
comply with strict health recommendations, even though these 

can impact the bond between the mother and the professional 
and generate struggle for everyone involved.

In a scenario with few official protocols to guide professional 
practice and limited dissemination of guidelines for conducting 
PHB care, especially during the pandemic, the study is beneficial 
by making accessible quality information that can guide profes-
sionals to obstetric practices based on scientific evidence and 
aligned with humanized care values.
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