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Reflective, pragmatic, and reactive s

decision-making by maternity service providers
during the SARS-CoV-2 pandemic health system
shock: a qualitative, grounded theory analysis

Sergio A. Silverio” ®, Kaat De Backer’®, Jeremy M. Brown>®, Abigail Easter’®, Nina Khazaezadeh*®,
Daghni Rajasingam’®, Jane Sandall*’® and Laura A. Magee'"

Abstract

Background Pregnant and postpartum women were identified as having particular vulnerability to severe symptom-
atology of SARS-CoV-2 infection, so maternity services significantly reconfigured their care provision. We examined
the experiences and perceptions of maternity care staff who provided care during the pandemic in South London,
United Kingdom - a region of high ethnic diversity with varied levels of social complexity.

Methods We conducted a qualitative interview study, as part of a service evaluation between August and Novem-
ber 2020, using in-depth, semi-structured interviews with a range of staff (N=29) working in maternity services. Data
were analysed using Grounded Theory analysis appropriate to cross-disciplinary health research.

Analysis & findings Maternity healthcare professionals provided their views, experiences, and perceptions of
delivering care during the pandemic. Analysis rendered three emergent themes regarding decision-making dur-

ing reconfigured maternity service provision, organised into pathways: 1) ‘Reflective decision-making’; 2) ‘Pragmatic
decision-making’; and 3) ‘Reactive decision-making’ Whilst pragmatic decision-making was found to disrupt care,
reactive-decision-making was perceived to devalue the care offered and provided. Alternatively, reflective decision-
making, despite the difficult working conditions of the pandemic, was seen to benefit services, with regards to care of
high-quality, sustainability of staff, and innovation within the service.

Conclusions Decision-making within maternity care was found to take three forms — where at best changes to
services could be innovative, at worst they could cause devaluation in care being delivered, and more often than not,
these changes were disruptive. With regard to positive changes, healthcare providers identified staff empowerment,
flexible working patterns (both for themselves and collectively as teams), personalised care delivery, and change-
making in general, as key areas to capitalise on current and ongoing innovations borne out of the pandemic. Key
learnings included a focus on care-related, meaningful listening and engagement of staff at all levels, in order to drive
forward high-quality care and avoid care disruption and devaluation.
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Background

The ‘COVID-19’ pandemic has posed an unprecedented
threat to public health and human life. The outbreak
spread rapidly across the world, with the UK reporting its
first case on 31 January 2020 [1]. By 26 March 2020, the
UK Government had legislated for national lockdown,
with mandatory stay-at-home orders enforced across
the four nations. These measures intended to reduce the
spread of infection and associated hospital admissions
[2].

To reduce the rate of infection, healthcare services
globally reconfigured their healthcare provision, ensur-
ing those most vulnerable had least exposure. Maternity
services, in particular, were reconfigured to minimise the
risk of SARS-CoV-2 to both pregnant women and their
babies [3-9]. Challenges for maternity care-providers
were numerous, including shortages of resource; these
were physical (e.g., lack of beds as maternity wards were
converted into ‘COVID-19 wards’) [10-12] and human
(due to staff illness, self-isolation, shielding practices, or
redeployment to provide other types of care) [3, 13, 14].
Further, there was rapid implementation of virtual care,
in an environment which was not digitally-advanced [3,
13, 15-18].

In the UK, reconfiguration of maternity care services
was documented in a nationwide audit which suggested
a reduction in scheduled antenatal and postnatal care
appointments, an increase in provision of virtual care,
and at least temporary suspension of support for home-
births, continuity of care, and midwifery-led birthing
units [14]. These changes were perceived as resulting in
less personal, more fragmented care for women and their
babies — antenatally, intrapartum, and postnatally [13,
19-26].

Throughout the pandemic in the UK, detailed
guidance on continued delivery of safe and effective
maternity care was provided by the Royal College of
Obstetricians and Gynaecologists (RCOG) and Royal
College of Midwives (RCM). Between January 2020
and January 2022, the RCOG and RCM issued 14 ver-
sions of their ‘Coronavirus (COVID-19) infection and
pregnancy’'guidance [27]. Additional guidance on ser-
vice reconfiguration and infection control in health-
care settings was issued by NHS England [28, 29] and
the Institute of Health Visiting [30]. As such, a rap-
idly burgeoning mass of guidance was issued, to be
absorbed, interpreted, and implemented by individual
maternity care services and providers. Adding to the

challenge was that these and other important guid-
ance documents did not always agree or directly align
— adding to the challenge of implementation.

To understand how those involved in providing mater-
nity care experienced the pressures of rapidly reconfig-
uring their local care policies and provision during the
SARS-CoV-2 pandemic, we interviewed a multi-discipli-
nary range of healthcare professionals as part of a service
evaluation. This aimed to inform ongoing discussions
regarding development of healthcare policy and guide-
lines aiming to build back a better maternity care service
for future pandemic waves, post-pandemic recovery, and
future health system shocks.

Methods

Details of ethical approval

This project was deemed a service evaluation by Guy’s
and St. Thomas’ NHS Foundation Trust and was
given Trust approval in July 2020 (service evaluation
reference:- 11046).

Study design

The overall study was designed as a service evaluation,
the results of which have been published elsewhere
[13]. As is often the case with qualitative data and with
the nature of the pandemic circumstances, respondents
provided much richer data than expected, allowing us
to conduct subsequent analyses of the interview data.
Therefore, whilst our study design was that of a service
evaluation, the analytic technique presented in this paper
is in response to the data quality being much higher than
anticipated, which enabled a post hoc decision to be
made to conduct the subsequent grounded theory analy-
sis presented here.

The qualitative design chosen was semi-structured
interviews with healthcare providers who had been
involved in maternity services reconfiguration, either
planning and/or provision. The full interview schedule
can be found in Supplementary Material 1. Adopting
a post-positivist research paradigm (i.e., the pursuit of
objectivity in conjunction with recognition of the effect
of socio-cultural pressures and biases) allowed us to
focus on the emergence of theory which explained more
than each individuals’ experience alone [31].

To this end, we present ourselves as ontologically criti-
cal realist (accepting of peoples’ lived realities as knowl-
edge of the ‘truth’ even if it is not necessarily true) and
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epistemologically objectivist (a procedural attempt at the
acquisition of new knowledge). Critical realist ontology
[32] enabled an empathic reflexive judgement to reported
experiences, with understanding of the structural condi-
tions and social pressures as important context within
which healthcare providers were working. We adopted
an objectivist epistemological stance [32], with the inter-
viewers and analysts positioned as objective outsid-
ers to the system within which respondents worked, as
neither the interviewer [SAS — experienced qualitative
researcher, KDB — junior qualitative researcher] nor ana-
lysts [SAS, KDB, JMB] were employees of the Trust. The
philosophical underpinning lent itself best to a grounded
theory analysis, which is rooted in ontological critical
realism and epistemological objectivism.

Respondent recruitment

A critical case purposeful sampling technique [33] was
used to identify 29 healthcare providers working in
maternity services. As appropriate for this service evalu-
ation study design, we recruited from one NHS Trust
(hospital), with the aim of extrapolating findings to other
contexts [33].

To reflect the breadth and balance of professionals
providing maternity care, we sent out directorate-wide
e-mails to maternity care staff. Expressions of interest in
taking part in interviews were directed to a non-clinical
member of the service evaluation team [SAS], to preserve
the anonymity of potential respondents from clinical
leadership within the Trust. All respondents confirmed
their willingness to participate at the beginning of each
interview recording. Respondents were made aware
their identity would remain anonymous, but that their
de-identified data would be shared with the Trust and
prepared for publication and other such dissemination.
Respondents’ transcripts were anonymised during the
transcription process and assigned a number according
to the order in which they were interviewed. Full charac-
teristics of respondents are detailed in Table 1.

Data collection

Between August and November 2021, two authors [KDB,
SAS] conducted interviews (N=29) via Zoom video-con-
ferencing software [34], due to UK Government-imposed
lockdown and physical distancing restrictions related
to the COVID-19 pandemic. Data collection and analy-
sis followed procedures for best practice for qualitative
researchers in the field [35]. Interviews lasted 28—79 min
(Mean=50 min), were recorded, and the audio was pro-
fessionally transcribed. Interviews were semi-structured,
ensuring certain questions were asked of all respondents
to allow for comparable analysis across the dataset, but
still flexibile enough to allow interviewers to follow-up
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on points raised which were unique to each individual
respondents’ experience [36]. Interviews followed a
chronological order, covering respondents’ experiences
of service reconfiguration over the course of the COVID-
19 pandemic.

Data analysis

We followed an approach to grounded theory method-
ology appropriate for cross-disciplinary health research
[37-40]. This approach involves three analytic phases:
coding, theme development, and theory generation [37],
undertaken continuously, so data were analysed as soon
as interviews were transcribed, rather than waiting until
all interviews had been completed. Grounded theory
analysis has long been used in studies of health, illness,
and healthcare provision, but often is subject to discipli-
nary siloes [37]. Given the cross-disciplinary nature of
our team, which included expertise in psychology [SAS,
AE], social science [SAS, JS], midwifery [KDB, JS, NK],
medicine [LAM, DR], and clinical education [JMB, DR],
the approach set out by Silverio and colleagues [37] in
2019 has been widely accepted in the field as a remedy to
the difficulties a team might face when using grounded
theory for cross-disciplinary analyses.

Interviews were conducted until theoretical saturation
was reached [41], a point identified through constant
comparison of each new transcript coded with previ-
ously-analysed transcripts. Whilst theoretical saturation
was reached with 18 respondents, anomalies remained
in the data provided by respondents who were not from
midwifery or obstetric backgrounds, and we were aware
of the lack of ethnic diversity in the dataset. Following
grounded theory, theoretical sampling can be undertaken
when respondents with a particular characteristic exhibit
experiences different from the main [38]; this facilitates
determination of whether dataset anomalies are related
to a particular group, or simply specific to an individual
respondent [42]. Therefore, we theoretically sampled on
these two characteristics (i.e., different professions and
ethnicity). Full theoretical saturation was achieved with
29 respondents.

All coding of transcripts was conducted ‘by hand’
using Microsoft Word, which enabled multiple analysts
to access the same transcript, remotely. Each transcript
was first open-coded, line-by-line [KDB], using perti-
nent parts of the respondents’ own speech to provide a
code for each line or sentence. Focused coding followed
[SAS, KDB], where line-by-line codes were grouped into
higher order codes representing trends in the data. These
focused codes were merged, split, and rearranged to
develop ‘super-categories’ [37]. At this point, a third ana-
lyst [JMB] re-coded approximately 15% of the transcripts
as a reliability check, using just the super-categories; this
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Table 1 Description of respondents Table 1 (Continued)
Characteristic Respondents Characteristic Respondents
N=29 (%) N =29 (%)
Professional Background /-\s@an (Bangladeshi, Chinese, Indian, Pakistani, 3(10-3)
Midwif 12 414 Asian Other)
ol efy ] Mixed (Mixed White/Asian, Mixed White/Black 2 (6-9)
Obstetrics 6(20-7) African, Mixed White/Black Caribbean, Mixed Other)
Health Visiting * 3(010-3) Other (Arab, Any Other) 0(0-0)
Other Medical Specialisms (e.g. Internal Medicine) 2(6-9) Has had a COVID-19 Positive Diagnosis ¢
Anaesthesia 2(6:9) Yes 8(27-6)
Neonatology 1(3-4) No 18 (62-1)
Nursing 13-4) Possibly (Unconfirmed) 3(10-3)
Imaging Sciences 13-4) Clinically Vulnerable to COVID-19
Clerical 1(3-4) Yes 2(6:9)
Maintenance/Cleaning/Security 0(0-0) No 27 (93-1)
Position (Level of Seniority and/or Primary Responsibility) Clinically Vulnerable Household or Immediate Family Member
Frontline Clinician (e.g. Junior Doctors, Midwives) 14 (48-3) Yes 4(13-8)
Senior Clinician (e.g. Consultants) 4(13-8) No 25 (86-2)
Clinical Manager (e.g. Clinical Staff responsible 4(13-8)
for delivery of a team) 2 In the UK, Health visitors are nurses or midwives who have undertaken addi-
Strategic Leadership (e.g. Clinical Staff with 4(138) ggnal tra!nmg in comm.u.mty public health nursing to become specialist commu-
X I y public health practitioners
Senior Management Responsibilities) b Whilst recruitment was also open to members of staff from maintenance,
Research (e.g. Clinically trained staff whose 2(6:9) cleaning, and security, we were unable to recruit any respondents from these
main role is to deliver clinical research) aspects of the service
Administrative (e.g. medical secretaries and office 1(3-4) € Respondents were only deemed to have been redeployed when they had been
managers) asked to work in a clinical area where they had not previously worked as part of
. ) b . their contracted role at the Trust, or where their rotational working pattern had
Maintenance/Cleaning/Security ° (e.g. service staff) 0(0-0) been completely re-designed due to COVID-19 service delivery reconfigurations
Years of Experience (Mean= 16:2 years) 9 Ethnicity was defined by respondents in response to the question: “Could you
>5 years 3(10-3) tell me the ethnicity with which you identify?” and then grouped according to UK
Government population statistics categories
6-10 years 7(24-1) . )
€ Respondents were recorded as ‘Possibly (Unconfirmed)’ when they believed
11-20 years 10 (34-5) ) o )
they had contracted COVID-19, but never received clinical diagnosis
21 +years 9(31-0)
Years of Experience at this Trust (Mean = 9-4 years)
> > years 10(34-5) analyst was otherwise masked to the original lower and
6-10 years 10(34-5) higher order coding. Reliability of super-categories was
11-20 years 9610 confirmed between analysts. Finally, themes were devel-
21 +years . 000 oped by collapsing and re-arranging super-categories,
Redeployed and where required, offering themes with more appropri-
ves 7@41) ate names.
No 22(75:9) Following grounded theory methodology [37], the the-
Age (Mean =446 years) ory was subjected to within-team defence, twice, when it
18-24 000 was further refined, ratified, and approved unanimously;
25-34 5(17:2) this ensured that no other explanations were evident.
35-44 10(34-5) Presented here are analyses addressing the individual
4>-54 10(34-5) experiences of providing maternity care during the pan-
2564 4(138) demic; analyses addressing the system-level response to
265 0(0-0) reconfiguring services during the pandemic has been
Sex published elsewhere [13].
Female 26 (89-7)
Male 3(10:3) . A
g Analysis & Findings
ity 0 lysi ises th t th bout
White (White British, White Irish, White 19 (65-5) ur analysis comprises three emergent themes abou
Gypsy/Traveller, White Other) those providing and organising maternity care, and all
Black (Black African, Black Caribbean, Black Other) 5(17-2) centred on decision-making—the deliberate step-by-step
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process of gathering information, making choices, and
assessing alternative resolutions: 1) ‘Reflective decision-
making, which resulted in unique opportunities for ser-
vice improvement and satisfaction as care-providers;
2) ‘Pragmatic decision-making, which was recognised
as justifiable to at least some degree, but which resulted
in disruption to care; and 3) ‘Reactive decision-making;
which resulted in devaluation of care. Data are presented
in narrative prose, with the most illustrative quotations
selected. Further supporting quotations are presented in
Table 2. The final theory is then described, before being
interpreted in relation to existing literature.

Reflective decision-making — Unique opportunities

for service improvement

Respondents discussed decision-making which was
reflective, and involved interpretation of issued policy for
their maternity population, and how maternity services
should be reconfigured:

“It was pretty cool to see on the whole the way the
hospital adapted and responded. You could see that
a lot of planning, a lot of thought had gone into it,
and it was quite cool to see. | mean, obviously there’s
always going to be areas it could do better, but | mean
how often do you have a global pandemic? Hopefully
not very often”” (Midwifery Frontline Clinician)

Many respondents agreed on how this time for reflec-
tion facilitated innovation:

“Zoom and MS Teams has revolutionised the way
we do meetings within the NHS? (Anaesthetic Front-
line Clinician)

“ e one thing we have to never lose again in the
NHS was before Covid the patients always came
first, which is right, but the sta never came second.

e wellbeing part of caring for our sta really came
to the forefront during Covid. Suddenly we had well-
being zones, we had tea bags, we had co ee, we had
spaces to go and relax. Covid needed to happen to
bring those things to our wards and services! (Mid-
wifery Clinical Manager)

And often this innovation was regarded as being free of
‘small-p’ political influence:

“..it's just really scrutinising services and deciding
what's necessary and what's not. Something that was
probably necessary and overdue but unable to be
done before because of political limitations, which
were somehow freed when you have a pandemic and
a crisis. So that was positive” (Obstetric Frontline
Clinician)
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“I think one of the key logistical changes has been
that for the first time ever, we've been allowed - even
encouraged - to work from home, which is quite an
odd thing to do...” (Neonatology Senior Clinician)

Many discussed how this type of decision-making,
allowed for continued delivery of efficient and effective,
high-quality care — across the service from antenatal
sonography to postnatal health visiting:

“We have been able to have longer appointment
times, so you haven't got the stress of fitting every-
thing into a short space, then having the next patient
come in. Not having visitors, we feel a bit less pres-
sure. We can do our jobs and have good communica-
tion, but without the showmanship that we have had
to do before? (Imaging Services Frontline Clinician)

“..one thing | would say is this Covid has brought
the best out of most services. ings that we didn’'t
really know that we could do before..” (Health Visit-
ing Clinical Manager)

Respondents often reported change was overdue, usu-
ally positive, and therefore welcome:

“..the best thing, the best thing about this whole
lockdown thing is joining up care stu . So, clinic’s
done this great thing where women can have a walk-
in whooping cough [vaccination] now when they're
coming for their appointment. So, they're coming
in for their scan, they can have their bloods done,
blood pressure done, have the whooping cough, go
home. We're trying to join up if they're seeing Dia-
betes and they have to see the Optician, it's all done
at the same time. If they're having a scan that morn-
ing, they see the Obstetrician that day and go home,
so it's not like two, three, four appointments in one
week. If we can keep that up, that would be amazing
because | think that is very helpful for the women?”
(Midwifery Frontline Clinician)

This also meant respondents often felt a sense of indi-
vidual growth as they felt less pressured in their role:

“ atwas hugely professionally and personally satis-
fying. Bizarrely, it was a good experience for me that
allowed me to grow significantly both professionally
and personally..” (Obstetric Strategic Leader)

This was echoed in examples of how the service was
seen to collectively grow in collaboration and collegiality:

“In the first surge there was a pandemic, let’s all step
up to the mark, this is proper medicine. We were all
prepared to do what we needed to do so there was an
awful lot of, ‘Tell me what you need me to do’ Even
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if they wanted me to do ITU, | would have done it”
(Anaesthetic Frontline Clinician)

“...when we changed the way that we were working,
so when some midwives were shielding, we moved
the teams, working in different teams and | really
enjoyed that actually. | really enjoyed meeting
up with different colleagues, because in commu-
nity we can be quite isolated actually. We gener-
ally don't have the opportunity to go to big meet-
ings, say the updates on the service or whatever,
we generally don’t have the time to do that. So yes,
to be working with different colleagues was great.
Yes, | really enjoyed that” (Midwifery Frontline
Clinician)

Pragmatic decision-making — Disruption of care
Nevertheless, pragmatic decision-making led to some
disruption in care which was perceived negatively, but
was tolerated. On occasion, these decisions were per-
ceived as focussed only on safety, in the narrowest sense
of prevention of mortality from COVID-19 infection
(which had been the priority of the RCOG and the RCM
guidance, as opposed to the NHS England guidance).
This meant staff often struggled to believe the care they
were providing was sufficient:

“I think the reduction in touch and closeness I think
is actually quite important for both sta and the
patients because there is healing in touch I think and
also not being able to see faces because you are wear-
ing @ mask all the time now, | think is quite di cult
both for patients and for clinicians. So, it reduces the
amount of empathy you can convey. And also, it’s
again like email and text, easy to misconstrue what
is being said because you can't see the whole face,
because we are not only obscured by masks, but we
are also obscured by eye wear as well. So yes. | think
that's probably the most unfortunate thing for me..”
(Obstetric Senior Clinician)

“...they can rely on you to advocate for them and it's
just so much harder when there’s so much stu in the
way, you just look like you are going in to fumigate
something and you already looked weird in so much
plastic and goggles and things and then you can't
even do your normal care that you would? (Mid-
wifery Frontline Clinician)

It was emphasised that the introduction of virtual care
was within a digitally ill-equipped NHS unable to deliver
video-care across the service, meaning that much virtual
care was provided by telephone:
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“..not everyone is virtually savvy or there is some
digital inequality or digital divide that often hasn't
been thought through......... for some mothers actually
the virtual clinic may seem quite intrusive because
where they live may not... ey may not necessar-
ily open it up to the clinical sta and suddenly they
are exposed to that and I think it could make some of
them uncomfortable” (Obstetric Senior Clinician)

“ einitial thing was we weren't set up for itat all. I.T,,
things like headsets, cameras, which we still don't have,
and the administrative support for it. It was a huge
amount of work that we didn’t have the admin support
or structures for’ (Obstetric Frontline Clinician)

The decision to disband continuity of care completely,
rather than considering how it might have been delivered
virtually, was ill-received:

“...the loss of continuity of care | think is the thing
that | have missed the most because you can be
much more reassuring if you are the midwife that
the woman sees all the way through, you can obvi-
ously address all of her issues, she gets to know you,
you get to know her, there’s a feeling of......... con-
nection, | think. So that has been lost” (Midwifery
Frontline Clinician)

“We need to scrap the idea that one size fits all and
if this is what comes from the pandemic it’s that you
can have some people who like virtual appointments,
some people who prefer a face-to-face antenatal class;
some people like coming to groups, some people prefer
to have one-to-one breastfeeding support.  at’s okay;
we can create a service that meets all of those needs.
We just have to be allowed to do it. We have to target
the women in the right way so that we actually serve
a purpose, rather than doing something because we
have always done it” (Midwifery Clinical Manager)

Reactive decision-making — Devaluation of care

There was a strong sense that the care provided was not
good enough and that staff and service-users required
reassurance that the current levels of care provision was
the best approach, even when those providing the reas-
surance were unsure themselves:

“..a lot of my time was about providing reassurance
and trying to guide people when | didn’t feel | had
the right guidance myself, because as you know, the
guidance kept changing consistently. So, it was a bit
of the blind leading the blind really, in the sense of
reassuring sta ..” (Midwifery Strategic Leader)
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Reflective decision-making — Unique
opportunities for service improvement

Pragmatic decision-making — Disruption of care

Reactive decision-making — Devaluation of care

“That is really bad that it took a pandemic to get the
wellbeing staff, but now we have a psychologist that
works alongside our staff and we have psychological
support for the staff. If they have an adverse incident
then there is a lot more support for them. We have

to never lose that again. We have to always keep the
wellbeing of staff at the forefront...” (Midwifery Clini-
cal Manager)

“Everyone handles their burdens differently, but on the
whole | think people felt like they were able to go in and
share and say, "How are things for you?” There was a
really good support network colleague to colleague.”
(Midwifery Frontline Clinician)

"I felt that there was good support. | never felt alone
and | never felt that there wasn't anyone | could have
asked and it felt like our department really came
together..." (Research Midwife)

“And I think it was actually good to go into hospital
where you see people. In a way, working from home
would have been, probably, more isolating. At least
there was some kind of normality. But yes, there was
definitely a group of people there who you did stick
together and... Yes, very supportive so you felt very sup-
ported with your colleagues in the department, | would
say...” (Nursing Frontline Clinician)

“There’s lots of positive things, but turning things round
and changing the way we do things has been quite
tiring. It is like anything. Some people cope well with
change, some people are very resistant and haven't
enjoyed it. Trying to cope with all your various staff
reactions to everything is difficult” (Obstetric Frontline
Clinician)

“I'think in that sense it worked really well, and | felt
much more part of a team than | had before, really.
(Research Midwife)

"At the beginning | was really up for it. | felt, especially as
a part-time worker, that | was doing my duty and | was
helping out...” (Midwifery Clinical Manager)

“We bumbled together. Despite the fact it was a very
traumatic clinical time, it was one of the best times of
my leadership career” (Midwifery Strategic Leader)
“I'think actually for a long time what we did was

focus on patients, patients, patients, patients and we
completely forgot the needs of the staff and we weren't
paying attention to the fact that happy staff means
that you are more likely to get happy patients and now
we've reaped the consequences of leaving staff out of
the picture and I think, | hope, that COVID has flipped
that, and we now understand. And | think that was one
of the good things is the level of wellbeing provision
provided to the staff, but it wasn't enough to fully
mitigate the concerns that have been raised by staff
since COVID, but it was never going to because we did
too little too late” (Obstetric Senior Clinician)

"..we met every single week and we had real comrade-
ship about, ‘Look, this is what we are doing, and this is
how we are doing it” We really supported each other!
(Internal Medicine Senior Clinician)

“I'think that one of the things that we've learnt from this
pandemic is that maintaining distance within health-
care environments has been really challenging, and the
reason for that is that our healthcare environments are
far too crowded” (Neonatology Senior Clinician)

“PPE creates a barrier because you are wearing a mask and
a lot of communication is through that face to face. That
made it very difficult, and | think that created barriers really
to communicating and connecting with women. It was

the trust really | think it affected; | would say.” (Midwifery
Frontline Clinician)

“We were trying to focus on so many different things and
not necessarily getting any of them right. Now we maybe
get a couple of things right and not many other things....”
(Midwifery Clinical Manager)

“There’s a reason we do it the whole way through and the
care that we give normally is the bare minimum of what we
thinkis safe, so for us to cut back on that, like that's why we
do what we do, we try to run an efficient healthcare system,
so knowing that you are then not seeing those women as
often, you know that the care that you are giving is not the
ideal... it's not optimum care. So, there was definitely a

real worry, one that things would get missed.” (Midwifery
Frontline Clinician)

‘I think it was the way it was brought into us, being told

that it was just going to happen straightaway, | think there
was a little bit of a feeling of oh, well, is it not a worry for us
being overheated and hot anymore?” (Midwifery Frontline
Clinician)

"..itfelt that there was a real possibility that | would feel in a
position where | wasn't able to give what | felt was the kind
of care | would want to because I'm not used to being in that
area and there could be very little support because we are in
the middle of this huge pandemic.” (Research Midwife)
“Women are going through probably one of the most pro-
found experiences of their life when they generally have some
feelings of vulnerability however happy to be pregnant they
are and all of a sudden a) they were living in this global pan-
demic and no one really knew what that meant for people
who were pregnant, but also it meant that all of the things
that it would normally be absolutely a given that you would
share with someone and have support with, suddenly people
were being asked to do on their own...” (Research Midwife)
“..we have been quite innovative. First of all what needs

to stay is the fact that things have been a lot quicker to get
approved. If someone has a guideline it gets approved over-
night whereas there was a lot of tape initially. That has been
a positive: we know we can get things approved a lot faster.
There has been a bit more initiative in adopting to become
more virtual. We have set up education classes for our
caesarean section pathway online now. Things like that...”
(Obstetric Frontline Clinician)

‘It would just be that change in virtual, but we know how to
do it because we did it last time. Going forward we have now
got the skills. We know everyone needs a headset. We realised
and we have started doing patient education online so if
there is a second wave, one group has already done it so the
other groups can copy and keep going. We will probably get
a little more savvy if there is a second wave because we will
be working to keep patients at home when possible. We will
get more into patient virtual education a bit better. We didn't
have time last time.” (Obstetric Frontline Clinician)

“It comes back down to seeing someone face to face, having
a midwife appointment and being able to go, 'l have this
question that | want to ask you,' which they might not ask

if they weren't seeing someone face to face or it was on the
telephone. It is that human contact bit that would be impor-
tant” (Obstetric Frontline Clinician)

‘I guess it would be really helpful if the messages were

always the same, | think that’s the hardest thing. Youd hear
something from the Government one day, then wed hear
something new at work, and it felt like we were guided by
what the Government was saying. | just find that really frus-
trating at times, because | feel like we've got some real experts
here that are worried about people’s health, not financial
stuff. And ifyou have a universal message.” (Midwifery
Frontline Clinician)

“I've dropped my hours again because | don't feel that the
service is keeping me safe.” (Midwifery Frontline Clinician)

‘I can’timagine anyone ever saying that they thought it
would be okay that people wouldn't be able to have someone
with them throughout their labour and in the postnatal
period and that was kind of suddenly just accepted that that
was okay and I'm not sure still now that that is okay because
actually one person who is well staying with that person,
would that have really increased the risk of virus transmis-
sion hugely and would not having that impact massively on
people’s long-term mental health?” (Research Midwife)
"..the morale of a lot of people will change if we can't ensure
that the work/life balance is better.” (Obstetric Frontline
Clinician)

"I think we functioned similarly to pre-COVID, it was just a
different staffing, a different work pattern. We held up all the
services we provide. Nothing stopped. It was just the way

it was delivered was a little different” (Obstetric Frontline
Clinician)

‘I was expecting at least at work to be my bubble and that
we would be able to get on better looking out for each other
more, but unfortunately | found the opposite and quite a
stark difference to how it was before. As | mentioned, working
in the office sometimes | found difficult because whether it is
personality or the dynamics that were going on, that became
much more obvious during the pandemic. It really has
destroyed the team dynamics almost completely...” (Imag-
ing Sciences Frontline Clinician)

‘It has been stressful trying to keep up with all the changes
that were taking place in the trust or nationally and the
concern that | wasn't being protected with PPE as well as |
could have been. At the beginning there were much stronger
protective measures that were put in place, then as time
went on it became less and less, but the virus is still the same,
soyou wonder: how effective is this that | am doing? | have
always felt like | have had to do more than what was put out
in the trust.” (Imaging Sciences Frontline Clinician)

‘It works much better if they are in clinic face to face and you
can do Languageline because it makes you slightly worry
about: are you missing anything?” (Obstetric Frontline
Clinician)

“Ifelt a responsibility to give them [friends] correct informa-
tion, but [ also didn't really have a lot of information and it
kept changing, so | just felt frustrated by that.” (Midwifery
Frontline Clinician)

“..so much of being a midwife and looking after a woman is
about that rapport and being able to see each other’s faces
and communication and non-verbal communication and so
much of it is taken away when you have that physical barrier
in front of your mouth, so it's much harder to communicate
and to get across empathy. So I think from the woman’s point
of view, there must be a lot of stuff that is lost in translation
and there’s a lot of empathy and compassion giving that's
probably not received because it can't be given as well as it
would usually” (Midwifery Frontline Clinician)
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"l always have multiple projects going on and | don't
like hanging about, so for me it was actually exciting
that we could decide, and we could implement it, so
that was refreshing in that sense for me.” (Midwifery
Strategic Leader)

“So, women are often seeing someone different every time,
there’s no trust being built up, a lot of questions | can only
imagine are going unanswered and youd have thought,

©oh great; with online maybe there are going to be longer
appointments. But is that happening? No, of course not.
Then as soon as there’s internet issues or connection issues it’s
automatically putting up more barriers between women and
them feeling okay to ask questions and things.” (Midwifery
Frontline Clinician)

“I'think it’s made me feel 'm more adaptable to change than
I thought, having to adapt to all these different working
systems and etc. Id like to be able to give clinical care virtu-
ally again, I've enjoyed that, having more contact with the
women.” (Research Midwife)

“..what women are missing out on is tapping into a
midwife’s brain. That corridor conversation when you are

in a clinic of, ‘Oh yes, | was going to ask you...” (Midwifery
Clinical Manager)

‘I think from women'’s perspective, | can imagine that it is
very disjointed, because you don't get to experience coming
into the hospital, you don't get to experience that with your
partner.” (Midwifery Clinical Manager)

“I'think for me in a specialty or in a clinical situation where
you need to be looking at body language and tone of voice
and facial expression and the non-verbal cues, doing it by
phone or non-verbal | think we are giving a substandard
service..... 1 think that since we, to some degree, do need to
deliver avirtual offering, it ought to be a good virtual offering,
so face to face virtually rather than simply auditory contact
and that means that our I.T. needs to be upgraded - that old
chestnut again - to provide that level of service.” (Obstetric
Senior Clinician)

“...our other problem is that our GPs have, to some extent,
gone AWOL and have taken themselves out of the picture
so that women can't get their drugs and they are coming to
the hospital to do that when actually things like ongoing
prescriptions should be provided within the community”
(Obstetric Senior Clinician)

“The biggest thing | am unhappy about - it is ongoing — is
the change in the schedule of care and the lack of face-to-
face contact” (Midwifery Frontline Clinician)

“ see the psychological impact on women is really trauma-
tised, really upset, because it is more than the physical. It

is not just the physical checking the baby is okay, and the
placenta is in the right position. It is a really big emotional
bonding moment, the start of a family if it is their first
baby...” (Midwifery Frontline Clinician)

“If we are cutting down the relationships and the time with
women and we are not building relationships with us, they
don't know us, they don't know who they can turn to, that
risk is going up — the very real, big risk. COVID is a risk too.”
(Midwifery Frontline Clinician)

“I'think it's a fundamental human right for fathers to be there,
particularly to see their babies, and for someone to make a
blanket decision that you simply cannot come in, | think there
will be a backlash. So those kind of approaches we need to
think through and sometimes it’s a matter of saying what
can we do which is safe and right rather than what is the
easy thing for us to do.” (Obstetric Senior Clinician)
“..actually, the virtual clinic, really | worry that it may not be
as effective because you really need a very judicious admin-
istrative closure of the loop and | don't think that happens
very well, so it's very difficult from that aspect...” (Obstetric
Senior Clinician)

"..alot of my colleagues were quite visibly so, so on already
a fast-paced, high-risk environment where labouring women
can go from 0 to 100 in two seconds, it just added more [of
the samel], | suppose, and colleagues were, | guess, a bit more
pre-occupied with other things as well and life and home
and the news.” (Midwifery Frontline Clinician)

" .the first six weeks were extremely stressful, trying to man-
age the new reality. And then the way [ split it in my head is
the first six weeks were very stressful, the next six weeks were
very boring [laughs]. Because once the stress had passed the
variety of the clinics disappeared. Not seeing people face-to-
face was boring.” (Internal Medicine Frontline Clinician)
“Some women have preferred the fact that they don't have to
come in. | think for those women who don't look after them-
selves as well as they should it has sometimes been an excuse
for not looking after themselves even more, whereas perhaps
we would have brought them in on a weekly basis...” (Inter-
nal Medicine Frontline Clinician)

"..we coped with for a while because we all felt like we were
doing the right thing. And then it got tiring and then we
started to get burnt out. | started to get burnt out. | tapped
into the psychological support, the e-mails that we got were
lovely, and then it started to wear thin. And it still is wearing
thin.” (Midwifery Clinical Manager)

“For women who are more vulnerable, who would shy away,
who don't want to face it alone, then it’s probably not a very
good service. And then they just turn up and have a baby.

It's lonely, ultimately. | think it’s a lonely service!” (Midwifery
Clinical Manager)

"..they can't see your face; you can't see their face and in
women who have drug and alcohol situations or mental
health situations that’s unsatisfactory. | also have lots of
women with eating disorders. If you don't see them, you can't
make a true assessment. Often, youd call them, and they
wouldn't answer and they wouldn't call back if they didn't
answer and you left a message, so it’s pointless, therefore

the follow-up processes were also sub-optimal.” (Obstetric
Senior Clinician)

“..weve given less good care because we haven't seen the
women, we've missed things like growth restrictions. ..

with the opportunity to miss things like growth restriction,
pre-eclampsia sometimes and things like that” (Obstetric
Senior Clinician)

“[on telephone clinics] It is less time-consuming. That is the
only advantage | can think of, but | don't really see it as an
advantage.” (Midwifery Frontline Clinician)

“We are not putting women at the centre of our care in this.
Maybe that is the right decision. | am just a little midwife, |
am not a person who is looking at the bigger picture, but |
came into midwifery because | am a feminist and | believe

in supporting women. In my training | learned that you put
awoman at the centre of your care and everything else

goes around that. | don't see that is what is happening, but
maybe in the bigger picture we are because we are trying to
safeguard the whole population and women are part of that.
| do see that there is more than one side of this.” (Midwifery
Frontline Clinician)

“I'think that clearly there’s lack of acceptance that there may
be a digital divide, so for some women | think it may actu-
ally cause harm and we'll know later...” (Obstetric Senior
Clinician)

“..and [ think that dictum that keep COVID patients away
from the NHS to save the NHS, certainly in pregnancy, didn't
help!” (Obstetric Senior Clinician)
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“I'think the clinical aspect, there should still be more face to
face and interactive, particularly for maternity where you
need to palpate the baby. | think this has been, to some
extent, imposed on mothers without really understanding
how they feel about it and I'm sure if you ask most mothers
or even a mother with a baby, actually the interactions make
a difference to them and it just seems so isolating for your
team to be contacting you by phone or virtually.” (Obstetric
Senior Clinician)

‘I feel it was a compromised offer [of care], but we did the
best in the circumstance. But it wasn't our optimal.” (Health
Visiting Strategic Leader)

" .virtual [care] is good. But virtual [care] is fine if you able

to have the means and resources to do that, but for a large
proportion of our population English is the second language,
there’s digital poverty.” (Health Visiting Strategic Leader)

" .the idea of false compliance, because we were unable to
go into their house to do home assessments and see whether
there is maybe a health and safety issue or whatever thing
that we need to discuss with them, or even if for example,
those ones who are going through DV, maybe the perpetrator
is still in the house or some other things. But before when we
go in, we have to do that. But on the video, you don't know.”
(Health Visiting Clinical Manager)

" there’s certain camaraderie that happens when you just
think. .. you know, you have to sort of surrender to it, but

the thing is it's that fine line between surrendering and just
thinking, oh well, we can only do what we can do and then
suddenly you are in complacency and there’s an incident and
you think, oh my god, | took my eye off the ball for a minute
there...” (Health Visiting Clinical Manager)

“The FFP thing. .. we were quite lucky because we didn't have
to wear full FFP3, which was a real godsend. | got given one
of the really big masks and you can't understand what people
are saying through them. It is all about communication. It is
about eye contact, the real subtle things. That has been a det-
riment. Family photos. We take nice photos when the women
have their babies. People wearing face masks — that has

had an effect. Most patients understand and it is not a big
deal, but there are subtleties lost with the PPE” (Anaesthetic
Frontline Clinician)

‘I found it mentally and physically exhausting to balance
everything from a distance whilst shielding. And even in the
early days. Yes. | was running on empty at times....” (Health
Visiting Strategic Leader)

“We didn't have enough PPE at that time, and for me and my
staff, the way | see it, maybe during that time when | was run-
ning around to make sure that they were safe and they had
enough PPE, maybe that was when | contracted this virus
myself” (Health Visiting Clinical Manager)

“..it's been a challenge. | mean, for me, personally, | think |
really struggled with trusting that the team are doing what
they should be doing whilst they are not in the office, but
then there’s no reason to suspect, and | think that's often
related to when I'm feeling a bit out of control, like | haven't
got tabs on things and | don't know who is doing what and
then | will have a call from a nurse who is in tears because
she’s like, ' can't sit in my bed and do a case conference about
horrendous things and then just log off and I'm sitting on my
bed that I sleep in, it's not working! So that aspect of not hav-
ing a boundary has been really tough emotionally for them.”
(Health Visiting Clinical Manager)

“[on banning partner visiting] It was a little draconian and a
bit cruel on women.” (Anaesthetic Frontline Clinician)
“There were a lot of women?s lives that were put at risk
because we were having to do probably unnecessary PPE
and resuscitation guidelines. Women'’s lives were put at risk
from limitations as opposed to my life being put at risk.”
(Anaesthetic Frontline Clinician)

“fon mixed messages for pregnant women] There are only

so many times a woman would hear a maternity message

in the day or a hospital message saying, ‘Please come to
hospital if you are unwell, as opposed to the number of times
they would hear a disaster message, death and destruction
and everything, the NHS can't cope - that Leave the NHS
alone’ message. They were fighting a losing battle ultimately.
(Anaesthetic Frontline Clinician)

“Itis the apathy and the frustration. We have done it before,
and we didn't like doing it before! (Anaesthetic Frontline
Clinician)

“For the proportion of women that needed those assess-
ments, probably the standard of their care went down
because they weren't being seen face to face for the Anaes-
thetic antenatal assessments. It is harder to pick up on cues
about what exactly a woman is worried about, where exactly
awoman might be reassured by things you might say to her
(Anaesthetic Frontline Clinician)

“The things | haven't enjoyed about it, the things | found quite
personally challenging, have been in the midst of it the relent-
lessness of it. [...] Alongside that, the lack of any tangible
holiday or break has been very hard because everything was
cancelled in Covid. There was no annual leave, there didn't
seem any point in taking annual leave because you couldn’t
travel. [.... JEven if you did, that all-pervasive Covid headlines
are hugely draining in any healthcare professional because
you are wondering what is coming next and when it is all
going to change again, when is the sand going to shift, when
are you going to be asked to do more or change again? 'How
can | prepare, how can | get everything ready? There is this
baseline of tension.” (Anaesthetic Frontline Clinician)

"..you realise is staff have got incredibly complex social cir-
cumstances themselves, and therefore that resilience within
your workforce is not there at the same levels, so if something
like this happens then [ think that’s when you realise how
fragile your workforce is.” (Midwifery Strategic Leader)
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“The balance between we have got to get on with it, to this is
the best way of doing it, to this is just good enough, is really
hard for some of our clinicians. Our clinicians are used to

— generally, by and large - being able to provide really high-
quality care. That was a real hit to them, but not something
we could control...” (Obstetric Strategic Leader)

“What | found the most difficult thing to navigate was the
conflicting advice from... Say for instance the Institute of
Health Visiting versus the NHS England guidance versus

the PHE [Public Health England] guidance versus the [local]
guidance, so trying to assimilate all the various guidance and
protocols and service delivery mechanisms, trying to make
sense of it and then distilling it into a standard operating
procedure for each service where they could understand
what was expected of them, when, how and where, doing
what......... It was the all-consuming part of my role at that
time” (Health Visiting Strategic Leader)

Many clinicians often reported feeling like a ‘mouth-
piece’ for the policy and guidance, assuring patients this
was the correct care they should be offering, even when
they did not believe it aligned with their views of what
constitutes quality of care. Furthermore, the challenge of
the service-provider fatigue quickly set-in:

ere was lots of group forming and storming,
which developed from the logistical nightmare of all
of us trying to use di erent platforms and accessing
shared files. Shared files this and shared files that...
It became quite stressful. Personally, | felt a huge
amount of guilt because | could see what was hap-
pening to my colleagues at work, but | didn't have any
more hours to work” (Midwifery Clinical Manager)

“When people got tired and the initial exuberance
wears 0 , people got quite stressed, cross, and upset
with each other..” (Obstetric Frontline Clinician)

There was a strong sense amongst staff who took part
in the study, of the heavy burden of being the last stop
for women’s care in their maternity journey, which only
weighed heavier when the feeling was that quality of care
had suffered:

“I feel quite strongly that we didn't get it quite right.

e reason we have antenatal care — postnatal
as well, all of it, all the care we normally do — is
because women and babies are at risk in pregnancy
and the early postnatal period. at is why we exist
as midwives. Our job is to safeguard the women
from developing problems. We spot things and get
them attended to appropriately in a timely manner.

e change in the schedule of care such that there
was such a tiny amount of face-to-face appoint-

ments — certainly when we were deep in Covid —
didn’t account for the balance of risk to women and
babies..” (Midwifery Frontline Clinician)

Often, staff discussed the challenges of delivering a ser-
vice to comply with new regulations for safety. This was
challenging given the pace and extent of changes to gov-
ernment, NHS, and Royal Colleges’ guidance, which were
often received and interpreted as edicts by many:

“Over a thirteen-week period, we had three-hundred
di erent bits of guidance which were either optional
or mandatory from NHS-E. We had to process
them!” (Obstetric Strategic Leader)

Many respondents focused on the immediate ‘climb-
out’ of the pandemic circumstances.

“I would want the service not to overload us, not to
expect us to go back right now to some kind of nor-
mal way of working because we need more time. We
do need more time? (Midwifery Frontline Clinician)

This often came hand-in-hand with respondents consid-
ering whether or not they could continue in their clinical
roles in the wake of the pandemic, to deliver a para-pan-
demic service, before we entered a post-pandemic era:

“It's made me feel uninspired... Bored with the sort
of... It's like walking through treacle. Yes. I love, I love
this job. I love it. | think it's amazing. What a ser-
vice! | feel so passionate about it......... but we can't
progress, or we can't do any of it. It's just uninspir-
ing because everything takes so long and | just think,
God... we've run a marathon, we are on to our sec-
ond or third marathon now, we haven’t had our hot
bath and cocoa yet. | feel like leaving, but there’s no



Silverio et al. BMC Pregnancy and Childbirth (2023) 23:368

way to go.......... I think it's di cult the last couple
of weeks, we are getting a sense... the whole of the
country is getting a sense of 'Oh God, here we go, and
it's starting to get polarised and di cult to just, you
know, calm, and hold your own. | can’t hold my own
forever..” (Health Visiting Clinical Manager)

Others reflected on what these reactive decisions
would mean for the future of maternity care delivery, as
ultimately it was those clinicians at the coalface of pro-
viding care who bore the heavy burden of concern when
they believed care was sub-optimal, and bore the brunt of
concerns, challenges, and complaints when care was per-
ceived poorly by patients themselves:

“..we had an instability within the Midwifery lead-
ership and that didn't help, which showed how frag-
ile our systems are and how dependent we are on
the people rather than the system. So, that certainly
shows that we are technically ill-prepared, because
although we have fantastic individuals, services run
on the individuals rather than on the operational
system, and so therefore they're not robust, and quite
unsafe really”’ (Midwifery Strategic Leader)

Discussion

Summary

Our study centres on the professionals providing mater-
nity services in one South London hospital, throughout
the early stages of the SARS-CoV-2 pandemic (January-
November 2020). We heard positives and negatives, both
those of which individuals were accepting as necessary
given the circumstances, and those that were not. How-
ever, our healthcare providers identified clear and irrefu-
table opportunities for positive change, ranging from staff
empowerment, flexible ways of working individually and
in teams, personalised care delivery, and change-making
in general. It is time to capitalise on these learnings, so
that staff providing care do not feel burdened by provid-
ing care they believe to be sub-optimal, are motivated by
innovation, and avoid feeling like they are in a ‘parroto-
cratic’ situation whereby they are simply repeating policy
handed down to them by senior Trust and Governmental
sources, for whom they are expected to be an obedient
mouthpiece.

Main findings

The emergent theme of reflective decision-making
allowed for staff cohesion, a sense of community, and
opportunities for service improvement and innovation
which were underpinned by principles of delivering
high-quality and safe care. This echoes other research
[43], especially from other high-income countries,
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which has demonstrated that when staff were able to
voice concerns about services during the pandemic,
they are more likely to work cohesively to deliver a
service in which they had confidence [44—46], and in
which the common goals are shared amongst manage-
ment and frontline staff [47].

Next, staff understood the necessity of pragmatic
decision-making, even when they acknowledged the
potentially negative impact. Our findings have a vari-
able impact of virtual care on patient experience is in-
line with other research, suggesting virtual care was
enjoyed by some [48]. Most staff commented how the
service was not ready to be challenged by such a sig-
nificant shock, and unprepared, such as with regards
to digital technology. Others who endorsed these con-
cerns regarding the inconsistent application of care
provision, explained there could be adverse psycho-
social, emotional, and physical health consequences for
women and for their healthcare providers [49, 50].

Finally, the theme of reactive decision-making was
exclusively supported by data which perceived this way
of making decisions as negative. At best, staff reported
only being able to provide the basic-level of care, but
more concerning, was the reported devaluation of care
which staff often suggested led to sub-optimal and even
unsafe levels of care for women, their families, and
their babies. This mirrors work carried out through the
pandemic [51, 52] especially where pregnant women
[53], new mothers [9, 20], and those who experienced
a pregnancy loss or whose babies had died [26], have
reported their care as not meeting their expectations or
being of poor quality [21, 54, 55].

Through Grounded Theory analysis of these data, a
theory emerged about decision-making and care recon-
figuration during the pandemic: ‘Decision-Making:
Rethinking and Rebuilding the Service’ (Fig. 1).

This theory enables us to distinctly hypothesise about
the workings of healthcare professional staff with regard
to their decision-making processes, in response to a
health system shock. Our theory suggests that in the face
of adversity where the pandemic health system shock
brought about the cessation of the ordinary provision
of care, maternity healthcare professionals in this Trust
acted to rethink and rebuild the service and care they
had once provided. From our analysis, these processes
of rethinking and rebuilding were undertaken with three
distinct ways of decision-making: reflective, pragmatic,
and reactive — with varying consequences, effects, and
outcomes on the service provision. The theory helps to
explain how maternity care services might have been
altered during the pandemic, and lends insight into
how maternity care and other healthcare services may
weather future health system shocks, by capitalising on
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Decision-
making:
Rethinking
and rebuilding
the service

Fig. 1 Final theory

innovations which emanate from reflective decision-
making, embracing pragmatic decision-making with
minimal disruption to care, and — where possible —
avoiding rethinking and rebuilding services using reactive
decision-making.

Interpretation

The SARS-CoV-2 pandemic has not been an easy health
system shock to navigate for anyone in maternity care
— policy makers, healthcare professionals, or women.
However, our analysis has rendered clear outcomes with
regard to future policy and practice. Firstly, when issu-
ing guidance and its updates, consideration is needed of
the balance required of the need for up-to-date informa-
tion, with both the need for clear, consistent messaging
(particularly when time is short) and the time required to
implement change. Following a more reflective process
should help to sustain high-quality care, and improve
staff morale throughout health system shocks [56], such
as the SARS-CoV-2 pandemic.

Furthermore, it is clear from our results that staff wish
to be engaged in care policy and planning as well as
delivery, including in the process of rapid change which
must be implemented at pace (i.e., re-development,
re-organisation, and re-deployment) — which echoes
other research [57]. Whilst clinical staff are willing to
accept pragmatism to some degree, at the heart of their
work and their motivation for remaining in the role,
is the provision of high-quality care, and many felt an
immense burden to do so, even under the toughest and
most uncertain of working (and global) circumstances.
The health system relies on the frontline staff to provide
a dynamic assessment of day-to-day work, and senior
administrative staff taking decisions in the absence of
understanding the clinical landscape, are no substitute
for the input of those at the coalface.

Reflective decision-making

Reactive decision-making
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Unique
opportunities
for service
improvement

Devaluation of care

Finally, maternity care requires consistent provision
[9, 58], so services should not be reconfigured to signifi-
cantly reduce human resources for provision of mater-
nity care, particularly deployment of maternity staff
away from delivery of maternal healthcare, especially in
circumstances where staff are likely to have to have time
off work, when sick and in need of isolation, shielding,
or recovery [59]. Health impact assessments can be used
to minimise the negative impacts of reconfigurations,
particularly on those most vulnerable in the popula-
tion, or those who already find services difficult to access
[60-65].

Strengths, limitations, & future research

This work was designed and undertaken as part of a
portfolio of work in rapid response to the SARS-CoV-2
pandemic, and as such a major strength lies in captur-
ing those early perspectives of the pandemic reported
in real-time as the service reconfigurations were taking
place. Full strengths and limitations of this portfolio have
been documented elsewhere [13, 57], however, we high-
light how we recruited a wide range of professional back-
grounds, reflective of maternity service provision, with a
mix of seniority, years of experience and years spent at
the Trust, as well as a range of ethnicities; we suggest
this goes some way towards countering the limitation
which could be raised concerning recruitment only from
one hospital. We acknowledge having a disproportion-
ate number of women represented in this evaluation,
although this is broadly reflective of maternity healthcare
professionals, within and outwith the UK.

Conclusion

Western culture has frequently interpreted the Chi-
nese term for ‘crisis’ as being composed of characters
for ‘danger’ and ‘opportunity, though the latter is more
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correctly transliterated as: ‘change point. The SARS-
CoV-2 pandemic has posed a clear and irrefutable
danger, both direct from the virus and indirectly from
some of the social and healthcare service reconfigu-
rations which were made in response. The pandemic
had provided opportunities for innovation, disrup-
tion, and devaluation of care. These differing oppor-
tunities which arose from rethinking and rebuilding
the healthcare service and care provision was a result
of different decision-making practices. Our theory
suggests, when faced with a health system shock,
decision-making can be mapped directly onto three
distinct pathways, with each form of decision-making
resulting in different consequences for service provi-
sion and care. Learning from maternity care delivery
throughout the pandemic has demonstrated it is time
for care-related, meaningful listening and engagement
of staff at all levels to drive forward high-quality care.
This can be achieved through capitalising on learning
by operationalising thoughts on care and through col-
lective and bold decision-making to innovate in the
pursuit of the best quality care possible, whilst avoid-
ing decision-making which will only be tolerated as it
disrupts or worse still, devalues care as it is conducted
without thought and in reaction to the stressor of a
health system shock.
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