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Abstract: Psychiatric morbidity is the most common
childbirth complication with 1 in 5 women experienc-
ing a perinatal mood or anxiety disorder. The cost of
this psychiatric morbidity is pervasive, contributing to
devastating maternal health, child developmental, and
economic consequences. The coronavirus disease 2019
(COVID-19) pandemic, and associated changes to
perinatal experiences, resulted in profound psycho-
logical reactions including increased anxiety, depres-
sion, stress disorders, and sleep disturbance, further
impacting obstetric patients. Providers’ mental health
has been challenged by moral injury and shared
trauma. This article reviews mental health outcomes
in regard to the COVID-19 pandemic for obstetric
patients and their providers.
Key words: perinatal depression, anxiety, moral injury,
shared trauma

Introduction
Maternal psychiatric morbidity is the
most common childbirth complication.1

Approximately 1 in 5 women experience
perinatal mood and anxiety disorders
(PMADs).2,3 These rates are nearly
doubled for women of color and those
living in poverty.4,5 The consequences of
PMADs persist past the immediate peri-
natal period and can include loss of
interpersonal and financial resources,6

reduced caregiving quality,7 compro-
mised infant and child development,8,9

and elevated risk for maternal suicide,
which accounts for 20% of postpartum
deaths.10,11 Furthermore, maternal de-
pression during the first postpartum
year results in 50% to 80% increased
likelihood of facing housing and food
insecurity in the future.12 Beyond ma-
ternal and infant consequences, PMADsThe authors declare that they have nothing to disclose.
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have a lasting impact on communities as
a whole; untreated PMADs result in
thousands of additional dollars added
to health care costs, public sector service
costs, and income loss for the affected
women and children.13 In the United
States alone, the total societal cost of
untreated PMADs is estimated to be
over 14.2 billion dollars during the
child’s first 5 years of life.14

The mental health of the obstetric
provider is of importance for providers
as individuals, as well as with respect to
downstream impacts on their patients.
While obstetric providers, similar to
most medical professionals, are accultu-
rated to an identity oriented to unflap-
pable competence and invincibility, this
profile disregards the challenges pro-
viders routinely face, particularly in
relation to mental health. The weighty
responsibility of being an obstetrical
provider translates into a large work-
load, extensive hours, and emotional
toll.15–17 Beyond the negative conse-
quences for providers themselves, com-
promised provider mental health has
been associated with decreased patient
care quality and safety, as well as lower
patient satisfaction with overall obstet-
ric care.18

The severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) virus and
associated pandemic [coronavirus dis-
ease 2019 (COVID-19)] has resulted in
mental and physical health upheaval for
individuals across the globe.19 Research
indicates that COVID-19 stressors were
particularly salient and disruptive for
perinatal individuals.19 Likewise, health
care providers faced added mental health
challenges in their position as frontline
pandemic workers.20 This article reviews
the mental health impact of COVID-19
on perinatal patients and their providers,
while considering important moderating
factors, barriers, and facilitators to ac-
cessing mental health care during a
world-wide health crisis.

COVID’s Impact on Mental
Health in the Perinatal Period
Werner et al19 suggest that perinatal psy-
chiatric morbidity increased during the
COVID-19 pandemic due to quarantine
restrictions and high rates of unemploy-
ment and economic decline, which dispro-
portionately impacted minority and
underserved populations. These stressors
are exacerbated for the pregnant and post-
partum population given the risks for this
population of contracting COVID-19.
When compared with nonpregnant women,
pregnant women who contract COVID-19
are at greater risk of being admitted to the
intensive care unit, being put on a ventila-
tor, and death.21Moreover, pregnant wom-
en often have concerns about the health of
their future infants in the context of con-
tracting COVID-19.22

DEPRESSION AND ANXIETY
According to King et al,23 pregnant wom-
en during the pandemic had significantly
higher levels of prenatal depression com-
pared with women who were pregnant
before the pandemic. Fifty-one percent of
the pregnant sample studied during the
pandemic scored above the cutoff for
depression on the Edinburgh Postpartum
Depression Scale (EPDS) versus 25% of
the prepandemic sample.23 Vigod et al24

suggest that the impact of the COVID-19
pandemic disproportionately affected pa-
rents who had newly delivered given the
lack of support from their networks in the
context of the government’s goal to con-
tain the spread of the virus. In a sample of
1000 postpartum women in Ontario dur-
ing the first 9 months of the pandemic,
clinical visits for PMADs were signifi-
cantly higher when compared with num-
ber of visits prepandemic24; doctor visits
for postpartum women increased by 30%
during the pandemic when compared with
a prepandemic sample.24 Further, despite
cultural differences, COVID-19-related
stress, having less resilience, and reporting
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marital conflict were significantly associ-
ated with increased maternal mental
health challenges in Italy, China, and The
Netherlands.25

In Argentina, a sample of 210 pregnant
(n=105) and nonpregnant (n=105) women
experienced a marked increase in symptoms
of anxiety and depression during the first
50 days of lockdown.26 However, pregnant
woman comparedwith nonpregnant women
showed a greater increase in these symp-
toms, with 33% versus 10% respectively
reporting moderate to severe depressive
symptoms at days 47 to 51 of the lockdown.
Pregnant versus nonpregnant women also
experienced a less pronounced decline in
symptoms, 0.93% in pregnant women versus
2.17% innonpregnantwomen, after 150days
of lockdown.26 The study indicates that
being pregnant is an additional risk factor
for developing depression during a
pandemic.26 In Japan, consistent with find-
ings from other countries as indicated,
psychological stress was shown to be greater
among pregnant and postpartum compared
with nonperinatal women based on high
scores on the EPDS and the Kessler Psycho-
logical Distress Scale (K6).27 Elevated rates
of psychological stress were seen among
pregnant women who were unable to travel
to their hometowns to deliver due to lock-
down restrictions and among pregnant
women who lived in areas with highest rates
of the virus.27

Myers and Emmott28 noted that low
levels of social support and social isola-
tion increased a person’s risk for post-
partum depression (PPD) among the
perinatal population in England. They
identified 3 main challenges contributing
to higher rates of PPD during lockdown:
decrease in support from others contrib-
uted to feeling overwhelmed by “constant
mothering” and managing domestic tasks
on their own. In addition, women re-
ported feeling isolated from social sup-
ports despite virtual contact, which was
deemed an inadequate replacement for
face-to-face interaction. Last, women

reported sadness based on an inability to
establish “mommy friends” due to the
closing of classes for new parents.28

OBJECTIVE ADVERSITY/SUBJECTIVE
STRESS
In their work in California, King et al23

defined “Objective COVID-19 adversity”
as the number of current or expected
changes in the pregnant women’s/partners’
employment or finances, along with the
number of current changes to the pregnant
person’s prenatal care. “Subjective COV-
ID-19 stress” included the severity of wom-
en’s concerns about COVID-19’s impact on
their social support, medical care, and
infant, as well as concerns about themselves
or their families contracting the virus. High-
er rates of objective adversity were seen in
women who were immigrants, those who
had a prior history of a mood or anxiety
disorder, and those with prenatal
complications.23 Higher levels of subjective
stress were seen among pregnant women at
elevated risk for contracting COVID-19
based on preexisting medical conditions,
women of color, first time pregnant women,
women with prior history of a mood or
anxiety disorder, and those who resided in
areas with low education levels and fewer
English speakers.Womenwith higher levels
of both objective adversity and subjective
stress had significantly increased rates of
prenatal depression overall.23

FACTORS AFFECTING WOMEN’S
MENTAL HEALTH
Overall, research demonstrates that pregnant
and postpartum women are uniquely vulner-
able to stress and mental health challenges
during a global pandemic.19,23–28 Given nu-
merous stressors, including the pervasive
experience of uncertainty, high rates of con-
tagion, highmortality rate and risks posed to
both a woman and her fetus in the event of
contracting COVID-19, pregnant women
reported higher rates of perceived stress
during the pandemic compared with those
who were pregnant prepandemic.29 Feeling
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unprepared for delivery during the pandemic
is cited as another factor leading to high
stress in pregnant women.22 With hospitals
changing their birthing protocols, pregnant
women expressed anxiety about potentially
not having partners present at the birth and
the risk of contracting the virus while
hospitalized.19 Puertas-Gonzalez et al29 sug-
gest that the economic decline due to the
COVID-19 pandemic could be a factor in the
increase of depressive symptoms for pregnant
women, noting that women may have con-
cerns about their quality of life and ability to
parent given financial hardship.

Insomnia and general perinatal sleep dis-
turbance has been associated with increased
risk for postpartum mood disorders, includ-
ing depression and anxiety.30,31 On a global
scale, perinatal sleep disturbance has become
ever more prominent during the COVID-19
pandemic. Studies in China, Greece, France,
and the United States found a marked
increase in insomnia rates comparing prev-
alence prepandemic and throughout the
COVID-19 pandemic32–35 with increases as
high as 26% insomnia prevalence prepan-
demic to 34% postpandemic.35 Lower
tolerance for uncertainty, higher COVID-
19-related stress, and loneliness were corre-
lated with greater number of reports of
insomnia,33 which can contribute to risk
for PMADs.

Moderating Factors

SOCIAL SUPPORT
There are moderating factors to consider
clinically, and when designing interven-
tions aimed at mitigating the impact of
PMADs and overall stress on the preg-
nant person and the future child. Social
support is an integral factor relating to
perinatal mood disorders36–39; high levels
of perceived social support across various
points of the perinatal period acts as a
buffer against depression.37 Strict lock-
downs to prevent further spread of the
virus40 created widespread, previously

unmatched, depletion of access to social
support for perinatal individuals.27,28

This circumstance was particularly dire
for recently postpartum people given the
associated lack of practical support avail-
able to these new parents, specifically in
Western households28 where it is rela-
tively uncommon to have 3 generations
living in the same household.25,28 Yet,
when a child is born, grandparents are
frequently present.28 In the UK specifi-
cally, grandparents are commonly used
for child care and domestic help
postnatally.28 Guo et al25 showed that
grandparental support served as a signifi-
cant factor in decreasing maternal mental
health symptoms in Chinese families but
its absence played an insignificant role in
Italian and Dutch families, likely because
of decreased grandparental presence in
European homes due to quarantine re-
strictions. Grandparents in China live in
the home 2 and 5 times more frequently
than those in Italy and The Netherlands,
respectively.25 Amidst the lockdowns,
only those families with grandparents
living in the home had access to this
practical familial support.25

In addition to practical support, deple-
tion of the maternal social network was a
significant loss for perinatal individuals in
the midst of the COVID-19 pandemic.
Antenatal classes, parent-support, and
child play groups were either canceled or
moved online, limiting the opportunity
for new parents to connect and form
friendships with one another.28 As one’s
life and social networks transition radi-
cally for first time parents, such groups
provide an essential opportunity to adapt
and create an expanded social network.41

Current literature points towards peer
support as an effective method for de-
creasing the risk of PPD and increasing
overall maternal mental health.42 Moth-
ers’ perceptions of whether the difficulties
they are encountering are common expe-
riences shared by others influences how
they adapt to the stressors,43 making the
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formation of a parental support network
vital. Parents who reported more lone-
liness also indicated greater increases in
depressive symptoms during the COVID-
19 pandemic when compared with
pre-COVID-19 and early pregnancy de-
pressive scores.44 The connection new
mothers form with each and the subse-
quent communication about the immense
challenges of new parenthood, also serves
to destigmatize the experience of perinatal
depressive symptoms and even moderate
their impact.42

SOCIOECONOMIC STATUS (SES)
Low SES, and closely associated factors
including marginalized employment sta-
tus and educational attainment, also put
individuals at an increased risk for poor
maternal mental health.45–48 A reason-
able hypothesis is that the exacerbating
role of low SES on mental health status
would persist during the pandemic. How-
ever, studies that focus on the impact of
SES at it pertains to perinatal persons
during the COVID-19 crisis have found
the opposite to be true.25,49 In both Italy
and China, high educational attainment,
often used as a proxy for SES, was
significantly correlated with decreased
maternal mental health.25 In Chinese
families, high income was also signifi-
cantly correlated with poorer maternal
mental health.25 A similar trend was
found across the globe in New York City;
recently postpartum mothers living in
lower SES households reported a signifi-
cant decrease in depressive symptomatol-
ogy when compared with postpartum
mothers in higher SES households. The
low SES sample population who scored
≥ 12 on the EPDS decreased from 8.8% to
6.3% pre-COVID-19 to during COVID-
19, while scoring ≥ 12 in the high-income
sample increased from 5.1% to 6.6% in
this time period.49 Post-childbirth, low
SES families often struggle to find afford-
able child care, have limited partner sup-
port, and decreased time flexibility49;

each of these elements serves as a con-
tributing factor to poor maternal men-
tal health and increased instance of
PMADs.48,50 The imposed COVID-19
lockdown may have temporarily light-
ened or eliminated the impact of these
issues, reducing traditional low SES ma-
ternal stressors. It also is hypothesized
that during the lockdown, higher income
mothers were unable to rely on support to
which they were accustomed, including
housekeeping services and private child
care.25 Clearly, these counter-intuitive
findings highlight health equity issues
for a post-COVID world, underscoring
the need for health policies addressing
maternal work-child-family balance49

and thereby supporting the mental health
of mothers regardless of SES.

NUMBER OF CHILDREN
The number of children is an impactful
factor for perinatal mood disorder risk. A
widespread systematic review found that
woman who had 3 or more pregnancies
were at a 30% increased risk for psychosis.51

Rates of depressive disorders are also high-
er in womenwho have 3 ormore children.52

The COVID-19 lockdowns created an un-
precedented situation for mothers and their
children: everyone was home for an ex-
tended length of time with no daycare,
work, or school to structure the day and
through which to distribute child care
duties. A Canadian study of 3000 individ-
uals found that parents with children
younger than 18 in their home during
COVID-19 reported worse mental health
than individuals without children in their
home during this time period.53 However,
the impact of number of children varied by
country and by cultural beliefs.25 In China,
more children correlated with better mater-
nal mental health, while in Italy and the
Netherlands having more children became
a risk factor for poor maternal mental
health.25 In China, research shows 2-child
versus 1-child homes have more stress
during typical times,54 yet it is posited that
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the familial orientation in China indicates
that Chinese families with more children
receive greater support, which was helpful
during the pandemic.25

PSYCHOLOGICAL RESILIENCE
Resilience is broadly defined as having
the capacity for the ever-changing psy-
chological progression of adapting, man-
aging, and responding to adversity.55

There is ample debate as to the origins
of this ability, though genes, rearing
environment, and current social-econom-
ic contexts play roles. Psychological resil-
ience is associated with decreased
PMADs in mothers.56,57 Furthermore,
resilience buffers the detrimental impact
of decreased social support in new
mothers.57 This trend has held true
throughout the COVID-19 pandemic.
Psychological resilience was a shared
protective factor in mothers across China,
Italy, and The Netherlands.25 In each of
these countries, less resilience showed a
significant association with increased
mental health problems.25 Moreover, in
the Netherlands psychological resilience
buffered the harmful effects of pandemic-
related stress on maternal mental health,
while in China resilience served as a buffer
against the detrimental impact of COV-
ID-related work concerns.25 Such factors
that were found to contribute to psycho-
logical resilience during the COVID-19
pandemic included having access to the
outdoors and the time to practice health
behaviors,22 findings that suggest resil-
ence factors can be intentionally pursued
as part of mental health intervention and
prevention strategies at individual and
system levels.

Limitations of Studies
Addressing COVID-19 Impact
Research on perinatal mental health in
the time of the COVID-19 pandemic is
indisputably an important goal given the

maternal mental and physical health im-
plications, child development, and eco-
nomic consequences. However, there are
several important limitations to research
to date, including participant sampling,
recruitment methods, and the heavy reli-
ance on technology.

Convenience sampling was used to obtain
the research population in a number of the
studies reported on above.22,25,28 This re-
sulted in study populations largely absent of
people of color22,23,28 and primarily com-
prised of higher socioeconomic individu-
als;22,23,25,26,28 these study samples were not
demographically representative of each
country’s true population, particularly when
considering those most impacted by the
COVID-19 pandemic. Studies were re-
cruited for and conducted using social media
and internet-based technology.22,23,25,28 This
likely led to the exclusion of women living in
more rural, lower socioeconomic settings
who did not have reliable access to the
internet. Moreover, in urban settings where
an individual may regularly have access to
the internet at public libraries and other such
settings, this resourcewas unavailable during
the COVID-19 pandemic, excluding another
group of women. As women living in lower
SES households typically are at increased
risk for perinatal mood disorders,45–48 it is
likely that the rates of PMADs reported to
date are an underestimate of the true values.
Last, it is important to consider the study
design of research included in this review. A
majority of the studies relied on self-
report and utilized a cross-sectional
design.22,23,25,27–29 This design does not al-
low for observational assessment or a with-
in-person comparison, prepandemic and
postpandemic design, making it difficult to
isolate the pandemic’s influence and rule out
other potential, time-based, factors.

Provider Mental Health
Health care workers are tasked with the
heavy responsibility of caring for the
lives of others, which often translates to
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extensive workloads,16,58–62 long hours,
and emotional toll.17 Unsurprisingly,
the health care field is marked by ele-
vated levels of burnout, stress, posttrau-
matic stress syndrome, anxiety, and
depression.15,63–66 For example, higher
rates of burnout, at 49.6% versus
35.7%,67 and depression, at 58.0% versus
47.5%,67 have been reported among
medical students compared with the
general population, despite individuals
being similar to the general age-matched
population before matriculation.67,68

The prevalence of mental health condi-
tions in medical providers is exacerbated
by the culture created within the health
care system; workers are expected to
prioritize the needs of others and there
is a stigma associated with seeking
help.68 Poor mental health among health
care workers has consequences: it is
associated with compromised patient
safety, decreased quality of care, lower
patient satisfaction, an increased risk of
medical errors, and breaches of
professionalism.18 What was a problem
during typical, pre-COVID times, be-
came much worse during the pandemic.

Barriers and Facilitators to
Provider Mental Health
Stigma continues to be a barrier deterring
medical professionals from seeking men-
tal health care treatment despite gains in
increased education and resources to ad-
dress provider mental health needs. Stig-
ma reduces help-seeking behavior for
mental health problems among health
care professionals due to fear of discrim-
ination; this disinclination to pursue treat-
ment contributes to increased health care
costs.69 A multi-institutional study that
surveyed US medical students reported
high levels of stigma associate with men-
tal health care. Students feared discrim-
ination from medical school personnel,
peers, and patients. Compared with the

general US population and age-matched
individuals, the medical students showed
reduced willingness to seek mental health
treatment.70 However, only a small per-
centage of respondents attributed their
mental health struggles to personal weak-
ness, suggesting that public stigma, such
as fear of consequences related to profes-
sional reputation and career-path, may
play a large role in decreased help-seeking
behavior.70 In a survey of 1500 physi-
cians, 42.6% reported they had previously
experienced a depressive episode; how-
ever, a majority of these individuals hesi-
tated to seek help due to fears of letting
their colleagues down (73.1%) and con-
fidentiality (53.4%).71 A qualitative study
conducted with general practitioners in
the UK corroborated this; common
themes elucidated in this study included
the demand to attend work, stigma asso-
ciated with poor mental health, and issues
concerning privacy and confidentiality
while seeking mental health care.72

Provider Mental Health in the
Time of COVID-19
Throughout the COVID-19 pandemic,
health care personnel have functioned as
frontline workers. Providing medial care on
the frontline entailed increased workloads,
elevated risk of exposure, uncertainty, fa-
tigue, fear of contracting COVID-19 and
spreading it to those around them,73 and
scarcity of resources, including deficient
information and personal protective equip-
ment. Workers were placed in precarious
situations during which they could quickly
transition from being the health care pro-
vider to an infected patient due to the highly
transmissible nature of the COVID-19 virus
and the constant exposure associated with
being on the frontlines.20 This role reversal is
associated with feelings of frustration, help-
lessness, and tension. This maelstrom of
challenging conditions increased providers’
vulnerability to mental health symptoms
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and disorders including elevated levels of
stress, anxiety, and depression.74 A study at
the Fujian Provincial Hospital in China
identified the following factors as contrib-
utors to the deteriorating mental health of
medical providers: working in isolation
wards, concern about infection, shortage of
protective equipment, uncertainty about
when the pandemic would end, frustration
with unsatisfactory results at work, and
feelings of loneliness.75 These factors con-
tributed to the significantly increased rates of
fear, anxiety, and depression of high-risk
contact staff compared with that of
the nonclinical staff,75 for example intensive
care unit physicians versus administrative
staff. Clinical staff were 1.4 timesmore likely
to feel fear and 2.0 timesmore likely to suffer
from anxiety and depression when com-
pared with nonclinical staff.75 Similar results
were reported in a cross-sectional study in
Wuhan city and additional Chinese prov-
inces. Respondents demonstrated elevated
levels of depression, anxiety, insomnia, and
distress, with 50.4% of respondents reporting
depression, 44.6% reporting anxiety, 34.0%
reporting insomnia, and 71.5% reporting
general distress.73 Several groups of individ-
uals experienced more severe mental health
symptoms; nurses reported higher levels of
severe depression than physicians (7.1% vs.
4.9%), women reported higher levels of
severe anxiety when compared with men
(5.8% vs. 3.4%), and frontline workers
reported increased levels of severe insomnia
compared with second-line workers (1.7%
vs. 0.9%).73 These results corroborate a
previous study that reported increased risk
of psychological symptoms among health
care professionals during the severe acute
respiratory syndrome (SARS) outbreak in
2003.76

SHARED TRAUMA
As health care providers bear the respon-
sibility of serving their communities in
the midst of the pandemic, they must
simultaneously process these unprece-
dented times within their own personal

lives. This subjects them to a “shared
traumatic reality,” which is composed of
4 components: (1) a collective trauma
between helper and survivor, (2) current
day trauma, (3) shared community be-
tween the survivor and helper, and (4)
“double exposure.” Double exposure re-
fers to the duality a health care worker
experiences while providing care to those
suffering at the hands of a disaster and at
the same time experiencing the disaster
firsthand.77 This shared traumatic reality:
(1) increases the demands placed on health
care workers and (2) eliminates protective
mechanisms usually in place to delineate
victim versus provider, both of which are
stress-provoking. Many health care work-
ers have been recruited to medical special-
ties outside of their expertise and to
different cities due to shortage of
personnel.78 Studies have suggested that
being placed in a foreign work setting and
tasked with duties outside a provider’s
expertise results in significant stress and
depression symptoms.77 In addition, a
tension exists between health care workers’
personal responsibilities to their loved ones
and their duty to serve the greater com-
munity. Providers are forced to prioritize
patients over family, simultaneously placing
themselves and their loved ones at risk of
contagion. Some have isolated themselves
from their families to minimize this risk,
leading to loneliness and lack of support,
which can precipitate depression.79 The ex-
posure to very ill patients also exerts a
tremendous toll by serving as a constant
reminder of the life-threatening nature of
this work.77

MORAL INJURY
The overload of COVID-infected patients
and the inability of hospitals to meet the
associated medical needs forced health
care systems to prioritize patients for
treatment, such as through the allocation
of ventilators.78 The responsibility of
making these difficult decisions fre-
quently falls to health care providers,
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subjecting them to moral injury, a specific
form of psychological stress that results
from going against what one believes is
morally or ethically correct.80 Moral in-
jury has been associated with feelings of
shame, guilt, and disgust, which can, in
turn, increase risk of mental health con-
ditions, such as depression, posttraumatic
stress syndrome, and suicidal ideation.81

The inability to fulfill the obligation to
care for each patient to the utmost of
one’s ability can be morally, mentally,
and emotionally injurious.77 Patients trust
in a provider’s oath of nonmaleficence
and expect providers to protect them from
harm.68 With care limitations placed on
providers and health care systems during
COVID-19, these expectations were not
always met. The prioritization of COV-
ID-related treatment lead to delay in non-
COVID-19 and nonurgent care, resulting
in unintended harm and non-COVID-19
deaths.79 The health care system has
especially failed to uphold the vow of
nonmaleficence among Black, Asian,
and Minority Ethnic (BAME) staff and
communities, who are disproportionately
impacted by COVID-19.79 The significant
unintended harm and violation of the vow
to protect throughout the COVID-19
pandemic has resulted in BAME pro-
viders being especially vulnerable to moral
injury.

Providers and Mental Health
Treatment During COVID-19
Despite experiencing increased mental
health concerns, health care workers con-
tinued to encounter fear of stigmatization
and discrimination that deterred them from
seeking professional psychological services
and support during the pandemic.20 This
stigma was demonstrated in the lack of
participation in a support program estab-
lished in a hospital in China. In China, only
69 of over 8000 health care workers utilized
an online mental health assessment that

was the first step in accessing care via a
newly established support program.82 A
systematic review of 59 studies aimed at
assessing access to care for COVID-19-
related provider mental health issues found
that a majority of mental health interven-
tions available to providers focused on
individual-level factors and approaches.83

Provider’s reluctance to utilize individual
intervention approaches highlighted the
significant role stigma continues to play in
seeking and taking advantage of mental
health care.83

Although reluctance among providers to
seek help persists, there has been increased
recognition of the importance of addressing
provider mental health needs. For example,
during the COVID-19 outbreak, 2 hospital
systems in China offered mental health
support to its providers through increased
access to online mental health assessments
and resources to psychological support.82

In addition, with stay-at-home orders, so-
cial distancing, and extreme limits on
in-person interactions, mental health inter-
ventions have taken the forms of web-based
video platforms, phone calls, social media,
and apps. Another Chinese hospital, the
Second Xiangya Hospital, shifted towards
telephone and online counseling services to
address their providers’ needs.84 Studies
show the potential of apps to serve as an
effective outlet for providers to connect
with other frontline staff, share their expe-
riences, receive counseling, and participate
in online classes promoting mental health,
such as yoga and mindfulness.85 Combin-
ing psychoeducation and prevention initia-
tives with the maximization of oppor-
tunities to reflect on stressful experiences,
participate in debriefing sessions, as well as
in counseling are essential to the mental
health of providers, especially during high-
stress times such as the COVID-19
pandemic.19 Furthermore, it is posited that
organizational approaches to improving
provider mental health could be seen as less
stigmatizing while decreasing the onus
placed on providers to initiate care, thus
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resulting in more effective care.83 However,
to date there is limited evidence on the
effectiveness of these mental health and
well-being promotion programs.86

The Next Steps: Reentrance
Anxiety
As communities begin to reemerge after
quarantine restrictions and scale back COV-
ID-19 precautionary measures, another as-
pect of mental health remains to be
considered: reentrance anxiety. Pandemic
disasters are unique, and as such require
specific planning to ensure the behavioral
health needs of those most impacted are met
when the nations’ health emergencies begin
to recede.87 There is limited research on
perinatal mental health as it relates to
reentrance into society postpandemic. The
COVID-19 pandemic is novel in the gravity
of global impact and length of time restric-
tions persisted. As society returns to prepan-
demic circumstances it is vital to conduct
research on patient and provider mental
health as it relates to the transition of
returning to routine lives postpandemic.

Conclusions
The COVID-19 pandemic has signifi-
cantly affected the mental health of peri-
natal individuals and their providers. For
both patients and providers, there are a
number of moderating factors to consider
with respect to communities and individ-
uals most impacted by the pandemic,
factors that are essential to consider when
seeing perinatal patients clinically and
addressing provider morale and mental
health. There has been considerable re-
search on COVID-19 and perinatal men-
tal health, though sampling and other
methodological approaches may limit
the generalizability of findings. Addition-
al studies are needed on: (1) COVID-19
and perinatal mental health that includes
more diverse samples and observational

assessments as well as longitudinal studies
(2) how to break down barriers to mental
health care for medical providers; and (3)
the impact of dwindling COVID-19 pre-
cautionary measures, return to work in
person, etc. (all together termed “reen-
trance anxiety”).
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