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Abstract

Background: The COVID-19 pandemic disrupted maternity care and amplified psychological distress
among pregnant women. Those diagnosed with COVID-19 faced intensified worries about their own
health, fetal wellbeing, and loss of support. This study aimed to explore the lived experience of fear of
maternal and fetal loss in pregnant women with COVID-19.

Materials and Methods: This qualitative hermeneutic phenomenological study, based on van
Manen’s methodology, was conducted in Mashhad, Iran. The study involved 14 pregnant women in
the second or third trimester who had laboratory-confirmed or clinically diagnosed COVID-19.
Participants were recruited purposively, and data were collected through in-depth, semi-structured
interviews conducted face to face or online until data saturation was achieved. Data were analyzed
using van Manen’s phenomenological approach with MAXQDA software (version 20).

Results: Analysis produced three main themes: (1) Dread of infection and the looming threat of loss;
(2) Burden of care—reduced support and compromised self-care; and (3) Psychological disruption
and existential rupture. Participants reported pervasive anxiety about fetal viability and maternal
deterioration, recurrent fear of infecting family, and heightened vigilance about pregnancy outcomes.
Enforced isolation, caregiving strain, interpersonal conflict, and guilt amplified helplessness,
exhaustion, sleep disturbance, and depressive symptoms. Perceived healthcare inadequacies and
limited access intensified distress and deepened uncertainty about pregnancy and childbirth.

Conclusion: COVID-19 in pregnancy was a multifaceted crisis—persistent fear of maternal and fetal
loss, uncertainty, reduced support, isolation, caregiving burden, and severe psychological distress.
Perceived healthcare inadequacies eroded trust. Maternity care during infectious outbreaks must
complement clinical monitoring with proactive psychosocial measures: telehealth education, virtual
counseling, continuity of obstetric/midwifery support, and targeted outreach to reduce isolation and
restore trust.
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Fear of Maternal and Fetal Loss with COVID-19

1- INTRODUCTION

Pregnancy is a major ontological
transition accompanied by increased
bio-psychosocial vulnerability.
Physiological and immunological
adaptations  of  pregnancy—reduced
functional residual capacity, diaphragmatic
elevation, and shifts in T-helper cell
responses—can increase susceptibility to
severe respiratory infections and adverse
maternal  outcomes, including from
SARS-CoV-2 (1,2). The COVID-19
pandemic therefore posed not only a
biological threat but also disrupted the
safety, predictability, and continuity
essential for maternal wellbeing (3).

The clinical manifestations of COVID-19
in  pregnancy—fever, dyspnea, and
systemic complications—have been well
described.  Evidence  from  related
coronaviruses (SARS-CoV, MERS-CoV)
raised concerns about obstetric risks such
as miscarriage, preterm birth, and maternal
mortality (4, 5). Early uncertainty about
vertical ~ transmission, together  with
quarantine measures, intensified anxiety
among pregnant women (6, 7).

Beyond individual distress, the pandemic
strained maternal and child health systems,
threatening nutrition and early
developmental outcomes and underscoring
the need to clarify neonatal risks and
systemic  consequences of maternal
infection (8, 9). The subjective meaning of
being pregnant during the pandemic is
shaped by cultural norms, coping
resources, and perceived healthcare
adequacy—factors particularly salient in
low- and middle-income countries where
mental health services are limited (10).

Although quantitative studies document
clinical and epidemiological patterns, they
cannot fully capture the nuanced lived
experience of pregnant women facing
COVID-19 (11). Phenomenological
methods are therefore suited to explore
these women’s perceptions, existential
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concerns, and the pervasive fear of
maternal and fetal loss (12).

In Iran, particularly in metropolitan centers
like Mashhad, pregnant women faced not
only the clinical threat of the virus but also
the strain of a healthcare system under
extreme pressure. There is a critical lack of
qualitative evidence exploring how these
women interpreted the threat of maternal
and fetal demise during the peak of the
outbreak. Therefore, this study aims to
elucidate the lived experience of “fear of
loss” among pregnant women diagnosed
with severe COVID-19, providing a deeper
understanding that may inform person-
centered maternity care and tailored
psychosocial interventions in  future
public-health crises.

2- MATERIALS AND METHODS

2-1. Study Design

This qualitative study wused a
hermeneutic phenomenological approach,
guided by van Manen’s methodology, to
explore the lived experiences of fear of
maternal and fetal loss among pregnant
women diagnosed with COVID-19.
Hermeneutic phenomenology was selected
because it goes beyond description to
interpret the deeper meanings embedded in
participants’ lived experiences, as they
understand and describe them in everyday
life (13, 14). The study was reported in
accordance with the Consolidated Criteria
for Reporting Qualitative  Research
(COREQ) guidelines (15).

2-2. Setting and Participants

The study was conducted from April 2021
to May 2022 in selected health centers and
referral obstetrics hospitals affiliated with
Mashhad University of Medical Sciences,
Mashhad, Iran. Participants were recruited
purposively to identify pregnant women
who could provide rich, first-hand
accounts of the phenomenon under study.
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Inclusion criteria were: being in the second
or third trimester of pregnancy, having a
laboratory-confirmed (RT-PCR) or
clinically diagnosed COVID-19 infection
during the current pregnancy, having a
viable pregnancy confirmed by obstetric
evaluation, and willingness to describe
personal experiences related to pregnancy
during the COVID-19 pandemic. Women
with severe pre-existing or pregnancy-
related obstetric complications, cognitive
impairment, or psychiatric disorders were
excluded, as were those who withdrew or
were unwilling to continue participation.

Sampling continued until data saturation
was reached, defined as the point at which
no new themes or conceptual variations
emerged from the interviews. A total of 14
participants were enrolled in the study
(16).

2-3. Data Collection

Data were collected through semi-
structured, in-depth individual interviews.
Depending on participants’ health status
and  preferences, interviews  were
conducted either face to face in a quiet,
private clinic setting under health
protocols or virtually through secure
online platforms.

Each interview lasted approximately 60 to
90 minutes. Interviews began with broad
open-ended questions, such as: “Can you
describe your experience of being pregnant
during COVID-19?” and “What fears or
concerns did you experience regarding
yourself or your baby?” Probing questions
were then used to clarify meanings and
deepen  exploration of participants’
experiences. All interviews were audio-
recorded with permission and transcribed
verbatim immediately after each session.

2-4. Data Analysis

Data analysis was conducted concurrently
with data collection using van Manen’s
hermeneutic phenomenological method
(13). Each transcript was read repeatedly
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to gain a holistic understanding of the
participant’s  account. The analysis
involved reflection, writing, and rewriting
to identify essential themes of the
phenomenon (17). To support systematic
coding  and theme  development,
established qualitative procedures for
coding and thematic clustering were
followed, and MAXQDA software
(version 20) was used to manage the
analysis (14).

2-5. Trustworthiness

To ensure rigor, the criteria of credibility,
dependability, confirmability, and
transferability = were  applied  (18).
Credibility was strengthened through
prolonged engagement with the data,
repeated reading of transcripts, peer review
of coding, and member checking.
Dependability and confirmability were
supported  through  ongoing  team
discussions and maintenance of a detailed
audit  trail of analytic decisions.
Transferability was enhanced by providing
a detailed description of the study context,
participants, and  data  collection
procedures, along with direct verbatim
quotations.

2-6. Ethical Considerations

The study received ethical approval from
the Ethics Committee of Mashhad
University of Medical Sciences (Ethics
Code: 991419). Written informed consent
was obtained from all participants after
providing information about the study
purpose, procedures, duration, possible
risks and benefits, and data handling. For
participants who could not read, the
consent was given orally in the presence of
a witness.

Confidentiality and anonymity were
maintained by replacing names with
unique codes and storing the code key,
consent forms, and audio files in secure,
access-restricted  locations  (encrypted
digital storage and locked filing).
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Participation was voluntary; participants
could decline questions, pause or withdraw
at any time without consequences, and
were offered contact details and referrals if
discussing sensitive topics caused distress.

3- RESULTS

3-1. Participants’ Characteristics

Fourteen pregnant women diagnosed
with COVID-19 participated in the study.
Their ages ranged from 25 to 44 years, and
their educational backgrounds ranged from
primary school to postgraduate level. All
participants were married, and four had
been hospitalized because of severe
COVID-19 symptoms. The  semi-
structured interviews lasted between 45
and 90 minutes.

3-2. Phenomenological Themes

Hermeneutic phenomenological analysis
of the transcripts yielded three main
themes and seventeen  sub-themes,
reflecting  the  participants’ lived
experiences of fear of maternal and fetal
loss (Table 1).

Theme 1: Dread of Infection and the
Threat of Loss

1. Fear of fetal loss and complications

Participants described their strongest
anxiety as concern for the fetus’s survival
and health. This fear was especially
intense during the first trimester, when
they perceived the pregnancy as more
vulnerable. One participant (P6) said, “I
used to cry even when | heard that a baby
somewhere was infected. | desperately did
not want this to happen to me.”

Another participant (P5) recalled her
immediate fear after diagnosis: “After five
days, when my test came back positive, |
was terrified that I would lose my baby.”
Several participants also worried that the
virus might cause developmental problems
or growth restriction. For example,
Participant 3, who was diagnosed at seven
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weeks, stated, “At 22 weeks, the doctor
told me that the fetus had growth
restriction. I was so scared.”

Similarly, P6 explained, “Early pregnancy
was going well. But at 32 weeks, fetal
growth stopped. | felt like 1 was dying of
fear.”

2. Fear of maternal mortality and health
deterioration

The rising mortality rates reported during
the pandemic intensified participants’ fear
of death and physical decline. This fear
often appeared as acute somatic anxiety.
Participant 1 noted, “I wasn’t that stressed
at first, but as the death rate increased, my
anxiety became intense.”

For some women, denial served as a
coping mechanism. Participant 5 shared, “I
kept telling myself that we must have had
food poisoning, because I simply could not
accept that we had contracted Corona.”

3. Information gaps and loss of control

The rapid spread of the virus, conflicting
information, and the closure of medical
centers during holidays left participants
feeling  helpless and  disoriented.
Participant 6 described the disruption to
her daily life: “I really did not know what
to do. I had lost all order in my life. I was
crying constantly while searching for
masks and sanitizing alcohol.”

Perceived high mortality among infected
patients also weakened hope. Participant 1
stated, “Many patients lost their morale
due to a lack of attention and ultimately
died.”

Theme 2: The Burden of Care:
Diminished Support and Fractured Self-
Care

This theme captures the exhaustion of
managing self-care during the pandemic,
the isolation of quarantine, the burden of
guilt, and frustration with the healthcare
system.
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1. Isolation and weariness in self-care

Participants found the dual responsibility
of protecting themselves and their unborn
children physically and emotionally
exhausting. Participant 6 said, “I felt like
everything was a nightmare from which it
was impossible to escape. | was physically
and mentally drained.”

This burden was worsened by isolation
from key support figures, particularly
husbands and mothers. Participant 6
described the experience: “The absence of
my husband and mother during my illness
was terrible. 1 was quarantined in my
child’s room, surrounded by toys and a
crib. Even my husband would not step
inside.”

Fear of delivering alone was also common.
Participant 4 expressed, “Right now, the
reason | worry about Corona is that I will
have to be completely alone for the birth of
my child. I wish this would end.”

2. Guilt and interpersonal helplessness

Difficulty maintaining quarantine
boundaries often led to self-blame and
blame from others when family members
became infected. Participant 1 recalled,
“While running a high fever myself, I was
still trying to care for my daughter and
son. Despite this, my husband blamed me,
saying, ‘You infected the children!””

In other cases, partners failed to follow
safety measures, which left the women
feeling powerless. Participant 1 added, “I
even refused to attend my brother-in-law’s
wedding to stay safe. We fought over this,
but my husband and children went
anyway. They caught the virus and
infected the entire household.”

This created a sense of futility. As P1 said,
“I took care of myself, but my husband
kept going out. He contracted the virus and
passed it to me. What could I have done?”

3. Unmet expectations of specialized
healthcare support
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Participants felt that the healthcare system
failed to recognize their vulnerability,
especially when private clinics closed.
Participant 9 lamented, “The majority of
physicians shut down their private
practices. | had to seek care at crowded
medical facilities. 1 am pregnant. | am
carrying another life, so | should be treated
with special care.”

Theme 3: Psychological Disturbance
and Existential Rupture

This theme reflects the participants’
psychological distress, including
intensified physical symptoms, persistent
anxiety and depression, and disconnection
from their pre-pandemic lives.

1. Somatic amplification and pervasive
anxiety

Psychological distress often intensified the
perception of  physical symptoms.
Participant 8 recalled, “A persistent cough
while pregnant, frequent urination, eye
pain, edema, loss of taste and smell, bone
pain, insomnia, shortness of breath... [ was
completely disoriented.”

After receiving a positive diagnosis,
anxiety quickly took over daily life.
Participant 5 shared, “As soon as I found
out I had Corona, | became extremely
stressed. |1 would pace back and forth,
repeating, ‘I have Corona, I have Corona.’
We were quarantined for 20 days.”

2. Emotional depletion and existential
rupture

Long periods of quarantine contributed to
depressive  feelings and  emotional
exhaustion. Participant 2 recalled, “I felt
down and completely disoriented from
being confined at home for a month
without seeing my loved ones. | just cried
uncontrollably.”

For many, coping meant withdrawing from
the outside world. Participant 3 said,
“During this pandemic, there were no New
Year’s visits. No one was allowed to come
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to our house for three months; we only
spoke on the phone.”

The constant stream of negative news
created a sense of rupture from normal life.
Participant 9 noted, “Watching videos

online of people collapsing on the ground
caused me great fear. It felt as if our world
had suddenly changed.”

This was echoed by P5: “Hearing the news
brought me closer to death.”

Table-1: Themes and Sub-themes of the Lived Experiences of Fear of Loss among Pregnant WWomen

with COVID-19.

Theme

Theme 1: Dread of Infection
and the Threat of Loss

Theme 2: The Burden of
Care: Diminished Support
and Fractured Self-Care

Sub-theme

Fear of fetal loss

Fear of fetal complications

Fear of losing one’s own
health

Fear of unknown or
contradictory information

Fear of losing loved ones

Disorientation in self-care
navigation

Physical and mental
exhaustion from protective
care

Solitude in self-care and
pregnancy management

Internalized and
externalized guilt of
infection

Helplessness in maintaining
household quarantine

Sense of futility and failure
in self-care efforts

Unmet expectations of
specialized healthcare
support
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Exemplar verbatim quotation

“I am more worried about my fetus than myself.
Fear of losing the fetus or the fetus being
incomplete.” (P3)

“Someone told me that even if I recover, it is not
known what harm this virus will do to the child.”
(P5)

“I was saying to myself that we must have been
poisoned. Because I didn’t want to accept that we
got corona.” (P5)

“I did not follow the news. Hearing the news of
death from the media made me anxious.” (P10)

“Hearing the news brought me closer to death.”
(P5)

“I felt like everything was like a nightmare, it was
impossible to get out of it. | was physically and
mentally very tired.” (P6)

“The absence of my husband and mother during my
illness was terrible. | was quarantined in my child’s
room.” (P6)

“I was weeping because my husband was not with
me and [ was scared... I felt like my heart was
going to stop.” (P10)

“Despite this, my husband said that you infected the
children!!” (P1)

“My husband and children went to the wedding.
They got cold and infected with Corona virus.” (P1)

“I took care of myself but my husband was going
out. He got the virus and passed it on to me, what
could I do?” (P1)

“I am pregnant. [ am considered two people, I
should be looked at more specially.” (P9)
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Theme

Theme 3: Psychological
Disturbance and Existential
Rupture

Sub-theme

Somatic amplification of
physical symptoms

Pervasive stress dominating
daily life

Anxiety and depressive
symptoms during isolation

Emotional and mental

Exemplar verbatim quotation

“Corona symptoms changed every day. Just when
you thought you were cured, another symptom
would appear.” (P8)

“As soon as I found out that I have Corona, I
became very stressed.” (P5)

“During this pandemic there were no New Year’s
meetings. No one was permitted to come to our
house for 3 months.” (P3)

“My lifestyle was leading to increased loneliness. I

depletion

Disconnection from the pre-

pandemic world

4- DISCUSSION

The findings of this study suggest that
pregnancy  during COVID-19  was
experienced by Iranian women not merely
as a clinical condition, but as a lived
experience of fear, instability, loss, and
disruption of everyday life. At the center
of participants’ accounts was fear of loss,
including concern for maternal and fetal
health, disruption of supportive
relationships, and erosion of psychological
security. This finding is consistent with
previous studies reporting increased
anxiety, depression, and disruption of the
natural experience of pregnancy during the
pandemic (19-21). Compared with other
groups in society, pregnant women may
have experienced a deeper existential
distress because they were simultaneously
concerned for themselves and their unborn
child (19).

One of the most prominent dimensions of
this experience was persistent concern
about wvertical transmission and its
uncertain consequences for the fetus.
Pregnant women were confronted with
contradictory information, rapidly
changing guidelines, and scientific
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mean, | was becoming a bit of a loner because |
hadn’t seen other people in a long time.” (P4)

“T used to get very upset when | saw the memories
and behavior of my roommate’s wife. I was
mentally drained.” (P1)

ambiguity, all of which undermined their
sense of reassurance. This finding is in line
with previous studies identifying fear of
fetal harm and uncertainty about
pregnancy outcomes as major concerns
among women during the COVID-19
pandemic (22-26). In the present study,
however, this fear was not merely
cognitive; it was embodied in constant
vigilance, restlessness, and hesitation in
everyday decision-making. From a
phenomenological perspective,
confrontation with the possible loss of an
existentially significant being, such as
one’s unborn child, can profoundly alter
the lived world and intensify protective
responses.

Another important finding was the erosion
of support and the emergence of a burden
of care in the context of crisis. Hospital
restrictions, reduced routine  visits,
difficulties in accessing services, and
limits on companion presence left many
women feeling abandoned and
insufficiently cared for. This experience is
consistent with studies reporting disruption
in routine maternity care and a diminished
sense of safety during pregnancy and
childbirth in the pandemic period (21, 22,
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27). In this context, maternity care was not
experienced solely as a medical service;
rather, it functioned as a relational network
of reassurance, continuity, and support that
became fractured under crisis conditions.

Insufficient support from husbands and
family members further intensified this
psychological burden. Participants
described how responsibility for protecting
both themselves and their fetus fell largely
on their own shoulders, resulting in
loneliness,  fatigue, and emotional
exhaustion.  Previous evidence has
similarly shown that family and spousal
support can reduce pregnancy-related
stress, whereas its absence is associated
with greater anxiety (28, 29). In the
present study, however, the issue extended
beyond inadequate support and pointed to
a disruption in the experience of belonging
and being-with-others. Women’s strong
desire for their husbands’ presence during
care and treatment reflected a deep need
for meaningful companionship in times of
crisis (29, 30).

Fear of death and of the unknown
consequences of the disease was also
strongly present in participants’ narratives.
Continuous exposure to news of death and
ambiguous bodily symptoms led many
women to interpret even minor physical
changes as signs of imminent danger,
reflecting a form of somatic amplification.
In the COVID-19 literature, fear of death
and uncertainty have been identified as
major sources of psychological suffering
(31, 32). During pregnancy, this fear may
become even more intense because the
woman perceives herself and her fetus as
simultaneously at risk, transforming
anxiety into a persistent existential
condition that reshapes the meaning of
pregnancy itself (19, 23).

From a phenomenological standpoint, the
pandemic can be understood as producing
a rupture in pregnant women’s being-in-
the-world. The taken-for-granted order of
daily life, the predictability of care, and the

Health Provid, Vol.6, N.1, Serial No.10, Jun. 2026

sense of continuity were all disrupted. In
the Iranian context, this rupture appears to
have been intensified by structural
limitations in the healthcare system,
economic pressures, and cultural meanings
attached to pregnancy and family life. As a
result, pregnancy during COVID-19
became, for many women, an experience
marked by loss of control, loss of support,
and loss of certainty. Nevertheless, the
findings also suggest that despite structural
and cultural differences, the core concerns
and underlying structure of fear among
mothers during this crisis had a
transnational and universal character (23,
30).

Given these findings, care for pregnant
women during public health crises should
not be limited to clinical follow-up alone.
Educational, psychological, and social
dimensions of care should be addressed
simultaneously. Fully online educational
classes, virtual counseling, remote follow-
up, and accessible health education
platforms may help strengthen self-care,
reduce anxiety, and enhance women’s
sense of security during pregnancy (6, 30).
In addition, the active involvement of
husbands and family members, whenever
feasible, should be considered part of
supportive  care  strategies.  These
recommendations are particularly
important in  crisis  situations, when
vulnerable groups such as pregnant women
may be unintentionally deprioritized
within healthcare systems and left to bear
their psychological burden in isolation.

This study also had several limitations.
Limited access to participants, difficulty
conducting face-to-face interviews because
of rapid discharge and infection-control
protocols, and differences in health literacy
may have influenced how experiences
were expressed. Nevertheless, the use of
virtual interviews in some cases provided a
safer and more flexible setting and may
have enabled participants to share their
experiences more openly and comfortably.
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5- CONCLUSION

Pregnant women diagnosed with
COVID-19 experienced profound
challenges in their everyday lives and self-
care practices. Their experience extended
far beyond physical illness and was
marked by fear, uncertainty, loneliness,
disrupted support, and deep psychological
distress. In such circumstances, fully
online education and virtual counseling
may provide important informational,
psychological, and social support and may
help strengthen self-care. Establishing
accessible platforms for personal health
education, particularly for pregnant
women, is therefore essential. At the same
time, public health crises may
inadvertently  marginalize  vulnerable
groups, leaving them to endure
psychological suffering in isolation. Health
policy should therefore respond not only to
the immediate clinical demands of crises,
but also to the emotional and supportive
needs of vulnerable populations such as
pregnant women.

6- ACKNOWLEDGMENT

This study is the result of a research
project with project code 991419 at
Mashhad University of Medical Sciences.
Financial support was provided by the
Vice President for Research of the
university. We sincerely thank the Vice
President for Research, the staff of Imam
Reza Hospital and health centers, and the
mothers who contributed to this study.

7- CONFLICT OF INTEREST: None.
8- REFERENCES

1. Wastnedge EAN, Reynolds RM, van
Boeckel SR, Stock SJ, Denison FC, Maybin
JA, et al. Pregnancy and COVID-19. Physiol
Rev. 2021 Jan 1;101(1):303-318. doi:
10.1152/physrev.00024.2020. Epub 2020 Sep
24. PMID: 32969772; PMCID: PMC7686875.

2. Dashraath P, Wong JLJ, Lim MXK, Lim
LM, Li S, Biswas A, Choolani M, Mattar C,

Health Provid, Vol.6, N.1, Serial No.10, Jun. 2026

Su LL. Coronavirus disease 2019 (COVID-19)
pandemic and pregnancy. Am J Obstet
Gynecol. 2020 Jun;222(6):521-531. doi:
10.1016/j.aj0g.2020.03.021. Epub 2020 Mar
23. PMID: 32217113; PMCID: PMC72705609.

3. Keating NE, Dempsey B, Corcoran S,
McAuliffe FM, Lalor J, Higgins MF. Women's
experience of pregnancy and birth during the
COVID-19 pandemic: a qualitative study. Ir J
Med Sci. 2022 Oct;191(5):2177-2184. doi:
10.1007/s11845-021-02862-2. Epub 2021 Dec
2. PMID: 34855128; PMCID: PMC8636585.

4. Schwartz DA, Graham AL. Potential
Maternal and Infant Outcomes from (Wuhan)
Coronavirus 2019-nCoV Infecting Pregnant
Women: Lessons from SARS, MERS, and
Other Human Coronavirus Infections. Viruses.
2020 Feb 10;12(2):194. doi:
10.3390/v12020194. PMID: 32050635;
PMCID: PMC7077337.

5. Di Mascio D, Khalil A, Saccone G, Rizzo
G, Buca D, Liberati M, et al. Outcome of
coronavirus  spectrum infections (SARS,
MERS, COVID-19) during pregnancy:
a systematic review and meta-analysis. Am J
Obstet Gynecol MFM. 2020 May;2(2):100107.
doi:  10.1016/j.ajogmf.2020.100107. Epub
2020 Mar 25. PMID: 32292902; PMCID:
PMC7104131.

6. Brooks SK, Webster RK, Smith LE,
Woodland L, Wessely S, Greenberg N, et al.
The psychological impact of quarantine and
how to reduce it: rapid review of the evidence.
Lancet. 2020 Mar 14;395(10227):912-920.
doi: 10.1016/S0140-6736(20)30460-8. Epub
2020 Feb 26. PMID: 32112714; PMCID:
PMC7158942.

7. Cao-Lei L, de Rooij SR, King S, Matthews
SG, Metz GAS, Roseboom TJ, et al. Prenatal
stress and epigenetics. Neurosci Biobehav
Rev. 2020 Oct;117:198-210. doi:
10.1016/j.neubiorev.2017.05.016. Epub 2017
May 18. PMID: 28528960.

8. Headey D, Heidkamp R, Osendarp S, Ruel
M, Scott N, Black R, et al. Impacts of COVID-
19 on childhood malnutrition and nutrition-
related mortality. Lancet. 2020 Aug
22;396(10250):519-521. doi: 10.1016/S0140-
6736(20)31647-0. Epub 2020 Jul 27. PMID:
32730743; PMCID: PMC7384798.

31



Fear of Maternal and Fetal Loss with COVID-19

9. Zhu H, Wang L, Fang C, Peng S, Zhang L,
Chang G, Xia S, Zhou W. Clinical analysis of
10 neonates born to mothers with 2019-nCoV
pneumonia. Transl Pediatr. 2020 Feb;9(1):51-
60. doi: 10.21037/tp.2020.02.06. PMID:
32154135; PMCID: PMC7036645.

10. Kumar M, Kumar P. Impact of pandemic
on mental health in lower- and middle-income
countries (LMICs). Glob Ment Health (Camb).
2020 Dec 3;7:€35. doi: 10.1017/gmh.2020.28.
PMID: 34191999; PMCID: PMC7750653.

11. Essentials of nursing research: methods,
appraisal, and utilization Denise F Polit
Essentials of nursing research: methods,
appraisal, and utilization , Cheryl Tatano Beck
Lipincott Williams and Wilkins 554 £24.95
0781749727 0781749727 [Formula: see text].
Nurse Res. 2006 Jul 1;13(4):91-92. doi:
10.7748/nr.13.4.91.s11. PMID: 27702222.

12. van Manen M. Phenomenology of
Practice:  Meaning-Giving  Methods in
Phenomenological Research and Writing.
Routledge; 2023. 2nd Edition. ISBN:
9781003228073. doi:
https://doi.org/10.4324/9781003228073.

13. van Manen M. Researching lived
experience: Human science for an action
sensitive pedagogy. Albany, NY: State
University of New York Press; 1990.

14. Wilson A. A guide to phenomenological
research. Nurs Stand. 2015 Apr 22;29(34):38-
43. doi: 10.7748/ns.29.34.38.8821. PMID:
25902251.

15. Tong A, Sainsbury P, Craig J.
Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for
interviews and focus groups. Int J Qual Health
Care. 2007 Dec;19(6):349-57. doi:
10.1093/intghc/mzm042. Epub 2007 Sep 14.
PMID: 17872937.

16. Polit DF, Beck CT. Essentials of nursing
research: appraising evidence for nursing
practice. Philadelphia: Lippincott Williams &
Wilkins;  2014. 8th ed. ISBN
9781451176797.

17. Creswell, JW. and Poth, C.N. Qualitative
Inquiry and Research Design Choosing among
Five Approaches. 4th Edition, SAGE
Publications, Inc., Thousand Oaks; 2018.

Health Provid, Vol.6, N.1, Serial No.10, Jun. 2026

18. Lincoln YS, Guba EG. Naturalistic
inquiry. Newbury Park, CA: Sage; 1985.

19. Atmuri K, Sarkar M, Obudu E, Kumar A.
Perspectives of pregnant women during the
COVID-19 pandemic: A qualitative study.
Women Birth. 2022 May;35(3):280-288. doi:
10.1016/j.wombi.2021.03.008. Epub 2021 Mar
15. PMID: 33766506; PMCID: PMC9006065.

20. Corbett GA, Milne SJ, Hehir MP, Lindow
SW, O'connell MP. Health anxiety and
behavioural changes of pregnant women
during the COVID-19 pandemic. Eur J Obstet
Gynecol Reprod Biol. 2020 Jun;249:96-97.
doi: 10.1016/j.ejogrb.2020.04.022. Epub 2020
Apr 13. PMID: 32317197; PMCID:
PMC7194619.

21. Cadwallader JS, Berlingo L, Rémy V,
Dommergues M, Gilles de la Londe J.
Pregnancy, childbirth and  postpartum
experience in pregnant women infected with
SARS-CoV-2 in 2020 in Paris: a qualitative
phenomenological study. BMC Pregnancy
Childbirth. 2023 Jan 31;23(1):83. doi:
10.1186/512884-023-05406-X. PMID:
36721113; PMCID: PMC9887563.

22. Mizrak Sahin B, Kabakci EN. The
experiences of pregnant women during the
COVID-19 pandemic in Turkey: A qualitative
study. Women Birth. 2021 Mar;34(2):162-169.
doi: 10.1016/j.wombi.2020.09.022. Epub 2020
Oct 1. PMID: 33023829; PMCID:
PMC7528828.

23. Ayaz R, Hocaoglu M, Giinay T, Yardimc1
OD, Turgut A, Karateke A. Anxiety and
depression symptoms in the same pregnant
women before and during the COVID-19
pandemic. J Perinat Med. 2020 Nov
26;48(9):965-970. doi: 10.1515/jpm-2020-
0380. PMID: 32887191.

24. Fumagalli S, Ornaghi S, Borrelli S,
Vergani P, Nespoli A. The experiences of
childbearing women who tested positive to
COVID-19 during the pandemic in northern
Italy. Women Birth. 2022 May;35(3):242-53.
doi: 10.1016/j.wombi.2021.01.001. Epub 2021
Jan 9. PMID: 33451929; PMCID:
PMC7796658.

25. Mortazavi F, Ghardashi F. The lived
experiences of pregnant women during
COVID-19  pandemic: a  descriptive

32



Shariat Moghani et al.

phenomenological study. BMC Pregnancy

10.1186/s12884-021-03691-y. PMID:
33685398; PMCID: PMC7938285.

26. Rashidi Fakari F, Simbar M. Coronavirus
Pandemic and Worries during Pregnancy; a
Letter to Editor. Arch Acad Emerg Med. 2020
Mar 16;8(1):e21. PMID: 32185371; PMCID:
PMC7075675.

27. Freitas-Jesus JV, Rodrigues L, Surita FG.
The experience of women infected by the
COVID-19 during pregnancy in Brazil: a
qualitative study protocol. Reprod Health.
2020 Jul 8;17(1):108. doi: 10.1186/s12978-
020-00958-z. PMID: 32641133; PMCID:
PMC7341704.

28. Shariat Moghani S, Ebrahimzadeh M,
Safari A, Jamali J. The Effectiveness of
Husbands”  Awareness of  Menopausal
Complications on Physical Psychological
Experiences of Postmenopausal Women. J
Holist Nurs Midwifery. 2021; 31(3):155-164.
http://dx.doi.org/10.32598/jhnm.31.3.2070.

29. Altenburger LE, Schoppe-Sullivan SJ.
New fathers' parenting quality: Personal,
contextual, and child precursors. J Fam
Psychol. 2020 Oct;34(7):857-866. doi:

Health Provid, Vol.6, N.1, Serial No.10, Jun. 2026

Childbirth. 2021 Mar 8;21(1):193. doi:

10.1037/fam0000753. Epub 2020 Jun 22.
PMID: 32567880; PMCID: PMC8939304.

30. Flaherty SJ, Delaney H, Matvienko-Sikar
K, Smith V. Maternity care during COVID-19:
a qualitative evidence synthesis of women's
and maternity care providers' views and
experiences. BMC Pregnancy Childbirth. 2022
May 26;22(1):438. doi: 10.1186/s12884-022-
04724-w.  PMID:  35619069; PMCID:
PMC9132752.

31. Hasani-Moghadam S, Vedadhir AA,
Alijani F, Azizi M, Khani S. Meaning and
lived experience of Iranian COVID-19
survivors: A phenomenological study. Brain
Behav. 2024 Jan;14(1):e3359. doi:
10.1002/brb3.3359. PMID: 38376053;
PMCID: PMC10761327.

32. Son, Haeng-Mi, Won-Hee Choi, Young-
Hui Hwang, and Hye-Ryun Yang. "The Lived
Experiences of COVID-19 Patients in South
Korea: A Qualitative Study" International
Journal of Environmental Research and Public
Health 2021;18(14): 7419.
https://doi.org/10.3390/ijerph18147419.

33



