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1.1 Abstract in Greek (repiinwn)

Ewayoym:

H pohog g paiog eivonr kaBopirotikdg kot anotedel 6eomdlov KOl AVOTOCTAGTO TUNUO TNG QPOVTIONS TG
gYKVoL KaBOAN TN SLIPKE TNG EYKLUOGVUVNG, TOV TOKETOV OAAG Kol KOTO TNV MEPIOO0 UETO TOV TOKETO.
[dwaitepnc onpaciog kot evolapépovtog ot diebvn Piprioypapio amoterel 1 Ppovtida LeTd TOV TOKETO, KAODS
aTY| lval IOV GLVEIGPEPEL GTO GNUAVTIKOTEPO Pabud otn peydin petdfacn otn untpdnTa, WHTEPA Yol TIG
npwtotokes. Xtnv EAAGSa, 1 modtnra autdv TV oNUOVIIKOTATOV LANPECLUDY, GOUE®VOE LE EUTEPIKES
TOPATNPNOELS, SVOTLYDG Eival GONTA LEIOUEVT), POVOLEVO GTO OTO10 EMIONG GUVEIGEPEPAY 1] OLKOVOLLKT] KoL

1 7o TPOGPATH VYEWOVOLIKN KpioT).

YKomog:

O okomdg g mapovoag peAETNG givarl va cuAAEEeL TAnpoopieg pe Pdorn v agloldynon TOV UUEVTIKOV
VINPECLDOV UETE TOV TOKETO amd TIC 101G TIG AoOEVELS, VO TPOGOI0PIGEL TLYOV YOPUKTNPIGTIKG TOV 0GHEVAOY TOV
evogyouévmg emnpedlovy 10 amotédecpo TG a&loAdYNoNG, Vo TPOGOIOPIcEL VTOOUAdEC 0oOEVOY TOL
yperalovior 11itepn TPOoOYN KOTA TI @POVTION LETG TOV TOKETO KOl VO, AVUYVOPIGEL TOVG KVPLOVE TOUEIS

6TOVG 0moiovg ypetdleTal PEATIOON TOV TOPEYOUEVOV VANPECIOV.

Mé0odou:

Mo mv alohdynon tov TapeyOUEVOV LINPECIDY, TO ETKVPMUEVO epmTtnuatordylo MMAY postpartum
yopnynonke og 356 untépec ol omoieg Empene va. €lyav YEVVNGEL 6 EEIOKELUEVT dOUN TTOPOYNG LOLEVTIKMDV
VANPESIDV (O)L OTNV O1Kio TOVG) EVIOG TNG TpoNnyoLuevNS Tpletiag. Ta dedopéva cuAdéyOnkav eite pe évruma
EPOTNUATOAOYLO, &€iTe Méo® MAEKTPpOVIKNG vroPoing otnv mAatedpua Google Forms. H ototiotiky

emelepyacio TV dedopevav deENyon Le T xpMon Tov AOYIGUIKOD 6TATIGTIKNG avdivong SPSS.

Amnoteléoparo:

YuvoAikd, 6edopéva omd 204 acbeveig copmepdnenkav oty avédivon. H péon nlikia tov coppeteyovomv
Nrav ta 35,5 £ kot o péoog Agixtng Malag Zopatog rav 23,5. H cuvolikn fabuoroyia wov d60nke and Tig
acBeveic Katd v a&loAdynon Tng TOlOTNTOG TOV UOLELTIKAOV VINPECIOV NTAV YOUNAOTEPN OO GLTH TOL
avaeepotav otn Piploypaeio. ATd v e&€tacm TG EnidPOoNg TOV PAGIKOV YUPOKTNPIOTIKOV TOV 0cOEVOY
omv tehMkn Pabuoroyia, Ppédnke mog n awénuévn nhikia g untépac, N tepiboiyn oe dNUOcIEg LOVADES
LOLEVTIKNG QPOVTIONG Kot 1) voonieio Katd T didpKela TS Komong eiyav aveEaptnn, oTATIOTIKA OTUAVTIKA
ovoyétion ue youniotepn Podporoyio. Adiec Pacikéc TapdueTpol TV acbevav dev iyav KOO0, GTOTIGTIKG

ONUOVTIKN eXidpacn otnv TeAk| Paduoroyia.



YoumEPACHATO:

H 2qyn epovtidag petd tov toketd oe SNUOGIES JOUES, 1| TPOYXOPMUEVT NAIKIO TNG UNTEPAG KOL TO 1OTOPIKO
voonAeiag kaTd T SIIPKELD TNG KUTONG EIYOV GTATIGTIKG GNUAVTIKO AVTIKTUTO GTIV VTOKEEVIKT a&loldynon
TOV LOIEVTIK®V LANPESIOV 0md TiG acbeveis. 'Etol, acOeveig pe autd ta yapoktnplotikd amoteloby evaictnteg
VTOOUASES TOV GLUVOAIKOV TANOLGUOD UNTEP®Y KOTA TNV TEPIOSO LETA TOV TOKETO, Ol OTOIES EVOEYOUEVMC Oal
oeehobvtay and ovénuévn TPocoyN KOl TOPOYN EMUITALOV PPOVTIONS OTO TO UOLELTIKO TPOCMOTIKO, GE
TEPIMTAOGELS TOV KaBoAkn) Pertioon dev eivan epikti). Ilepiocdtepeg peréteg mavo og avtod To Bépa yperdlovtan
v va emPefordoovy aUTEG TNG TOPATNPNOEL, OAAL EVOEYOUEVMG KAl VO TIG EPOPUOCOVY JOKILOCTIKG GE

TPOAYLATIKO KAVIKO TAaic1o.

AEEEIG KAELOLA: GLYYPOVIKN LEAETT], PPOVTION LETA TOV TOKETO, LALEVTIKN PPOVTIOA, HEAETN EpMTNUATOAOYIOV,

a&loldynon amd acbeveig

1.2 Abstract in English

Introduction:

Midwives play a decisive role in the care of women during pregnancy, labor and postpartum care, with their
contribution being a vital and indispensable part throughout. Postpartum care is of considerable interest in
particular in international literature, as it is the period that plays the most decisive role in the transition to
motherhood, most notably for primiparous women. The quality of those vital services during the postpartum
period has been in decline in Greece, as has been noted by empirical evidence and clinical experience, a decline

to which the economic and more recently the healthcare crisis have contributed significantly.

Objective:

The objective of the current study is to collect data based on the assessment of postpartum midwifery care by
the women, to identify any baseline characteristics which may affect said assessment, to define any particular
women subgroups who would most benefit from a more individualized and attentive approach in postpartum

care and to highlight the primary components of postpartum care that most require improvement.

Methods:

In order to assess the quality of postpartum midwifery services, the validated MMAY postpartum questionnaire
was utilized. The questionnaire was distributed to 356 mothers, who had delivered in a specialized midwifery
care center (not at home), within the past three years. Data was collected either with printed questionnaires, or
digitally via the Google Forms platform. Statistical calculations were conducted using the SPSS statistical

processing software.



Results:

In total, data from 204 participants were included in the analysis. Participant mean age was 35.5 years and mean
Body Mass Index was 23.5. Overall, the average recorded scores for midwifery care quality were lower from
those reported in the literature. When the impact of certain baseline parameters was assessed, older maternal
age, delivery at a public healthcare center and hospitalization during pregnancy, were all found to be
independently correlated with significantly lower scores. Other baseline participant characteristics were not

found to exert any statistically significant effect on ultimate quality of care score.

Conclusions:

Postpartum care in public centers, older maternal age and hospitalization during pregnancy had a statistically
significant negative impact on perceived quality of midwifery care. Therefore, women with the aforementioned
characteristics may constitute vulnerable subgroups of mothers during the postpartum period, who would
potentially be the ones to most benefit from increased awareness of the midwifery staff and provision of
additional services, should universal improvement of midwifery care be unfeasible. Additional studies on this

topic are warranted in order to confirm these observations and test them in a real, clinical setting.

Keywords: cross-sectional study, questionnaire based study, postpartum female care, midwifery services,
patient feedback

General part

2.1 General introduction

Pregnancy and childbirth constitute significant milestones in the lives of most women worldwide and they have
substantial effects on almost every aspect of their personality and outlook. From a psychological point of view,
childbirth greatly affects the mother’s identity as a woman, since she needs to mature and adapt to her new role
as a mother, or to the introduction of a an additional member to her family if she has already had children before.
From a social point of view, the arrival of the newborn greatly impacts the woman’s social life and her
relationships with her partner, familial and general social surroundings [1]. From a cultural point of view, the
implication of childbirth and the way it was performed may vary depending on religious or moral beliefs and
principles held by the mother or her family and the wider society at the region. All these aspects are compounded
by the financial ramifications, positive and negative, of bringing a new child to the world, along with potentially
a few medical considerations, such as congenital fetal abnormalities or obstetrical complications, which greatly
affect the woman’s outlook on pregnancy and childbirth [1, 2].

The aforementioned aspects of childbirth and the potential effects on the woman’s life are most frequently

considered and acted upon after childbirth, in the postpartum period, since that is the point when this important



transition to the new role of the woman has been made [3]. In cases where other concomitant factors, such as
underlying psychiatric disorders, financial difficulties, adverse social circumstances etc, also exist, they may
further exacerbate this difficult transitional period and multiply its effect on the woman’s physical and
psychological well-being [2, 3]. Additionally, in most modern maternity care systems, more emphasis is placed
on the physical and psychiatric well-being of the mother, with her need for education and support in her new
role and this role’s ramifications on her life being unfortunately ignored [3]. This sole focus on the woman’s
immediate medical and psychiatric needs by modern healthcare systems has become even more narrow in
countries that lack the financial and human resources to support a more over-encompassing, comprehensive and
robust system. Unfortunately nowadays, Greece is also counted amongst such countries, since the effects of the
economic crisis and the more recent healthcare crisis due to the COVID-19 pandemic have greatly reduced the
available resources [4, 5]. This situation mandates the strict and utilitarian allocation of the scarce resources
available and thus does not permit the in-depth assessment and provision of adequate education and support to

the woman during the post-partum period.

In these harsh conditions, the role of the midwife as a source of accurate education, practical advice and
emotional support to these women is further accentuated. As highly trained and specialized professionals,
midwives possess the knowledge and expertise to care for the pregnant woman throughout her pregnancy and
more importantly during the postpartum period. They have the capacity to recommend preventative measures,
offer specific advice, significantly assist with patient monitoring, stay vigilant for unexpected complications
and provide basic medical care for the mother and her newborn [6, 7]. Additionally, the role of midwives could
extend beyond the coverage of the basic medical needs of the woman and her child and it could encompass the
wider familial and social background; through education and support to both parents in preparation for the
responsibilities and the unavoidable changes in their life that come with a new child, especially for primiparous

women [8].

In light of all the above, the first, general part of this thesis will delve deeper into the challenges of postpartum
care, how they are managed within the current healthcare system, along with challenges faced both within
Greece and internationally, as well as the particular role of the midwife within this complex model of care. The
second, specific part of this thesis is a cross-sectional study conducted in Greece in order to assess how
postpartum patients perceive the quality of midwifery services and care they receive, identify limitations of the
current system, locate particularly vulnerable patient subgroups and suggest targeted interventions to improve
postpartum care standards. A scientific article based on this thesis has been peer-reviewed, accepted and

published in an international Medical Journal [9].

2.2 The postpartum period



The postpartum period, a period of roughly 6 weeks after delivery, is a critical part of the life of the mother and
her newborn. The postpartum period can be divided into three separate but continuous sub-phases [10]. The
first phase is the acute phase, occurring during the first hours after delivery. This is the most dynamic and
dangerous phase, as it has been associated with the most severe post-partum complications that could occur,
such as post-partum hemorrhage, uterine inversion, amniotic fluid embolism, eclampsia and many more [10].
This phase also carries the greatest risk to the mother’s and newborn’s life, as it is the phase characterized by
the highest maternal mortality rates [10, 11]. The second phase of the postpartum period is known as a sub-
acute phase and may last up to six weeks after delivery. While not as critical a phase for the mother’s life as the
acute phase, the second phase does come with large-scale physiological changes to the woman’s body, including
cardiovascular and hemodynamic, genitourinary, metabolic and psychological changes and recovery from
pregnancy and delivery [10]. While these changes are not as rapid as those experienced during the acute phase
and the woman is mostly able to self-identify any issues, this period is nonetheless associated with complications
of varying severity, from mild discomfort to severe conditions [10]. Such complications may include, but are
not limited to: secondary postpartum hemorrhage, thromboembolic disease, thyroid disorders, urinary

incontinence, hemorrhoids, and constipation [12, 13].

Concomitant psychological disorders of varying severity are not uncommon during this phase as well, with
postpartum depression and psychosis representing the most prominent and dangerous ones [12, 14]. However,
even if a complete psychiatric condition does not fully manifest, it has been reported that women experience a
wide variety of psychological disturbances and difficulties during the postpartum period and the provision of
accurate information and emotional support by the healthcare professional is vital in order to identify, prevent
and treat such disorders [14]. Finally, the final phase of the postpartum period may last up to 6 months after
delivery and is a period of slow and gradual changes, during which manifestations of pathologic conditions are

very rare [10, 14].

In addition to the aforementioned physical and psychological conditions that must be taken into consideration
when caring for the mother during the postpartum period, one should not forget that these may be further
exacerbated when social issues are also present [15]. Since childbirth has a profound effect not only on the
woman herself but also on her social environment [1], the presence of social issues such as domestic violence
or substance abuse greatly complicates the role of the postpartum caregivers. This complexity rises from the
fact that such are not reliably and reproducibly diagnosable, despite the development of specific tools and the
proper training of medical staff [15]. Additionally, targeted intervention in such cases has shown inconsistent
results, causing more harm than benefit in certain studies, with experts advising that the quality of available

evidence is too low to make proper recommendations and evidence-based guidelines [15].



Overall, the postpartum period is a challenging transitional phase that entails several physical, psychological
and even social risks for the mother and her newborn. During such a phase, provision of proper, vigilant physio-
psychological monitoring, continuous assessment and emotional support is vital to ensure the safety and well-
being of both the mother and her child [13, 16]. In order for these principles to be put in practice, specialized

and dedicated healthcare workers are required, supported by a strong and well-organized healthcare system.

2.3 Postpartum healthcare services: status quo and challenges

Nowadays, in most countries worldwide, regardless of socioeconomic status, healthcare systems or, in their
absence, at least certain measures have been put in place to provide the necessary monitoring and care to
pregnant women throughout their pregnancy and up to delivery and the postpartum period. While in most
contexts, ante-partum and intra-partum care are highly emphasized and receive adequate resources and attention
by the system, postpartum care does not always receive the same priority and attention, particularly the late

postpartum period [17].

This is quite problematic, as the burden of postpartum morbidity and mortality for both mothers and infants
remains high, with up to 30% of maternal deaths occurring during the postpartum period and with 17 out of
1000 infants dying within their first month of life, according to worldwide estimates in 2019 [18, 19]. This has
been demonstrated internationally, as length of stay in the healthcare facility after delivery varies significantly
worldwide, highlighting the lack of an international standard of care, while the quality of care even within the
first 24 hours postpartum is inadequate for a very substantial number of women and newborns the world over
[20]. Furthermore, it has been estimated that even the minimum, routine postpartum care for two days after
delivery in a specialized healthcare center is still not provided internationally, with approximately 30% of

women and 35% of neonates worldwide not receiving even this, most basic, standard of postpartum care [21].

The aforementioned disparities in the type, availability and quality of postpartum care services worldwide are
quite problematic, given the importance of the postpartum period for the physical and mental well-being of the
mother and child, leading to many advocating for the need of a more attentive and patient-centered approach by
the healthcare system [17, 22]. This led to the World Health Organization (WHO) publishing official, global
recommendations in 2022 for proper postpartum care for the mother and newborn, in an attempt to standardize
postpartum care and ensure a safe, positive and high quality experience for the woman, entitled: “WHO
recommendations on maternal and newborn care for a positive postnatal experience” [23]. These guidelines

provide comprehensive, evidence-based instructions on the prevention and treatment of several common



physical and psychological conditions that may arise during this period, thus setting an international standard
of care [23].

Additionally, apart from the provision of basic healthcare services, which are frequently guaranteed within the
healthcare system of modern, developed nations, the guidelines also stressed the importance of the provision of
proper support and education to the women and their partners in order to facilitate the transition to home and
ease the parents into their new roles. The guidelines present evidence that the women and their partners were
found to value this postpartum preparation and training, since this opportunity to learn basic newborn care skills
under the guidance and support of the midwife, boosted their parental confidence [23, 24]. Additionally, it was
shown that both partners valued their autonomy and independence, preferring discretion and non-intrusiveness
on behalf of the hospital staff and participation in the major decision regarding management and timing of their
discharge to home [23, 24]. Additional evidence suggests that during the postpartum period, women value
multiple sources of information, not just from their obstetrician, while the investigators also compiled a list of
the preferred characteristics that women value most in the midwifery and other ancillary healthcare personnel
[23, 25]. These characteristics include the capability to provide safe, respectful and kind care and the sensitivity
and cognitive acuity to recognize, acknowledge and respect individual needs and religious or cultural
preferences and sensitivities [23, 25], attributes that, among others, have persisted historically as the most

valued and desired traits of a good and capable midwife since classical antiquity [26, 27].

However, the same studies and guidelines also stress the practical shortages and limitations in the application
of the aforementioned, valued practices. Namely, they stress that in most cases, the practical advice and training
offered focused entirely on the newborn and not enough on the recovery and needs of the woman herself [23,
24]. Additionally, it was underlined by both women, partners and midwifery staff that the discharge process
was often rushed, with the women and partners stressing that they did not have enough time to process the
overwhelming information provided and the healthcare personnel citing staff shortages as a very important
issues and an impedance in the provision of proper care and education [23, 24]. With regard to the needs of the
midwifery and other ancillary healthcare staff in particular, they stressed the need for structured guidelines and
specialized training, so as they could be more effective when they themselves provided education and training
to the women [23, 24]. With regard to the practical constraints and the feasibility of these measures, the studies
stress that the primary limitations are: the lack of adequate time to devote to each couple due to staff shortages,
the scarce or completely absent training on couple education, the unavailability of official information materials
in different languages, financial or logistic constraints that impact length of stay and cultural or societal
intricacies and norms that may affect how the information and training is received [23, 24]. This evidence is
corroborated by additional studies which, in addition to manpower shortages, also cite resource scarcity and
lack of privacy in the postnatal setting due to inadequate or overcrowded facilities and infrastructure as major

limitations [28]; with heavy workload of the existing staff, due to shortages, further limiting the availability and




lowering the quality of provided postpartum services [23, 29]. Finally, the investigators cite the lack of central,
established guidelines and policies across the different levels of maternal healthcare, in addition to the lack of
continuity of care as significant obstacles in the consistent provision of proper information and maintenance of

high quality standards of care [23, 29].

Another important point stressed by the WHO 2022 Recommendations is the importance of the midwifery-led
continuity of care (MLCC) model [23]. This model advocates for a single, specific midwife, or for a specific
small team of known and trusted midwives to support the woman from the beginning of pregnancy through to
the postpartum period. This model of care aims at creating a trusting relationship between woman and midwife
from the beginning, ensure a safe and successful pregnancy and delivery and facilitate proper education and
training of the woman, tailored to her individual needs by the midwife, who at that points has learned what those
needs are. While this model is very promising, the authors of the guidelines do concede that it is a context-
specific recommendation and greatly depends upon available resources, existing policies and cultural
sensitivities, in addition to the need for additional investment in the training and employment of enough,

specialized midwifery personnel [23].

With regard to the situation in Greece, data are very limited on the quality of postpartum services as perceived
by the women. Empirical evidence suggests a preference for private maternity and postpartum care when the
woman can afford it, indicating a conscious or unconscious bias against public maternity services. A study by
Panagopoulou et al [30] conducted on women receiving postpartum care at a public hospital, concluded that,
while the women were satisfied with the professional support and education they received and with the
continuity of care, they found the social support and women’s health aspect of their care and training to be
severely lacking. This is in concurrence with the observations noted by WHO, as more emphasis is given on the
preparation of the couple to receive and care for the newborn at home, while neglecting education and training
of the woman on her own health and interaction with her social surroundings [23]. Additionally, in Greece, the
effects of the 2008 economic crisis are still felt in most aspects of life, including healthcare. Since then, several
issues have been noted, both in terms of material shortages and in terms of human resources issues [4]. Namely,
most public healthcare centers have suffered financially, as a result of budget cuts, which translates into scarcity
of medical supplies and materials, deterioration and lack of maintenance of healthcare facilities and
infrastructure [4]. With regard to human resources, the number of permanent, experienced staff has remained
static or been reduced, while the number of patients increased. In order for the system to compensate, temporary,
inexperienced staff in the form of trainees are used, further complicating the pre-existing issues of quality of
care, since trainees require a lot of time before they can adhere to the standards of the senior staff and are
promptly replaced anyway by new trainees once their training has been completed, thus starting the cycle again.
The lack of sufficient and experienced personnel, has in turn increased the workload on the existing personnel,

with many members of staff working overtime to compensate. This, along with other concurrent factors, has led



to a significant increase in recorded psychological issues amongst members of staff, such as depersonalization,
low sense of accomplishment and emotional exhaustion, which severely influence the quality of their work [4].
This effect of the economic crisis is also noted by Panagopoulou et al [30], who attributed their unexpectedly
positive results to a possible lowering of women’s expected standards of care, since the adverse conditions
within the Greek hospitals are known to the public. However, the already tense situation, due to the economic
crisis, was further exacerbated by the advent of the COVID-19 pandemic [5]. The rapid increase of patient
admissions, combined with the unavailability of infected personnel, in order to limit the spread of the pandemic,
further increased the patient to healthcare worker ratio, thus increasing the necessary working hours and
workload, leading to a significant increase in symptoms of anxiety, depression, staff fatigue and burnout [5, 31,
32]. This adverse situation of the healthcare staff, combined with the dwindling medical supplies may constitute
the most significant reason for the perceived drop in the quality of healthcare services in general and postpartum

care in particular in Greece at present.

2.4 The role of the midwife in postpartum care

Despite the adversities faced both in Greece and in other parts of the world during the provision of maternal and
postpartum care, the dedicated hospital personnel continue to strive for a basic standard of care in their practice.
Of the different medical, paramedical and other staff involved in postpartum care, midwives are the most closely

involved with the woman and thus play a vital and strategic role in postpartum management.

Midwives have multiple duties and responsibilities such as the support and wellbeing of the woman throughout
pregnancy, delivery, the postpartum and neonatal period, the consideration of the wider and longer-lasting
effects of the provided care and the contribution to an optimal start of family life and integrity [33]. The midwife
needs to be proficient in a variety of practical clinical skills, medically knowledgeable, socially and
psychologically conscious and adept, so as to identify the smallest deviations from the norm and non-verbal
signs, calm but quick-witted and resourceful in stressful situations [33]. This already complex role is further
complicated by the cultural, geographic, ethnic, economic and other differences that are present between
different women, hospitals, cities and countries, demanding that the midwife be versatile and easily adaptable

based on her surrounding conditions and the context [33].

For the effective fulfillment of the aforementioned role, the establishment of a strong therapeutic relationship
between midwife and woman is key. The woman’s experience with the caregiver greatly affects her personal
and family life, offering assurance, empowerment and emotional strength when positive, or emotionally scarring
the woman in the long term and traumatizing her if negative [34, 35]. The bond between midwife and woman

is strengthened gradually, as they get to know each other and build mutual trust between them, which is the



reason why many advocate for the continuity of care model, which allows for this bond to form more easily and
effectively. In fact, such a model has a proven effect on actual obstetrical outcomes, with lower preterm birth
rates, lower miscarriage rates and lower stillbirth rates, compared to the more traditional models [36], thus
further reinforcing the importance of midwives throughout the ante-, intra- and post-partum periods. The
dynamic presence and involvement of the midwife has also been reportedly a primary contributor to a more
positive birth experience, a feeling of increased agency, sense of control and reduced anxiety, based on patient

reports [37].

The woman-midwife bond is further strengthened when the woman feels involved in the decision making
process regarding her own care. The midwife’s role in supporting the woman’s choice is vital, as the mediator
between physician and patient, or even as the leading caregiver in multiple scenarios [33, 38]. In order to ensure
a proper balance between the involvement of women and optimal therapeutic outcomes, the midwife has to
assess the situation using her scientific and medical background, utilize the available clinical information and
finally discuss the situation with the woman, explaining complicated and specialized terms in plain language
and providing evidence for her recommendations [38]. It is important for the midwife to show patience and
understanding, as it is likely that a final decision will not be reached immediately and the matter may be revisited
multiple times. When a decision is finally made, based on mutual agreement between woman and midwife,
regardless of the outcome the midwife should assist the woman to reflect on the consequent outcome and her
feelings on the subject; thus the midwife assists the woman in adjusting to the new situation, be it a positive or

a negative adjustment [38].

Overall, the role of the midwife in modern care is very diverse and its extent truly immense. Therefore, assurance
of high quality midwifery care, irrespective of the surrounding healthcare system limitations is vital, as it affects
a wide variety of different aspects of maternal care particularly and female healthcare more generally.
Regardless of her experience, skills or distinctions, the midwife’s performance should be frequently evaluated,

as patient feedback is the basis for all attempts at improvement.

2.5 Epilogue of general overview

The postpartum period confers several physical and psychological risks for the woman and her newborn. Close
and proper monitoring and care are required in order to ensure the safe transition from the hospital environment
to home and avoid complications. However, the standards of postpartum care internationally are still lacking,
with WHO providing targeted recommendations and stressing the need for attentive care to the woman herself,

in addition to the newborn and the provision of education, advice and training to the parents for their new role.



Additionally, the recommendations stress the need for discretion during management, respect for individual
cultural needs and active participation of the woman in decision-making. However, there are certain challenges
in the implementation of such recommendations in clinical practice, particularly in Greece, given the adverse
effects of the economic and more recently the healthcare crisis, which have greatly reduced the available
resources and have very adversely affected the healthcare staff. In spite of the difficulties though, midwives
continue to provide the necessary healthcare services and their role is indispensable in the care of women
throughout pregnancy, delivery and the postpartum period. Possessing specialized practical skills, patience,
calmness and psychological and emotional skills, the midwife can form a trusting relationship with the woman
and thus better assist her during her time of physical and psychological vulnerability due to her new role of
motherhood. It is for this reason that the midwife’s contribution to postpartum care should be further explored
and evaluated; in particular with the women’s perspectives in mind, given the highly personal nature of the

pregnancy, delivery and postpartum experience.

Specific part

3.1 Introduction

3.1.1 Background

Midwives are specialized healthcare workers, vital in their role of supporting and caring for women during
pregnancy, delivery and the postpartum period; in addition to their supporting roles in general and reproductive
female care [39, 40]. Historical records have indicated that midwives have been an indispensable part of
pregnancy and postpartum care from the times of Hellenic antiquity [41], throughout Medieval times [42] and
eventually up to the current modern era. These records, with few exceptions, have also indicated the importance
of the woman-midwife bond and the need for the establishment of a strong and influential therapeutic

relationship, further highlighting the vital role of the midwife in pregnancy management [42].

One of the most significant periods throughout pregnancy management is the postpartum period, since it denotes
a transition phase and has been shown to constitute a considerable source of anxiety for the mother [43], as well
as of additional physiological [44, 45] and psychological [46, 47] effects. A frequently focused-on such effect
is the one on breastfeeding behavior, which is particularly notable in cesarean section deliveries and is of great
importance as it directly affects the growing infant in addition to the mother [48]. In spite of these effects, early
postpartum care has been shown to mitigate their impact and significantly assist the mother, achieved through
the establishment of a strong and healthy midwife-woman relationship and the provision of simple and practical
advice [48, 49]. This observed positive contribution in the postpartum period, has led to many advocating for

midwife-led maternal care models and continuity of care models, types of care that have demonstrated multiple



advantages and considerable patient satisfaction, thus further underlining the importance of the midwife’s role
[50-52].

In spite of the effectiveness of these systems, unfortunately material and human resources are not sufficient to
apply them in every setting. With regard to Greece in particular, since the 2008 economic crisis, funding of
public hospitals has been reduced, supply shortages became a common occurrence and there has been a recorded
significant increase in the incidence of emotional exhaustion, low sense of personal accomplishments, and a
severe sense of depersonalization amongst Greek healthcare workers in that time [4]. This challenging situation
was further worsened by the COVID-19 pandemic, which required reallocation of the limited available
resources and markedly increased the workload of the understaffed hospitals. In response, working hours
increased, while working conditions became more adverse, causing overall considerable physical and mental

fatigue, stress, depression and burnout amongst healthcare workers, as was demonstrated by several studies [5,
31, 32].

3.1.2 Objective — Research question

The present study had the primary objective of assessing the quality of provided midwifery care services
throughout the important postpartum period in Greece, during these challenging times. An additional objective
was to identify key weaknesses in the current care system, as well as patient subgroups that may require
particular or supplementary services. Through this process, key focus areas may be identified and provide

specific targets for improvement in lower resource setting, where system-wide changes are not feasible.

3.2 Methods and materials

3.2.1 Study design, setting and participants

This was a cross-sectional, questionnaire-based study, conducted in public hospitals and clinics in Greece from
September 2022 to December 2022. Questionnaires were handed out either in printed form or electronically.
The electronic form of the questionnaire was constructed and managed using the Google Forms online platform.
Paper handouts and electronic participation links were handed out to eligible participants individually.
Participants eligible for inclusion were mothers who had delivered within the past 3 years in a specialized
medical center in Greece, such as a hospital or clinic and had received midwifery care services during the
postpartum period. Women delivering at home were excluded from this survey. Participants were thoroughly
informed with regard to the objectives of the study and the way that the data would be used use and provided

informed consent for participation to the study and publication of the findings.



3.2.2 Questionnaire preparation

For the purposes of this study, a questionnaire was prepared to facilitate collection of data and recording of
participant perspectives on the quality of midwifery postpartum care. The basis of this questionnaire, was the
validated measurement of postpartum midwifery quality of care (MMAY postpartum) questionnaire by Peters
et al [53] (Figure 1). The MMAY postpartum questionnaire evaluates the perspective of the participant on the
quality of midwifery care services via the utilization of 16 individual questions, which are further categorized
in three distinct categories, or scales, based on the primary focus of the included questions. The first scale,
named “Personal Control”, consists of 3 questions and assesses the participant’s perspective on their
involvement in decision making with regard to the care they receive. It also assesses whether the participant’s
personal independence and sovereignty were respected by the midwifery staff. The second scale, labelled
“Trusting Relationship”, comprises 7 questions and quantifies the empathy of the midwife, her understanding
of the participant’s needs, be they physical or emotional, and the overall way the participant perceives their
bond with the midwife. The third scale, named “Orientation and security”, contains 6 questions and assesses the
capacity of the midwife to provide practical advice, medical information, teach new necessary skills and assist
the participant and her partner in their transition to their new roles and responsibilities regarding the newborn.
All included MMAY postpartum questionnaires were scored using the widely used five-point Likert scale, with
a central neutral option. Possible answers ranged on a spectrum of agreement, including the following: “not
applicable at all/l completely disagree”, “Not applicable/I disagree”, “Neither applicable nor inapplicable/I
neither agree nor disagree, “Applicable/I agree” and “Fully applicable/I completely agree” [54]. The
questionnaire was translated to Greek by an expert and translated back into English by another, independent
expert in order to ensure translation fidelity. Subsequently, the translated questionnaire was tested on a small
sample of women to ensure that the questions were properly understood and that no language, cultural or other

differences affected the interpretation of the content by the participants.

In addition to the MMAY postpartum items, there were additional questions in the questionnaire with the aim to
collect relevant baseline data in order to test for possible correlations with participant scores. Such baseline
characteristics included participant age, BMI, parity, level of education, type of healthcare (public or private),
type of pregnancy (single or multiple), occurrence of pregnancy disorders or conditions, hospitalization during
pregnancy, mode of delivery, delivery timing (pre-/full-term), postpartum hospitalization, breastfeeding and
main midwifery care parameter in need of improvement. The highest level of education received by the
participant was categorized based on the International Standard Classification of Education (ISCED) 2011 [55],
for the sake of data standardization. Pregnancy disorders were further specified to the participants with examples
such as gestational diabetes, IUGR, pre-eclampsia etc. On the whole, the questionnaire included 30 guestions,

along with instructions for its completion and a consent form, explaining how the data would be used.

3.2.3 Data collection



Participant answers were collected in both electronic and printed forms and data was extracted to Excel sheets.
Participant data was anonymized prior to extraction, in order to facilitate participantt anonymity and data
security throughout the analysis process. Participant names were not recorded and instead replaced by codes
created specifically for the study. The ultimate datasets contained no identifying information. Submitted

guestionnaires with missing answers were excluded from the analysis.

3.2.4 Statistical Analysis

Means, medians and their associated variance parameters were calculated for continuous variables, while
percentages were calculated for categorical variables. Linear regression was conducted in order to assess the
effect of the various baseline characteristics (independent variables) on the final MMAY postpartum score and
the subscales scores (dependent variables). Variables were examined for collinearity with the calculation of
tolerance and the variance inflation factor (VIF). The R square coefficient of variance was calculated in order
to examine whether the percentage variance within the dependent variable that was explained by the independent
variables was acceptable. Ultimately, Pearson’s correlations were used in order to assess which baseline
parameters were correlated with changes to the final score. The strength of the correlation was evaluated using
recommendations published in the available literature, namely: <0.3 negligible, 0.3-0.5 low, 0.5-0.7 moderate,
0.7-0.9 high, 0.9-1 very high [56]. The standardized beta coefficient was also calculated in order to verify the
effect of each parameter on the final score individually. A p-value <0.05 was considered statistically significant
for all applied tests of significance. All calculations and analyses were performed using the IBM SPSS Statistical
Analysis Software v26.

3.3 Results

3.3.1 Data presentation

From the initial 316 eligible potential participants who were contacted, 225 ultimately consented to participate
and completed the questionnaire (71.2% response rate). From the questionnaires received, 21 were excluded
due to missing data. Ultimately, 204 responses from participants were included in the study and analyzed.
Participant mean age was 35.5 years, with ages covering a quite wide spectrum, from 19 to 53 years. The mean
BMI of participants was 23.5 and once more demonstrated a wide range amongst participating women, with
participants ranging from underweight (BMI=15.8) to morbidly obese (BMI=49.5). All participants had,
without exception, completed at least primary education, with the majority also possessing University degrees.
Participants were distributed equally as far as parity and type of healthcare (public or private) received were

concerned. Regrading mode of delivery, cesarean section (CS) was the dominant mode (54.9% of participants)



and the majority of participants were hospitalized for 3 days. When participants were asked to indicate which
areas of midwifery care during the postpartum period were most in need of improvement, the majority stated
that they were satisfied with the quality of the provided care and that no improvement was necessary. The second
most popular option was that the midwifery staff needed improvement with regard to psychological knowledge
and emotional support skills, while improvement of scientific knowledge and medical expertise was a distant
third choice. Participants seemed to be mostly satisfied with regard to the practical skills and knowledge of the
midwifery staff, as only a small percentage indicated that this area required improvement. The very small
number of participants who provided a key area for improvement of their own, indicated mostly that the medical
facilities they received care were understaffed and highlighted the need for more midwifery personnel (Figure

2). All the collected baseline data of participants is summarized in Table 1.

3.3.2 Questionnaire score outcomes

Collected questionnaire scores per question, along with pooled scores per scale and an overall MMAY
postpartum score are presented on Table 2. In comparison to the observations by Peters et al [53], the
investigators who originally used the MMAY postpartum questionnaire, we observed numerous significant
differences in scores. Most of the answers we recorded demonstrated lower overall mean scores, when compared
to the results recorded by Peters et al. [53]. In particular, our study versus the one by Peters et al. [53] yielded
lower scores in Q2 (4.03+1.103 versus 4.41+1.2, p<0.001), Q3 (4.1+£1.066 versus 4.42+1.25, p<0.001), Q4
(4.06%0.998 versus 4.73+0.56, p<0.001), Q5 (3.87+0.984 versus 4.25+0.95, p<0.001), Q6 (3.95+1.035 versus
4.59+0.68, p<0.001), Q7 (3.98+1.055 versus 4.62+0.65, p<0.001), Q8 (3.99+1.098 versus 4.29+0.89, p<0.001),
Q9 (3.72+1.206 versus 4.27+0.89, p<0.001), Q10 (3.76+1.218 versus 4.52+0.77, p<0.001), Q11 (4+0.995
versus 4.39+0.81, p<0.001), Q12 (3.63+£1.148 versus 3.87+£1.02, p=0.004), Q13 (3.61+1.179 versus 4.25+0.89,
p<0.001), Q14 (3.26+1.305 versus 3.67+1.13, p<0.001). Interestingly, Q15 scored higher in the present study,
compared to Peters et al (2.91+£1.303 versus 2.52+1.23, p<0.001) [53], while no statistically significant
differences were observed for Q1 (3.83+1.162 versus 3.89+1.37, p=0.5695) and Q16 (3.94+0.958 versus
3.88+0.98, p=0.4392). These differences in observations between the present study and that by Peters et al. [53]

are visually depicted in Figure 3 and Figure 4.

3.3.3 Linear regression analysis: model and assumptions

Linear regression was performed in order to assess the effect of the examined baseline characteristics
(independent variables) on the final MMAY postpartum score (dependent variable). All necessary assumptions
for employing a linear regression model were tested for and were ultimately fulfilled, indicating satisfactory

goodness-of-fit [57]. Namely, the outcome variable (MMAY postpartum) is continuous; a constant variance of



errors was demonstrated via the random pattern depicted on the scatterplot of residuals and predicted values
(Figure 5); linearity and normal distribution were demonstrated on a probability-probability plot (Figure 6) and
the absence of collinearity was verified. With regard to collinearity, tolerance and variance inflation factor were
within acceptable margins. The coefficient of determination (R-square) was 0.310, indicating acceptable
percentage of variance within the dependent variable that is explained by the independent variables. Cook’s
distance was calculated for all individual data points and was within acceptable margins, thus there were no

outlier points with significant impact within the data.

3.3.4 Linear regression analysis: results

Pearson’s correlation statistics were used to test for statistically significant associations. From the examined
parameters, only participant age, type of healthcare received and hospitalization during pregnancy had any
meaningful correlation (R>0.3) with MMAY postpartum score, which was also statistically significant (p<0.05).
Collinearity was again assessed via the correlations between independent variables, whereby R<0.7 for all
associations amongst independent variables. A detailed summary of the Pearson’s correlation analysis results,

along with measurement of statistical significance is provided on Table 3.

Standardized B coefficients were also calculated in order to estimate the effect of each individual independent
variable on the dependent variable (MMAY postpartum score). The three aforementioned variables maintained
high statistical significance when it came to their impact on the dependent variable, with participant age being
the most impactful. During the analysis of coefficients, BMI also showed to exert a statistically significant
impact on the dependent variable, although small and it had a non-significant correlation with gquestionnaire
score during the previous analysis, therefore this effect was considered negligible. Coefficient calculation
verified once more the absence of collinearity during this analysis, with tolerance and variance inflation factor

(VIF) being within normal range. This analysis is presented on Table 4.

3.3.5 Interpretation of results

With regard to the variables that showed statistically significant impact, participant age demonstrated a
significant negative correlation with MMAY postpartum score. This indicated that women of older age were
more likely to be dissatisfied with the provided services by their midwife, in comparison to their younger
counterparts. The unstandardized  coefficient of -0.670 for participant age can be interpreted as such: if every
other parameter is held constant and is not changed, for every increase in participant age by 1 year, the

MMAY postpartum score drops by 0.670 points, which is a statistically significant drop. This correlation is



illustrated visually in Figure 7. Another variable with significant effect was the type of healthcare received,
public or private, which demonstrated a significant positive correlation. This means that women treated in
private centers were significantly more satisfied with the quality of services provided by their midwife,
compared to those that were treated in public centers. By interpreting the calculated 3 unstandardized coefficient
of 7.861, one can conclude that, with all other baseline parameters remaining the same, women who were treated
in private centers had a higher MMAY postpartum score by 7.861 points, which was a statistically significant
increase. This correlation is visually illustrated in Figure 8. The final significant correlation was hospitalization
during pregnancy, which had a significant negative effect on MMAY postpartum score. This meant that women
who were hospitalized during pregnancy were most likely to be dissatisfied with the level of quality of the
midwifery services provided. With the unstandardized B coefficient being -13.614, women who were
hospitalized during pregnancy had a MMAY postpartum score decrease of 13.614 points on average, if all other

baseline conditions remained unchanged. This correlation is visually depicted on Figure 9.

With regard to the effect of baseline characteristics on the three individual subscales of the MMAY postpartum
guestionnaire, additional linear regression analyses were performed with the subscale scores as dependent
variables instead of the overall score. However, neither of the three subscales demonstrated any differences
compared to the analysis of the overall score and therefore the results of those analyses will not be included in
this report.

3.4 Discussion

The purpose of this study was to evaluate the quality and adequacy of midwifery care services in the Greek
healthcare system during the postpartum period. Additionally, the timing of this survey aimed to reflect in the
collected data the effect of the nationwide and worldwide healthcare crisis caused by the COVID-19 pandemic,
in particular the resource scarcity and personnel insufficiency. With data representative of a wide range of
participant demographic, physical, clinical and psycho-social characteristics, this study aimed at providing an
accurate depiction of the current state of midwifery care and identify women subgroups who would most benefit
from an improved and more attentive approach during postpartum care. This survey concluded that the level of
the perceived quality of midwifery services in Greece was inferior to that reported in the available literature
[53], in almost all assessed parameters, with a few exceptions. Regarding unique observations made in the
present study, after being directly asked to provide the most important area in need of improvement most
participants stated that there was no need for improvement, while the second most popular opinion was that
psychological and emotional skills were mostly in need of improvement. Finally, with regard to the effect of

several baseline characteristics to overall perceived quality of midwifery care, older age, hospitalization during



pregnancy and services in public healthcare centers were significantly associated with notably reduced

participant satisfaction.

These results confirm pre-existing empirical observations made by healthcare practitioners in Greece,
particularly with regard to the disparities between public and private healthcare services. To further elaborate,
public healthcare facilities were the ones most adversely affected throughout the economic crisis, with budget
cuts and staff shortages. This adverse situation was further exacerbated during the COVID-19 pandemic, with
the resource scarcity forcing healthcare workers into working longer hours under intense conditions, ultimately
resulting in increasing reports of burnout amongst Greek healthcare personnel [5, 32]. This adverse situation,
inevitably affects working conditions and morale for the midwives working in public hospitals, as they have
neither resources, manpower or motivation to devote the necessary attention and provide top quality services
for every woman. On the other hand, private healthcare centers have demonstrated higher participant-reported
scores of service quality [58] in addition to more favorable assessment of working conditions by the staff [59],
compared to public healthcare and were more resilient during the pandemic. These observations are indicative
of a necessity for system-wide restructuring of the approach to midwifery care in public hospitals, with the
dedication of the necessary time, attention and resources to each woman and more emphasis on psychological
and emotional support, as well as the formation of a stronger and healthier woman-midwife relationship. This
conclusion may apply beyond the Greek setting as well, since the economic and pandemic crises had a
significant impact internationally on healthcare services in general [60] and reportedly on midwifery services
in particular [61].

With regard to the effect of maternal age on the perceived quality of care, older mothers were less satisfied with
the performance of their midwives, compared to younger ones. This difference may be attributed to the elevated
risk for adverse pregnancy and delivery outcomes as maternal age increases, a risk that most women are also
aware of. Advanced maternal age has a proven, independent correlation with increased cesarean section rates,
incidence of maternal complications, preterm delivery, low birthweight, low Apgar scores, in addition to several
pregnancy conditions and adverse outcomes, such as ectopic pregnancy, miscarriage, chromosomal anomalies,
congenital anomalies, placenta previa, gestational diabetes and preeclampsia [62-64]. Furthermore, older
prospective mothers are reportedly aware of the increased risks to their fetus and themselves [65], with multiple
studies assessing women’s opinions on this particular matter. Tough et al [66] in their 2006 on the topic,
demonstrated that 18.8% of prospective mothers of advanced maternal age were aware of the increased risk for
cesarean section, 21.8% for preterm delivery, 11.2% for low birthweight, with the general, overall awareness
of increased risks for fetal development and health ranging from 18.0% to 46.5%. These findings persisted in a
study by the same team a year later [67], which demonstrated that women’s awareness of the maternal risks
associated with advanced age ranged from 31.7% up to 77.8% for certain conditions. In a more recent study by
Gossett et al [68], awareness ranged from 63% to 89%, indicating that as time passes women become better

informed and more cognizant of the risks of advanced maternal age. Therefore, it would be reasonable to assume



that knowledge of the associated risks would lead to added stress and anxiety, making this subgroup more
vulnerable and in need of more particular and attentive care by the midwife. Apart from the psychological strain
secondary to risk awareness, women of advanced maternal age have also demonstrated a particular proneness
to psychological postpartum disorders [69]. Aasheim et al [70] demonstrated that women of this subgroup were
at higher risk of psychological distress during the postpartum period, while Silverman et al. [71], in a similar
light, demonstrated that these women were more prone to postpartum depression. This increased propensity for
psychological disorders in older women may also constitute a reason for the lower recorded MMAY postpartum
scores in this study, as they further exacerbated the already vulnerable state that these women are in and are

indicative of the need for more particular care for them.

Complications occurring during pregnancy and the need for hospitalization to combat them, was the final factor
that was shown to affect perceived quality of midwifery services in the current study. It has been reported that
pre-eclampsia and other disorders that are a frequent cause for hospitalization during gestation, have a
significant negative impact on psychological health, causing a wide range of anxiety and depression symptoms
[72]. In a study by Bergink et al [73] preeclampsia was once more shown to have a significant effect on mental
health, this time during the postpartum period. Women who suffered from the condition during pregnancy, with
possible hospitalization for more severe and persisting cases, demonstrated significantly increased incidence of
postpartum psychiatric pathology (incidence rate ratio: 1.43, 95% CI 1.22 - 1.68), while this effect was even
more pronounced in women who suffered from gestational diabetes in addition to preeclampsia (incidence rate
ratio 3.86, 95% CI 1.24 - 12.00). Besides, regardless of the underlying cause, hospitalization has been
independently associated with exacerbation of the woman’s emotional state, increasing the prevalence of
feelings of anxiety, stress and depression and causing adversely affects the woman’s capacity to cope and adjust
[74]. With all the above taken into consideration, it is not surprising that hospitalization during pregnancy was
a statistically significant predictor of poorer perceived quality of midwifery services, being indicative of the
inherent vulnerability of this subgroup and the need for particular, attentive and individualized care by the

midwife.

The findings of the present study carry implications for midwifery practice in general and its practice in Greece
in particular. They confirm the disparity in perceived quality of midwifery services between the public and
private maternal care sectors and are indicative of the need for a systematic restructuring of the public
postpartum midwifery care model, with emphasis on psychological support and continuity of care, as such
models have demonstrated significant participant satisfaction and success in forming productive woman-
midwife therapeutic relationships [50, 75-77]. Ideally, a general improvement with system-wide changes and
allocation of more resources per woman would greatly improve the quality of the provided midwifery services.
However, such significant changes are unrealistic, especially for middle to lower resource settings. In such
settings, where impactful budget increases are not feasible, selective targeting for increased midwifery attention

and care of more vulnerable women subgroups, such as older women and women with a history of



hospitalization during pregnancy, as was shown by the present survey, may be more feasible and realistic,
achieving a meaningful improvement of the quality of received midwifery care during the stressful and high-
risk postpartum period.

Admittedly, there are a few limitations to the present study. The first and most impactful is the relatively small
sample size which, as is frequently the case in many surveys, may have introduced a degree of bias in the
presented results. An additional limitation is that the correlations reported were not very strong (R<0.5).
However, they were statistically significant and their strength may simply have been impacted by the smaller
sample size. Another possible limitation is that there were not enough participants to conduct a meaningful
stratification and analysis of outcomes per healthcare center, which would have indicated which centers
provided higher or lower quality of midwifery care and would allow for more specific recommendation per
center. However, the aim of the present survey was not to evaluate the performance of each individual center,
but to provide a general overview of midwifery care services in Greece, therefore one should keep in mind that
the results reported may not be applicable and valid for every individual provider of midwifery services in
Greece. Finally, the questionnaire utilized in this survey has not been validated for the Greek population
specifically, with the original country that used it being Germany. However, the fact that both countries are
European Union members and that they adhere to the same guidelines by European Medical and Scientific
Institutions and Societies, made the use of the questionnaire in Greece a more acceptable prospect in the opinion
of the investigator, since no better alternative was available.

3.5 Conclusion

Midwifes are a vital and indispensable part of postpartum care and significantly impact the woman’s experience
during this transitional phase. The quality of their services during that period is therefore very significant and
unfortunately has been negatively impacted by the economic and healthcare crises of recent years in Greece.
Women’s perspectives are a good way to assess which areas are in more need of improvement and thus assist
in focusing the process. In the present survey, older age, care in public healthcare facilities and hospitalization
during pregnancy all had a statistically significant negative correlation with the perceived quality of received
midwifery services. This may be indicative that these particular women subgroups would benefit from a more
attentive and meticulous approach during postpartum care, as system-wide improvements are more difficult to
implement. Future studies are required to confirm these findings using larger samples and to test whether a

different approach to these subgroups would translate to actual significant impact on the women’s experience.
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