Dataset Description

*The dataset is a collection of data undertaken by the members of Work Package 2 (WP2), of the ASPIRE COVID-19 project, funded by the Economic and Social Research Council (ESRC), as part of UK Research and Innovation’s rapid response to COVID-19 [grant number ES/V004581/1]. Full details of the main study are available via ResearchRegistry (researchregistry5911) and via UKRI Gateway (https://gtr.ukri.org/projects?ref=ES%2FV004581%2F1). This dataset contains anonymised Babies Born Better survey responses (qualitative only) recorded between 18th June 2020 and December 31st 2020 for women who gave birth to their most recent baby between 2017 and December 2020 in the UK and the Netherlands. (See section WP2 – point 2).

This dataset contains qualitative data only. Quantitative data are deposited (in UKDS ReShare) as separate dataset (Open Access) due to different permissible restrictions. 
The title of the qualitative data set is: 
ASPIRE_COVID-19_WP2_Babies_Born_Better_Survey_UKNL2020_Quantitative_Data 


ASPIRE STUDY
Background
Annually, over 1,200,000 UK residents (pregnant women and neonates) need maternity care. All authorities emphasise the critical importance of antenatal, intrapartum, and postnatal services, birth companionship, keeping mother/baby together, and breastfeeding, even during COVID-19, and international disaster reports consistently value community provision. These principles align with NHS England Better Births safety and personalisation policies; these require care to be person centred, to maintain dignity and respect, to obtain consent, avoidance of harm, safeguarding from abuse, allowance/provision of food and drink, suitable premises and equipment, and suitable staffing.
To date, unlike in other pandemics, pregnant women and neonates do not seem to be at risk of severe COVID-19 infection, with adverse outcomes more likely to result from reduced maternity care provision. However, there is evidence that UK maternity services have responded differently. Pandemic-related staff and resource shortages have catalysed cessation of continuity of care schemes, reductions in the offer of some tests and contacts, and decreased provision of community intrapartum, antenatal, and postnatal care. Of concern, centralisation requires women and their partners to break recommendations on self-isolation, exposing them and staff to risk of infection. To reduce infection risks, some services are restricting birth companionship, breastfeeding support, and mother/baby contact, with potential for short and long-term negative impacts. Fear of infection and of abandonment have led to increases in unattended home births, and delays in women receiving timely care, thereby endangering safety and personalisation requirements.  However, in other UK hospitals, and in other countries such as The Netherlands, new innovations (including video/phone solutions) and increased community births are being trialled.  
The aim of this study was to find out what works best for maternity care organisation in a crisis like COVID-19.  First, we undertook policy level UK/Netherlands analyses, using official documents, national level interviews, and a geo-mapped on-line survey of women’s experiences before, during and after COVID-19. We then undertook case studies in 8 UK Trusts, selected on their available staffing levels at the peak of the crisis; case mix; and variation in maternity organisational responses to the pandemic. We included retrospective and prospective documentary reviews, on-line staff and parent interviews, routine clinical data (including infections), and whole-system modelling. We then held a stakeholder event to co-develop an organisational model for future routine and crisis-affected maternity services.

ASPIRE STUDY involved 5 Work Packages (WP)

WORK PACKAGE 2 (WP2): International comparison, UK/Netherlands
1.	Documentary review COVID-19 guidelines/advice/reports/ from governmental, professional, and service user sources (internal, and staff and public facing). 
This phase of the study involved compiling key documents from all national professional and service-user organisations in the UK and the Netherlands who are involved in maternity care (e.g. Royal College of Midwives, UNICEF, Royal College of Obstetrics & Gynaecology (RCOG), Better Births, Royal College of Paediatrics and Child Health, NCT, Royal Dutch Organisation of Midwives, Dutch Society of Obstetrics and Gynaecology, Dutch Association of Paediatrics, etc) issued/available for staff and service-users. 
2.	Women’s views/experiences of maternity care provision before, during, and after COVID-19 through the B3 survey.
Babies Born Better (B3) survey is an existing survey that has been used to collect women’s views and experiences of maternity care. Previous versions of the survey have been disseminated in 60+ countries and translated into 20+ languages including the UK and the Netherlands. The survey uses forced choice and open text questions to collect sociodemographic and birth outcome data, whether the woman experienced any complications, and the woman’s subjective appraisal of childbirth.  

3.	Interviews with leads in relevant national governmental, professional, and service user organisations in the UK and the Netherlands.  Individuals who have a strategic or advocacy background from key national professional and service-user organisations involved in maternity care were invited to participate. 


Methodology for B3 survey
Anonymised responses were recorded between 18th June 2020 and December 31st 2020 for women who gave birth to their most recent baby between 2017 and December 2020 in the UK and the Netherlands. The survey was accessible on the BBB survey website (https://www.babiesbornbetter.org/surveyportal) and was disseminated by researchers, maternity care organisations, service-user organisations, hospitals and midwifery practices through social media from June till September 2020. Responses from women who gave birth in the UK and the NL were collected, but the survey was translated and available in 24 languages, so women could complete the survey in their preferred language. Survey captures demographics such as age, parity, self-determined standard of life and clinical factors such as type of birth and problems during pregnancy. Women are asked to rate their overall birth experience. 


ETHICS
Approval for B3 survey version 3: The University of Central Lancashire (UCLan) Committee for Ethics and Integrity (STEMH 449 Amendement_1Jun20).
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