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Giving Birth at Times of COVID-19
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ABSTRACT
Ever since Coronavirus disease 2019 (COVID-19) has been declared a pandemic by World Health
Organization (WHO) it has gradually become top cause of morbidity. Severe Acute Respiratory Syndrome
Corona Virus 2 (SARS-CoV-2) possesses the tendency to cause severe symptoms in patients with a
weakened immune system. In the setting where a mother develops mild COVID-19 infection yet remains
stable, responds to medical treatment and there is no fetal compromise; the pregnancy may be continued
to term with close surveillance. What is important in the current scenario is that the patients of COVID-19
along with any other comorbidities or medical conditions are at more risk of having fatal disease then the
ones with COVID-19 alone. The pregnancy is one physiological condition in which a patient can face drastic
pathological complications with COVID-19 if not given the due care.
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Coronavirus disease 2019 (COVID-19) is a World
Health Organization (WHO) declared pandemic
caused by Severe Acute Respiratory Syndrome
Corona Virus 2 (SARS-CoV-2). This virus originated
in Wuhan, China in December 2019 as viral
pneumonia of an unknown etiology. The virus
possesses the tendency to cause severe symptoms
in patients with a weakened immune system,
especially in elderly i-e >65 years of age and
immunocompromised individuals. Since pregnancy
is a physiological immunosuppressive state,
pregnant females are more predisposed to develop
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a severe COVID-19 infection than the non-pregnant
cohort.1
A recent publication shows that there is no risk
of vertical transmission in women who developed
COVID-19 pneumonia in their last trimester.2 On
the contrary a research by Dong et al.3 discusses a
possible vertical transmission in a pregnant female
with 34 weeks of gestation, who presented with
respiratory difficulties, had patchy-ground-glass
opacities on chest Computed Tomography (CT)
scan and had a positive reverse transcription
polymerase
chain
reaction
(RT-PCR)
on
nasopharyngeal swabs. Her baby was delivered by
caesarian section in negative pressure isolation
room and was tested positive for SARS-CoV-2
without any symptoms.3
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Close contact with infected healthcare
practitioners, non-sterile surgical instruments, air
contamination in delivery room and labor
operation theatres are the main predisposing risk
factors. In pregnancy however, the physiologically
induced weaker immunity makes the women more
prone to nosocomial COVID-19 infection. On the
other hand, positive mothers can pass on the
infection to their newborn after delivery. Mode of
childbirth is determined based on obstetric
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indications as deemed suitable by the obstetrical
healthcare. However, an increased prevalence of
preterm deliveries has been associated with
COVID-19 positive mothers.4
In the setting where a mother develops mild
COVID-19 infection yet remains stable, responds to
medical treatment and there is no fetal
compromise; the pregnancy may be continued to
term with close surveillance. Regular monitoring of
maternal vital signs (temperature, heart rate, blood
pressure, respiratory rate and oxygen saturation by
pulse-oximetry) should be done. Dynamic
assessment of electrolytes, fluid balance, arterial
blood gases and acid-base status is required in case
hospitalization is warranted.5
Ultrasound examination of the fetus and fetal
heart rate monitoring is recommended to assess
fetal wellbeing. However, in critical cases,
termination of pregnancy or premature delivery is
indicated to avoid maternal morbidity and
mortality.6
In pregnant females, having symptoms relevant
to COVID-19 infection, laboratory tests should
include a complete blood count (CBC), C -Reactive
Protein (CRP), 2019-nCoV detection by RT-PCR,
and an imaging investigations (chest radiography
or lung ultrasound).7 A CT scan of chest may be
more useful, since it confirms 60-93% of positive
cases even before the RT-PCR shows a positive
COVID-19 infection. It is imperative to note that the
CT scan should be performed with abdominal
shielding to protect the fetus, since it predisposes
the infant to early childhood leukemia.8
There has been no evidence regarding
transplacental or transvaginal spread of infection,
however, two cases have been reported showing
positive RT-PCR in newborn due to close contact
with COVID-19 infected patient. Both of these
infants were infected postnatally, one after 36
hours and other one after 17 days of delivery.7
In a case study, the authors tested breast milk
and maternal vaginal secretion on the post-partum
fifth day for corona virus and found them to be
negative.6
The treatment is essentially supportive and
symptomatic as proposed by the guidelines set by
WHO and the Chinese working committee on
Perinatal and Neonatal management for the
prevention and viral control.9,10 The pregnant

females diagnosed with infection should be placed
in a negative pressure room. These patients are
divided into three categories:10
1) Mild-symptomatic with stable vitals.
2) Severe [respiratory rate ≥ 30/min, resting
oxygen saturation (SaO2) ≤ 93%, arterial blood
oxygen partial pressure (PaO2)/oxygen
concentration (FiO2) ≤ 300 mmHg].
3) Critical (shock with organ failure, respiratory
failure requiring mechanical ventilation or
refractory hypoxemia requiring extra-corporal
membrane oxygenation).
When a spontaneous vaginal delivery (SVD) is
planned for COVID-19 diagnosed pregnant female,
it should take place in a negative pressure room
with unnecessary instruments removed from the
delivery field and with a minimal number of staff to
mitigate the possible risk of cross contamination
between patient and the healthcare workers.11 The
instruments should be sterilized using appropriate
sterilization methods as proposed by the Centers
for Disease Control and Prevention (CDC).12
On the other side if caesarean section of a
COVID-19 patient is indicated, there is a need of
negative pressure operating room, skillful medical
team, and enhanced personal protective equipment
including N95 masks, surgical caps, double gowns,
double gloves, shoe covers, and powered airpurifying respirators should be used at the hospital
for safe delivery, to avoid dissemination of
infection. After delivery the neonates should be
admitted to the quarantine ward and prophylaxis
prevention should be considered.13
What is important in the current scenario is
that the patients of COVID-19 along with any other
comorbidities or medical conditions are at more
risk of having fatal disease then the ones with
COVID-19 alone. The pregnancy is one
physiological condition in which a patient can face
drastic pathological complications with COVID-19 if
not given the due care.
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