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Background

Coronavirus disease (COVID9) is an infectious disease caused by a newly discovered
coronavirus SARS CoV 2 (Severe Acute Respira
started in December 2019 from Wuhan, China, and declared a global health emeygency b
World Health Organization (WHO) on Janu&@,2020. Coronaviruses are enveloped, positive
single stranded | arge RNA viruses that infec
the presence of projections on their surface, which resemblegasag, the virus was named

as Coronavirus (Latin corona=crown). COVID spreads through droplets or contact with an
infected person and indirectly by touching contaminated surfaces (fomites). According to
current estimates, the mean incubation peridddays, ranging from-@4 days with potential

of asymptomatic transmission. At this time, there are no specific vaccines or eMideseace
treatmentfor COVIDL 9. Avai l abl e evidence suggests tha
an underlying canorbid (heart disease, chronic obstructive pulmonary disease, diabetes etc.)

are at risk of acquiring the severe disease.

This document is intended for clinicians taking care of pregnant women with GO8/1D

infection is suspected or confirmed. It is not meanteplace clinical judgment or specialist
consultation but rather to strengthen clinical management of these patients and provide to up
to-date guidance. The guidelines have been developed based on what is known about COVID

19 and are subject to changeadslitional information becomes available.

TRANSMISSION RISK

Most cases of COVIEL9 globally have evidence of human to human transmission. This virus

can be readily isolated from respiratory secretitae;esand fomites. There are two routes by

which COVID-19 can be spread: directly from close contact with an infected person (within 2
meter3 where respiratory secretions can enter the eyes, mouth, nose or airthes/sisk

increases the longer someone Hasecontact with an infected person; and secondly, indirectly

by touching a surface, object or the hand of an infected person that has been contaminated with
respiratory secretions and then touching one
Recently there is a rept of the virus found in the Semen of COVID 19 survivors. However,

this does not constitute concrete evidence that CoMDan be sexually transmitte€OVID

19 virus has been detected in peritoneal fluid at a higher concentration than in respaetfory t

Pregnant womenare at the same risk to contract the infection as the general population.
Pregnancy alters the bodyo6s i mmune system a
related to more severe symptoms. Emerging evidence now suggeststibat transmission

is possible although previous case reports from China suggested otherwise. Amniotic fluid, cord
blood, neonatal throat swabs, placenta swabs, genital fluid and breast milk samples from
COVID-19 infected mothers have $ar, all testednegative for the virus. There are recent

reports of 2 infants born to COVHD9 positive mothers, who were also found to have SARS

COV-2 IgM in serum at birth. As IgM does not cross placenta, this represents a neonatal
immune response to in utero infectidihe evidence above is based on limited case numbers.

! https://www.webmd.com/lung/news/20200507/virugound-in-semenof-covid-19-survivors#1.
2 https://journals.lww.com/annalsofsurgery/Documents/SARS\V
2%20is%20present%20in%20peritoneal%20fluid%20in%20€l®@%R0patients. pdf
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POSSIBLE EFFECTS OF COVID-19 ON MOTHERS AND FOETUSES

Pregnant women with COVH29 infection may be asymptomatic or have very mild symptoms.
Majority experience only mild or moderate cold/flu lggmptoms; cough, fever and shortness

of breath may also occur. Pregnancy can be associated with more severe symptoms such as
pneumonia and marked hypoxia, especially towards the end of pregnancy. However, individual
responses to viral infection are variabThere is significant increase in risk of critical illness

in later pregnancy, compared with early pregnafikg SARS & MERS). In one study, there

was an increased risk of preterm delivery f
gestation. The2 have been case reports of women with severe COVID at the time of birth who
have required ventilation and extracorporeal membrane oxygenation.

At present there is one published case of a woman with severe COOANMo was admitted

to hospitalat 34 weeké gest ati on, had an emergency caes
was admitted to the intensive care unit with multiple organ dysfunction and acute respiratory
distress syndrome, requiring extracorporeal membrane oxygenation (ECMO). Other reported
cases of COVIBL9 pneumonia in pregnancy are milder and with good recovery. Only a single
case report has been published in scientific literaturenoéternal death and intrauterine

foetal death a t 30 weeksd6 gestation. T h weseediredtlg at h s,
attributed to COVID19. Besides, there are 9 reportedternal deaths all in the postpartum

period (from Iran, Bazil & Mexico).

Two case series recently published by clinicians in New York report that pregnant women
showed aimilar pattern of disease severity to noipregnant adults: Out of 43 women who
tested positive for COVIEL9; 86% mild, 9% severe and 5% critical. The second describes
results of screening all15 womenwho attended maternity units for labour and birth d¥er
weeks Of these,15.4% of women tested positive for SARS0V-2 from nasepharyngeal
swabs. Most were asymptomatic; only 4 (1.9%) had symptoms of CQYIbn attendance

and 3 others developed fever or possible symptoms during their inpatient stay. Another report
from Intensive Care National Audit and Research Centre, UK, (updated on 10 April 2020),
described 3,883 patients admitted to critical care settings with a diagnosis of OVI2n

were pregnant and 13 postpartum. The rate of current/recent pregnancytatiandividuals
admitted to critical care (2.3%) remained similar to the reported rate feC@MiD viral
pneumonia during 20179 (3.3%), although the number of people admitted is higher for all
groups.

There is no evidence currently that the visugratogenic. Recent evidence shows that the virus
can be vertically transmitted, although the proportion of pregnancies affected and the
significance to the neonate is yet to be determined. There are case repoeteraf birth in

women with COVID19, but it is unclear whether the preterm birth was iatrogenic, or
spontaneous. latrogenic delivery was predominantly for maternal indications related to the viral
infection, andfoetal compromise and pre labopreterm rupture of the membranes in one
report.
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ORGANIZATION OF GYNAE -OBS PRACTICE

Patient and attendant should wear surgical mask at entrance.

High Risk

Dedicated COVHD9 unit & staff
OPD, Emergency, LR, OT, Postna
ward with COVIEL9 testing of NB

COVIB19
+/suspected

Triage

Before entrance Ultrasound, CXR, CT Sce
to clinic/hospital Low Risk Lab test

Routine care, OPD,
Emergency, LR, OT Ultrasound,
Postnatal ward Lab tests
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Triage Algorithm for ScreeningPregnant Women for COVID-19

Point of entry: Healthcare facility

Clinic/OPD and Emergency

s Symptoms include fever 238°C (100.4°F) or
one or more of the following:

- Cough, - Difficulty breathing or shortness of Assess patient’s Routire prenatal
breath, - Gastrointestinal symptoms, - Chills,
- Repeated shaking with chills, - Muscle pain, symptoms care

- Headache, - Sore throat, - New loss of taste
or smell

Yes
« Difficulty breathing or shortness of breath?
« Difficulty in completing a sentence without
gasping for air or needing to stop to catch
breath frequently when walking across
room? Conduct illness severity
» Coughed more than 1 teaspoon of blood? Any positive answers

« New pain or pressure in the chest other assessment
than pain with coughing?

* Unable to keep liquids down? l

+ Signs of dehydration such as dizziness

when standing?
« Less responsive than normal or becomes Elevated Risk
confused when talking to her?

Recommend immediate seeking of

No positive answers emergency care that treats pregnant women
with COVID-19 in isolation.

Notify the facility about referral to minimize
the chance of infection spread to other
patients and/or health providers at facility

Adhere to local infection prevention and
control practices including use of personal
protective equipment.

* Comorbidities (hypertension, diabetes,
asthma HIV, chronic heart disease, chronic
kidney diseases, blood dyscrasia and Assess clinical and social
people on immunosuppressant
medications)

* Obstetric issues (e.g. preterm labor)

Any positive answers

risks

# Inability to care for self or arrange follow-
up if necessary
Moderate Risk
No positive answers
If YES to
* Advice self-isolation and symptomatic care v If NO respiratory FESplrator_v
at home including hydration and rest compromise or compromise or

= Monitor for development of any symptoms Low Risk “——— complications and able complications

above and re-start algorithm if new ;.
symptoms present to follow-up with care

Routine obstetric precautions
* Repeat test after 7 days

Register patient for COVAD testing, further galuation and

treatment.
T Review hospital ohealth system guidance on isolation,
Adapted from Guidelines for the Managemer negative pressure and other infection prevention and contr
of COVIEL9 in CHiren, April 2020 measures to minimize patient and provider exposure

Ministry of National Health Services,
Regulations & Coordination
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Screening Criteria for COVID 19

Clinical Epidemiological Criteria
Criteria

Absence of any othexetiologythat fully explains the clinical presentati
OR

#FeverAND *Contact with a confirmed or suspected COVID19 case in the last 14
Cough AND/ | prior to onset of sympton@R

OR difficulty | History of attendance of a mass gathering (>50 people) or contact*
in breathing person who has attended a mass gathé&iRdf 2 or more cases of feveg
and/orrespiratory symptoms are reported from small areas such as
gatherings, office or workplace etOR

History of hospitalization in last 14 days prior to presentaDén

Pregnant women with chronic medical conditions and/or
immunocompromised state that may put them at higher risk for
outcomes (e.g., heart disease, receiving immunosuppressive medid

chronic lung disease, chronic kidney disease)
#documented or undocumented

*Contact: A person living in the same household as a suspected or confirmed €O@\HFeOR had direct physical contact

with a suspected or confirmed COVID case (e.g. shaking hand3R having unprotected direct contact with infectious
secretions of a suspectedconfirmed COVIB19 case (e.g. being coughed on, touching used paper tissues with a bare hand)
OR had faceto-face contact with a suspected or confirmed CO¥fcase within 1 meter and > 15 minu@R who was in

a closed environment (e.g. classroom, timgeroom, hospital waiting room, etc.) with a suspected or confirmed CQ9ID
case for 15 minutes or more and at a distance of less than 1 meter.

CASE DEFINITIONS

Suspect Case Meets the clinical and any one of the epidemiological criterisédsting
unavailable or results awaited

Confirmed case | Laboratory confirmation of COVIEL9 infection by RTPCR,
irrespective of clinical signs and symptoms

Laboratory Investigations

(Follow strict isolation precautions while taking samples)

1 RT-PCR for COVID19 on a nasopharyngeal specimen or oropharyngeal specimen.
Nasal specimens can also be taken. In ventilated patients, bronchoalveolar lavage or
tracheal aspirates apeeferred.

1 CBC

ESR/CRP

Chest xray (CT-chest may be considered in ventilated patients depending on clinical
condition and availability)

Electrolytes, BUN, serum creatinine, Liver function tests

LDH, Lactate, Ferritin in severe illness

ECG, Cardiac erymes if clinically indicated

Blood cultures and any other relevant cultures to rule out secondary bacterial infection

= =

= —a —a -
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Test Result Comments

WCC Normal N:L ratio >3 poor prognosis

Lymphocytes Low Low in 80% of cases

Platelets Mildly Low | <100 poor prognosis

CRP High >125 poor prognosis

Troponin High Poor prognosis. Not MECG

Urea/Creatinine Mildly High | AKI usually mild

CPK High Rhabdomyolysis may contribute to renal failure laf
in disease

AST/ALT High 5 timesnormal, transient, no fulminant hepatitis, ris
day 14

Ferritin High Not always

Admission Criteria of Suspected orConfirmed Cases of COVID

19

COVID-19 is suspected or confirmed AND any of the following criteria present?

Symptoms and signs pheumonia YES /NO
Any general danger signs/complications of pregnancy YES /NO
Need of supplementary oxygen or oxygen saturation <95% on room a YES /NO
Radiological confirmed pneumonia YES /NO
If YES to any of the above, admission iadvised

On chemotherapy YES /NO
Known secondary immunodeficiency (HIV) YES /NO
Diagnosed primary immunodeficiency YES /NO
Underlying cemorbid condition (Diabetes, CKD) YES /NO

If YES to any of the above in a suspected or confirmed case©@OVID -19, decision to
admit is based on severity of the underlying disorder

is NOT advised *

In NO to ALL of the above in a suspected or confirmed case of COVH19 admission

*In all suspected cases where testing is not possible and above criteriabaret, we do NOT
recommend admission, given that isolation procedures at home or isolation facility are available
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CATEGORIZATION AND MANAGEMENT OF CONFIRMED COVID -19 CASES

Case Definition
Asymptomatic| A confirmed case (Nasopharyngeal-FPICR ispositive for SARS CoV2)
having no clinical signs and symptoms.

Mild A confirmed case with neapecific upper respiratory tract infections (lo
grade fever, runny nose, cough) with no radiological signs of pneumog
Moderate A confirmed case with fevemnd cough/difficulty in breathing without an

danger signs; having the radiological evidence of pneumonia requirin
hospitalization with or without the need of oxygen support.

Severe A confirmed case with fever and cough/difficulty in breathing having 3
least one *danger sign together with radiological evidence of pneumo
AND/OR

sepsis/septic shockespiratory failure/ARDS, multiple organ dysfunctio
(MOD)

*Danger signs: (severéehydration, decrease in conscious level/unconsciousness, central cyanosis,
grunting, convulsions, Sp02<92% on room air, signs of heart failure/myocarditis or signs of shock).

Asymptomatic COVID-19 Case

Home isolation for 14 days after assessing the residential s€Bnolation in dedicated
governmententresas appropriate.

Educate the patient about symptoms and encourage reporting if any new symptoms develop or
worsening of symptoms is noticed (reppon dedicated helpline #).

Difference between isolation and quarantine:

Isolation is used to separate ill persons who have a communicable disease from thos
are healthy.

Quarantineis used to separate and restrict the movement of well person who may ha
been exposed to a communicable disease to see if they become ill.

Refer to the algorithm below for details.
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Algorithm for Management ofAsymptomatic Cases

COVIBEL9 confirmed/suspected case
(PCR+/awaited with no clinical signs

Assess home care for isolation
-Patient is stable
-Ready to take care at home
-Separate bedroom with attached bathroom
is available
-No highrisk family members at home
(elderly>65 years oldmmunocompomised)

Availability of home isolation facility

-Home isolation for 14 days
-Educate on when to return
or whom to contact if
symptoms develop
-Provide dedicatedhelpline #

COVIBL9 suspected case
(PCR with no clinical signs & symptoms

-Home quarantine for 14 days if higr
index of suspicion

-Educate on when to return or whorr
to contact if symptoms devep
-Retest if symptoms develop

-Admit is hospital in isolation room or
dedicated government isolation center:
for 14 days if home isolation is not
possible.

-Monitor for clinical symptoms & signs

In suspected COWAI® case with
awaited PCR result, if negative, folloy
the pathway of suspected case (PCF

Home care

patient as much as possible.
Prohibit visitors at home.
Minimize exposure with pets.

Household members should stayanother room or be separated from the

Make sure that shared spaces in the home have good airflow.
Patient should wear a facemask if around people.
https://www.cdc.gov/coronavirus/201$hcov/hcp/quidancehome-care.html

10



? % | Government of Pakistan
Ministry of National Health Services,
Regulations & Coordination

Mild -Moderate COVID-19 Case

Description Mild case Moderate Case
(suspected or confirmed)

Placement Prefer home isolation after Refer/admit in single room
assessing home situation (separat isolation orconfirmed cases of
room + attached bathroom) COVID 19 can be cohorted
Admit in hospital or refer to a together, keep a distance of 1 me

dedicated government isolation | between beds.
centre(depending upon the bed | Contact and Droplet precautions
availability) only when home
isolation is not possible.

If admitting, follow isolation
procedures as for moderate cases
*Investigation | CBC, Blood culture and Chest X | CBC, Blood cultureCRP, Chest
ray X-Ray, SGPT are recommended
Testing depends on availability | Where available, BUN, Cr,
electrolytes should also be done
Other investigations based on
requirement

(Repeat tests if clinically
indicated or any worsening of
symptoms.

Rule out cainfections, if fever
persists)

Rule outH1N1 if available

*Additional tests as per physiciands disc
co-morbidities
Treatment -Hydration (preferably orally) -Intravenous hydration until stable
-Paracetamol for fever (avoid to tolerate orally
NSAIDS) -Paracetamol for fever (avoid
- Antihistamines NSAIDS)

- Normal saline nasal drops +
nebulization(if needed under
strict airborne precautions)

- Antihistamines

-Antibiotics (ampicillin,
ceftriaxone, azithromycin) for
secondary bacterial infections
(escalate on clinical worsening if
needed).

- Oseltamivir if HIN1 is positive

Points to remember
1. Can consider broader spectrum antibiotics in immunocompromised cases and wit
chronic comorbiditesatp hy si ci ands di scretion

11



9
g %ﬁ Government of Pakistan
L ‘ﬁ Ministry of National Health Services,
&3”"‘#'

Regulations & Coordination

2. Caregiver/Health care provider should wear PPE as suggested by the institution
while taking care of COVID-19 patients or performing aerosol generating procedures
like nebulization, steam inhalation, suctioning etc.

Discharge Patient is clinically well and suitable for discharge from hospital as
criteria follows:
1 Appropriate clinical assessment shawsolution of symptoms
and

1 Risk assessment of home environment indicates ability to isolate &
there is acceptancé advice aboustayingat homefor 2 weeksof
illnessor resolutionof symptomsw~vhichevercomedater

If no arrangements &bme,then keep the pregnant woman for 14 days

isolation in hospital or refer to a dedicated government isolagatre

(Discharge for cases with immunocompromised status or chronic €o
morbidities depends upon severity of underlying illness and at the
physicianbs discretion.

For details on clinical management, also refer to the Clinical Management Guidelines for
COVID-19 Infections issued by Ministry of NHSR&C, Government of Pakistan on 2 April
2020.

Refer to the algorithm below for stepby-step guidance on management of mild to
moderate COVID-19 cases.

12



Prefer home
isolation for 14
days

Educate on
symptoms and
taking PPE
measures at home
Provide a dedicated
helpline #

Algorithm for Management ofMild to M oderate COVID-19 Cases

Confirmed symptomatic COVAD

19 cases

=

9

Adapted from Guidelines for the Managemer
of COVIEL9 in ChildrenApril 2020

Availability of home
isolation facilities

Send CBC, Blood
culture

Hydration
Paracetamol for
fever (avoid
NSAIDs)
Antihistamines

Retesting after
resolution of
symptoms or after 7
days of
hospitalization
whichever comes
later (2samples
should be negative 24
hours apart)

Admit in single room
isolation

Confirmed cases can

be cohorted
together, keep
distance of 1 meter
between beds
Contact and droplet
precautions

Dischargef the
patient is clinically
well after following
measure:
-appropriate

clinical assessment

for resolution of
symptoms.

-risk assessment of

their home
environment

CBC, Blood culture,
procalcitoninof
CRP, SGPT, BUN,
Cr, electrolytes,
ECG (if dlically
indicated) and
Chest Xay ++CT
chest

Rule out HIN1

Repeat testsf
clinically indicted or
any worsening of
symptoms.

Rule our ce
infections, if fever
persists.

Moderate

Admitin single room
isolation

Confirmed cases can
be cohortzd
together, keep
distance of 1 meter
between heds
Contact ad droplet
precautions

IV hydration until
stable to tolerae
orally
Paracetamol for fever
(avoid NSAIDs)
Normal saline nasal
drops ++ nebulization
Antihistamines
Antibiotics (ampicillin,
ceftriaxone)
Oseltamivir if HIN1
positive.

Retesting after
resolution of
symptoms or after
7 days of
hospitalization
whichever comes
later (2 samples
should be negative
24 hours apart)

Dischargdf the
patient is clinically
well after following
measure:
-appropriate
clinical assesment
for resolution of
symptoms.

-risk assessment of
their home
environment

Government of Pakistan
Ministry of National Health Services,
Regulations & Coordination
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Severe COVID-19 cases or with AcutdRespiratory Distress Syndrome

Ministry of National Health Services,

Placement | Investigations Treatment Discharge Criteria
Admit the | CBC, blood Airway management and *oxygen 1.Retesting after
patientto | culture & other| therapy (HIGH FLOW BY FACE resolution of symptomsg
airborne relevant MASK) = mechanical ventilation or after 7 days of
isolation cultures, CRP, | (CONSIDER EARLY) during hosptalization
with strict | lactaterenal resuscitationtotgret S p O2 ( whichever comes later
PPE in high| function, liver (2 samples should be
dependency functions, Strict Vitals and I/O monitoring negative 24 hours
unit/intensi | electrolytes, apart)
ve care ABGs, Use I/V hydration conservatively until
units. coagulation no evidence of shock. 2. If the patient is
profile, ECG | Paracetamol for fever (avoid NSAIDS) clinically well and
and Chest X | Give empiric antimicrobials to treat | suitable for discharge
ray and CTi suspected bacterial infections (based | from hospital, they can
chest. local epidemiology and suscéplity be discharged after:

AAppropria
assessment for
resolution of
symptoms.

A Rk assessment of
their home environmer
and provision of advice
about staying at home

patterns)
Rule out HIN1
*In addition to the above supportive
measures, consider the following if no
contrarindications (preferably early in
the course of il
COVID confirmation.

Oseltamivir(whenthere is ongoing
local circulation of seasonal influenza
H1N1 is positiveAND

Chloroquine phosphate

(Discharge for cases
with
immunocompromised
status and with chronig
co-morbidities depend
upon the severity of
underlying iliness and
at the phy
discretion)

For complicated cases (with septic
shock, renal failure , liver failure ,
cardiac failure or Multtorgan failure
etc. follow the standard WHO
guidelines available at
(http://www.ptpol.pl/images/koronawir
s/IWHG2013nCo\tclinical-20206
eng.pdf

* There is limited evidence on use of Lopinavir/ritonavir (LPV/r), chloroquine phosphate, hydroxychloroquine,
interferon therapy, remdisivir and other investigational drug for the treatment of CQYIOThey are under
consideration and their use varies ffinaegion to region.

Avoid the use of systemic corticosteroids for treatment of C&'@Ipneumonia outside of clinical trials unless

they are indicated for another reason like septic shock (not responding to fluid therapy and vasopressors) or
asthma. It maylelay the viral shedding or may result in complicati(®s

Due to uncertainty around the potential for aerosolization, nebulization, HFO, NIV, including bubble CPAP, can
be used with strichirborne precautions.

Dosage of chloroquine phosphate is based on antimalarial dosing schedule.

Avoid the use of azithromycin for the treatment of COY2D

14
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Refer to the algorithm below for details

CBC, blood culture and
other relevant
cultures, proclcitonin
or CRP, lactate, renal
function, liver
function, electrolytes,
ABGs, coagulation
profile, ECG, Chest X-
ray and CT-chest

Rule out H1N1.

Discharge criteria:

-Retesting after
resolution of symptoms
or after 7 days of
hospitalization
whichever comes later
(2 samples should be
negative 24 hours apart)

-If the patient is
clinically well and
suitable for discharge
from hospital.

-Appropriate clinical
assessment for
resolution of symptoms.

-Risk assessment of
their home

environment

Confirmed
symptomatic severe
COVID-19 case

Admit the patient to
airborne isolation with
strict PPE in HDU/ICU

Airway management
and oxygen therapy
(high flow by mask)+/-
mechanical ventilation
(consider early) during
resuscitation to target
Sp02 292%.

Strict vitals and 1/O
monitoring

Use I/V hydration

conservatively until no

evidence of shock.

Paracetamol for fever
(avoid NSAIDs).

Give empiric
antimicrobials to treat
suspected bacterial
infections (based on
local epidemiclogy
and susceptibility
patterns).

9
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Adapted from Guidelines for the Management
of COVID-19 in Children, April 2020

Supportive measure
together with
following: if no contra-
indications (preferably
early in the course of
illness €12 day) after
COVID confirmation.

Oseltamivir (when
there is ongoing local
circulation of seasonal

influenza or HIN1

positive AND

Chloroquine
phosphate

CBC, blood culture and
other relevant
cultures, proclcitonin
or CRP, lactate, renal
function, liver
function, electrolytes,
ABGs, coagulation
profile, ECG, Chest X-
ray and CT-chest

Rule out H1IN1.

15
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Antenatal Care

Pregnant women should be advised to attend routine antenatal care unless they meet cisodatice|f
guidance for individuals and households of individuals with symptoms of new continuous cough or fever.
If women do not attend antenatal services tireyat increased risk of maternal death, stillbirth, and other
adverse perinatal outcomes.
It is advisable that G/O units should rapidly seek to adopt teleconferencing and videoconferencing
capability and consider what appointments can be conducted rgmotel
Appointments can be conducted on the phone or using videoconferencing, provided there is no need fo
physical examination or tests required. Clinicians shoulérdmate care for women who miss
appointments due to saffolation. Women should notify thedoctor/hospital, of their selsolation
through phone. Appointments should then be reviewed for urgency and either converted to telephone
consultation or attendance in clinic. Vaccinationtétanus
toxoid for all women needs to be ensured during ataér| Personal Protective Equipment for Outpatient
period. Clinics
Record keeping is essential. Electronic record syst( -Gown (sterile cloth reusable gown or
should be used if possible, and where remote acces| disposable gown or disposable plastic apron)
staff or patients is an available function, this should| “G'oves (clean disposable gloves)
expedited. When seeing women face to face, simultang >urdical mask

. . . " -Goggles or face shield
electronic documeation will facilitate future remote oo (el
consultation. A standardized case reporting form is 1 _\yash hands with soagftar each patient or
available for recording and reporting COVI® in | yse disinfectant gel if not using gloves
pregnancy cases. It is important to use the standard -wear nojewelry, watches, no dopatta/scarf
reporting form so that data can be compiled and a caeny
picture of how COVIB19 has affected pregnant women
and newborns can be made available.

ANC FOR SUSPECTED OR CONFIRMED COVID-19 CASES

Routine appointments for women with suspected or confirmed C&WIQgrowth scans, OGTT,
antenatal appointments) shdde delayed until after the recommended period ofiselétion. Even if

a woman has previously tested negative for COY®) if she represents with symptoms, COVILO

should be suspected.

Advice to attend more urgent pagranged appointmentgogtal medicine surveillance, high risk
maternal secondary care) will require a senior decision on need & potential risks/benefits. If it is deemed
that obstetric care cannot be delayed until after the recommended period of isolation, IPC measure:
should be arraged locally to facilitate care. Pregnant women in-safation who need to attend should

be contacted to fbook urgent appointments / scans, preferably at the end of clinic.

Referral to antenatal ultrasound services flmetal growth surveillance is reecnmended, 14 days
following resolution of acute illness. Ultrasound follap as necessary to monitor fimetal growth
restriction. If ultrasound equipment is used, it should be decontaminated after use.

COVID-19 TESTING

Clinicians should work with their state and local health departments to coordinate testing through public
health laboratories, or to work with clinical or commercial laboratories. Pregnant women admitted with
suspected COVIEL9 or who develop symptoms s@ggive of COVID19 during admission should be
prioritized for testing. Because of the potential for asymptomatic patients presentadgpto and
delivery units, particularly in high prevalence areas, additional testing strategies may be appropriate.
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CARE OF PREGNANT WOMEN WITH CONFIRMED COVID -19 AND ODERATE/SEVERE
SYMPTOMS ADMITTED ANTENATALLY

When pregnant women are admitted to hospital with deterioration in symptoms and suspected/confirmec
COVID-19 infection, the following recommendations apply:
A multi-disciplinary discussion planning meeting ideally involving a consultant physician (infectious
disease specialist where available), consultant obstetrician, Nurse/micheliarge and consultant
anaesthetisthould be arranged as soon as possible faliguadmission to discuss the below:

1 Key priorities for medical care of tiveoman.

1 Most appropriate location of care (e.g. intensive care unit, isolation room in infectious disease ward
or other suitable isolation room) and lead specialty

1 Concernsamongst the team regarding special considerations in pregnancy, particularly the
condition of the baby.

The priority for medical care should bestabilizet he womands condition wit|
therapies.

Intrapartum Care with Current Suspected/Confirmed COVID -19

In pregnant women with suspected or confirmed CO¥®infection, home delivery is not advised.
Intrapartum services at healthcare facilities should be provided with minimum staffing, and the ability to
provide emergency obstetrenaestheticand neonatal care.
Women should be allowed to have one birth attendant/support person present with them during laboul
and birth, unless the birth occurs under general anaesthetic. Restrict any visitors to antenatal or postnat
wards angrevent swapping and postnatal visitors strictly.
All women should be asked to call her doctor or the maternity unit for advice in early labour. She should
come to hospital for birth, where the baby can be monitored using continuous CTG monitoring.
Once in hospital she should be shifted directly tosatation room, a full maternal and fetal assessment
should be conducted
Once admitted the following members of the mdisciplinary team should be informed: consultant
obstetrician, consultant anaesthetist, Nunseharge, consultant neonatologist, ne@hnurse in charge
and infection control team.

1 Assessment of the severity of COVII® symptoms

Start Prophylactic Anticoagulation (see below)

Maternal observations including temperature, respiratory rate and oxygen saturations.
Confirmation of the onsetf labour

Electronicfoetalmonitoring using cardiotocograph (CTG) or intermittent auscultation of FHR after
each contraction if CTG/Doppler not available

= =4 =4 A

In two Chinese case series, including a total of 18 pregnant women infected with QO babies
(one set of twins), there were 8 reported casdeeathl compromise. Given this relatively high rate of
foetal compromise, continuous electroriaetal monitoring in labour is currently recommended for all
women with COVID19.

Women should be given theua advice regarding signs and symptoms to look out for, but in addition
should be told about symptoms that might suggest deterioration related to AO\&y. difficulty in
breathing).

If labour is confirmed, then care in labour should continue indgheegsolation room.
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CARE IN LABOUR T NORMAL DELIVERY

Minimize the number of staff entering the room and obstetric units should develop a local policy
specifying essential personnel for emergency scenarios. Asymptomatic birth attendant should be aske
to wash hands frequently and wear a mask. (Symptomatit atiendants should remain in self isolation
and not come to hospital at all.)
Ensure continuous CTG monitoring in labour. Maternal observations and assessment should be as p¢
standard practice, with hourly oxygen saturations.

1 Aim to keep oxygen satation >94%, titrating oxygen therapy accordingly

1 Give Oxygen via mask not nasal prongs

If the woman has signs of sepsis/estigateand treat as per guidance on sepsis in pregnancy, but also
consider active COVIEL9 as a cause of sepsis and investigateraingly.

Mode of birth should be discussed with the woman, taking into consideration her preferences and any
obstetric indications for intervention. It should not be influenced by the presence of €QViDless

the womanodés respi sargeotdegliverg.ondi ti on demand

At present, there are no recorded cases of vaginal secretions being tested positive foi1@OVID

The second stage of labour should be shortened with elective instrumental birth in a symptomatic womar
who is becoming exhausted or hypoxic

Delayed cord clamping is recommended following birth, provided there are no other contraindications.
The baby can be cleaned and dried as normal, while the cord is still intact.

EMERGENCY CAESAREAN SECTION

Epidural or spinal analgesia or anaesthesiabmmgiven in the presence of coronaviruses. Epidural
analgesia should also be recommended to minimise the need for general anaesthesia if urgent delivery
needed. Entonox (Nitrous Oxide/Oxygen) is not an aem@asaérating procedure (AGP), so it can be
used with a singlepatient microbiological filter.

In case of deterioration of symptoms, make an individual assessment regarding the risks and benefits c
continuing the labour, versysrecedingto emergency caesarean section if this will aid efforts to
reauscitate the mother.

When emergency caesarean section or other operative procedure is decided, donning PPE is tim
consuming. This may impact on the decision to delivatigrval, but it must be done. Women and their
families should be told about this piide delay.

ELECTIVE CAESAREAN SECTION

Where women with suspected or confirmed COMI® | personal Protective Equipment fa&section

are due for elective caesarean section, an indivi{ Gown (disposable or reusable sterile cloth

assessment should be made to determine wheikesafe | gown with disposable plastic mackintosh

to delay it to minimise the risk of infectious transmissi| underneath)

to other women, healthcare workers amakjng postnatal | Sterile Gloves (double gloves for surgeon in

periodto her infant. COVIOLY positive)

In cases where it cannot safely be delayed, the gerl Surdical mask covering N95 maik re-use)
. . - . Goggles or face shield

advice for services providing care to womadmitted -

when affected by suspected/confirmed COMI®should | ¢, o covers/ waterproof shoes/boots

be followed

Obstetric management of elective caesarean secuor

should be according to usual practice.
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PLANNED INDUCTION OF LABOUR

An individual assessment should be made regarding the urgéptanoed delivery. Women and their
families should be told about possible delay.

THROMBOPROPHYLAXIS

Individuals admitted to hospital with COVID9 are in a hypercoagulable state, so infection with
COVID-19 is likely to be associated with an increased askienousthromboembolism Reduced
mobility from selfisolation at home, or hospital admission, is likely to increase the risk furtigvH

should be started on diagnosis and stoppedoli&stbefore delivery, when possible. Following birth,
LMWH should be administered as soon as possible after birth, provided there is no PPH and regiona
analgesia has not been used. Where regional analgesia has been used, LMWH can be administered
hours afte the last spinal injection or removal of the epidural catheter. Stop after 10 daysgast.

The International Society of Thrombosis and Haemostasis has generated a simple algorithm for the
management of COVIEL9 coagulopathy.

A coagulationprofile to detect the presence of subclinical disseminated intravascular coagulation and
the use of lowmolecularweight heparin for the prevention of thromboembolic disorders should be
considered and discussed with physicians and patients. Anticoagelaiment with lowmolecular

weight heparin has been associated with improved prognosis in patients with severe T90MHgtion,
stratified by sepsiéduced coagulopathy score ordiner resultd

Based on the currently available literature, we wauld c o mmend measuring D d
ti me, and platelet count (in decreasing order
infection. This may help in stratifying patients who may need admission and close monitoring. Any
underlying ondition .g, liver disease) or medicatiore., anticoagulants) which may alter the
parameters should be accounted for while using the algorithm below

1. D-dimer* :

2. Prothrombin time 1

3. Platelet count :

4. Fibrinogen** U

2 v

1. D-dimer markedly raised*** 1. D-dimer not markedly raised
2. Prothrombin time prolonged 2. Prothrombin time normal
3. Platelet count <100 x 109/L 3. Platelet count normal
4. Fibrinogen <2.0 g/L 4. Fibrinogen elevated

! |

Admit (even if no other concerns) If admitted for other clinical reasons, If discharged, use as baseline for
Monitor once or twice daily Monitor daily if re-presenting with symptoms

In all patients

Start prophylactic dose 3
low molecular weight heparin In non-bleeding patients, keep
> platelet count above 25 x 109/L

Worsening

In bleeding patients, keep

> platelet count above 50 x 109/L

> fibrinogen above 1.5 g/L

> PT ratio <1.5 (not the same as INR)

A4

= Blood products as per protocol (see box on the right)
= Consider experimental therapies

Please discuss with transfusion services
in view of likely blood scarcity

3 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7175884/
4 https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14810
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Neonatal care and Breastfeeding

Considering current limited evidence, and in line with WH@ommendations, it is advisable that
women and healthy infants are kept together in the immediatepadsm period with infection
prevention measures. In addition, skarskin care for all neworns and Kangaroo mother care for
preterm and low birth weght newborns born to COVIEL9 positive or suspected mothers is also
recommended. A risks / benefits discussion with neonatologists and families to individualise care in
babies who may be more susceptible is recommended.

In six Chinese casdagsted, breastmilk was negative for COVIB; however, this limited evidence
should be interpreted with caution. The benefits of breastfeeding outweigh any potential risks of
transmission of the virus through breastmilk. The risks and benefits of breasjfaacluding the risk

of holding the baby in close proximity to the mother or another care giver, should they be infected, should
be discussed with the parents. The following precautions should be taken to limit viral spread to the baby
Hand washing Here touching the baby, breast pump or bottles.

Avoiding coughing or sneezing on the baby while feeding.

Wearing a face mask, while feeding or caring for the baby.

Considering asking someone who is well to feed the baby.

Strict adherence to sterilizatioarfbottle feeding with formula or expressed milk.

If mothers are expressing breast milk in hospital, a dedicated breast pump should be used and mu:
follow recommendations for pump cleaning after each use.

1 Keep observation for 248 hours following improvme nt i n mot her 6s condi

= =4 4 A4 -4 4

For management of nelaorns, refer to the guidelines for clinical management of CQA0N children
April 2020 (PPA, WNICEF, WHO) and management guidelines for the neonate of suspected or
confirmed COVIB19 mothers issued by MINHSR&C on 6 April 2028,

MANAGEM ENT OF CASESWITH UNCONFIRMED COVID -19 BUT SYMPTOMS
SUGGESTIVE OF INFECTION

Maternity/ Obstetrics departments with direct entry for patients and the public should have in place a
system for identification gbotential cases as soon as possible to prevent potential transmission to other
patients and staff. This should be at first point of contact (either near the entrance or at reception) tc
ensure early recognition and infection control. This should be entgplogf®re a patient takes a seat in

the maternity waiting area. Also refer to the Clinical Management Guidelines for GO%/IBfections

issued by Ministry of NHSR&C on 2 April 2020

If a woman meets the criteria for COVID-19, she should be tested. Untikst results are available,
she should be treated as though she has confirmed COUI®.

Pregnant women may attend hospital for reaselagedto pregnancyandhave coincidental symptoms
meeting the COVIBEL9 case definition. There are some situationgr@toverlap between pregnancy
symptoms and COVIEL9 symptoms may cause confusion (e.g. fever with ruptured membranes). In
cases of uncertainty, seek additional advice or in case of emergency, investigate and treat as suspect
COVID-19 until advice can bsought.

5 http://www.nhsrc.gov.pk/Detail/NWYyMzg2MGMtM2ZmOCO00Y ThILTgyZmMtN2QxY TZjMJE3YzQz
8 http://www.nhsrc.gov.pk/Detail/NWYyMzg2MGMtM2ZmOCO00Y ThILTgyZmMtN2QxYTZjMJE3YzQz
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Suspected COVIEL9 should not delay administration of therapy that would be usually given (for
example, IV antibiotics in a woman with fever and prolonged rupture of membranes). In the event of a
pregnant woman attending with an obstetric emengemd being suspected or confirmed to have
COVID-19, maternity staff must first follow infection prevention and control (IPC) guidance. This
includes transferring the woman to an isolation room and donning appropriate PPE. This can be time
consuming and s#ssful for patients and health professionals. Once IPC measures are in place, the
obstetric emergency should be dealt with as the priority. Do not delay obstetric management in order tc
test for COVID19.

MANAGEMENT OF CASES WITH CONFIRMED COVID-19 WHO ARE ADMITTED TO
CRITICAL CARE

Women with moderatsevere symptoms of COVHD9 should be monitored using hourly fluid input
output charts, towards achieving neutral fluid balance in labour, and avoid fluid overload.

Hourly observations shouldebmaintained, monitoring both the absolute values and the trends. Titrate
oxygen to keep saturations >94% and keep hourly record of respiratory rate looking for the rate and
trends. Young fit women can compensate for a deterioration in respiratory fuaotioare able to
maintain normal oxygen saturations before they then suddenly decomp8osatése in the respiratory

rate, even if the saturations are normal, may indicate a deterioration in respiratory function and should
be managed by starting orcieasing oxygen.

Radiographic investigations should be performed as for th@regnant adult; this includes chesta§

and CT of the chest. Chest imaging, especially CT chest, is essential for the evaluation of the unwell
patient with COVID19 and shoul be performed when indicated, and not delayed dioetalconcerns.
Abdominal shielding can be used to protectftdetusas per normal protocols.

Consider additional investigations to rule out differential diagnoses, e.g. ECG, CTPA as appropriate,
echaardiogram. Do not assume all pyrexia is due to COV8and perform full sepsis screening.
Consider bacterial infection if the white blood cell count is raised (lymphocytes usually normal or low
with COVID-19) and commence antibiotics. Apply caution wkhfluid management. Try boluses in
volumes of 25600mls and then assess for fluid overload before proceeding with further fluid
resuscitation.

The frequency and suitability &fetalheart rate monitoring should be considered on an individual basis,
taking into consideration the gestational age offtieusand the maternal condition. If urgent delivery

is indicated forfoetalreasons, birth should be expedited as normal, as long as the maternal condition is
stable.

If maternal stabilisation is requirdoefore delivery, this is the priority, as it is in other maternity
emergencies, e.g. severe{qaampsia. An individualised assessment of the woman should be made by
the multidisciplinary team to decide whether elective birth of the baby is indicatest, teiassist efforts

in maternal resuscitation or where there are serious concerns regardiogtéiheondition. Individual
assessment should consider the maternal conditiofioeke condition, the potential for improvement
following elective birth ad the gestation of the pregnancy. The priority must always be the wellbeing of
the mother.

WHO recommends antenatal corticosteroid therapy for women at risk of preterm birth from 24 to 34
weeks of gestation when there is no clinical evidence of matafieation, and adequate childbirth and
new-born care is availableHowever, in cases where the woman presents with mild CE&@lDthe

clinical benefits of antenatal corticosteroid might outweigh the risks of potential harm to the mother. In
this situation, the balance of benefits and harms for the woman and the pretetsrorn should be
discussed with the woman to ensure an informed decision, as this assessment may vary depending on t
womanodés clinical conditi on, her wishes and t ha
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Prophylactic Anticoagulation must kstarted,and urgent delivery should not be delayed for their
administration. There are some reports that even after a period of improvement there can be a rapi
deterioration.

The neonatal team should be informed of planned delivery of a woman affect€&aMiip-19, to allow

them to don PPE before entering the room/or operating theatre. An individualised decision should alsc
be made regarding mode of delivery. Caesarean section should be performed if indicated based o
maternal andoetalcondition as in nonal practice and in line with WHO global guidance.

GynaecologyServicesand Procedures

The risk of generating contaminated aerosols may potentially be lower with laparotomy. With the current
few data, there is no evidence of an increased risk of Ca&Mransmission during gynaecological
laparoscopic surgery when Personal Protective Equip(RPE) is used. COVHR9 has been found in
faeces presumably through transmission from the-phaoynx with ingestion into the gastrointestinal

tract (29% of cases) and in blood samples in approximately 1% of cases. Thus, operations involving the
bowel may have different implications than in gynaecology. Laparoscopic surgery is associated with
reduced morbidity, shorter hospital stays and quicker return to daily activities, all of which will benefit
the patient, and make better use of hospital resouypags;ularly at the time of the current pandemic.

In the absence of evidence that COVID transmission is increased by the generation of contaminated
aerosols during gynaecological laparoscopic surgery, the BSGE recommends the following:

1 All theatre st& should use PPE during all operations under general anaesthetic whether by
laparoscopy or laparotomy and infection control practices should be followed, as determined by
local and national protocol.

1 Non-surgical methods of treatment should be activalgommended to reduce the risk of
COVID19 transmission to health care workers, and reduce the need for hospital admission,
provided they are a safe alternative (for example but not limited to methotrexate for unruptured
ectopic pregnancy).

1 Gynaecological operations that carry a risk of bowel involvement, however small (for example but
not limited to tubeovarian abscess), should be performed by laparotomy. Elective gynaecological
operations that have a risk of bowel involvement should bermef For other gynaecological
laparoscopic operations (for example but not limited to ruptured ectopic pregnancy, ovarian cyst
accident) the port positioning and instrument choice should be according to the surgeon and
hospitals usual practice to minireifme in theatre and the risk of operative complications.

Suction devices, smoke evacuation filters, retrieval devices and swabs should be used to preven
aerosol/droplet transmission. remove smoke, aerosol and the CO2 pneumoperitoneum during operatior
to prevent potential droplet transmission. Avoid explosive dispersion of body fluids when removing
trocars and retrieving specimens. There is a high risk of explosive dispersion of body fluid when the
uterus is removed from the vagina at total laparosdogsterectomy. Consideration should be given to
performing an open hysterectomy, on a case by case basis. Only evacuate surgical smoke via the tap «
ports when attached to a smoke evacuation filter and / or by direct suction using a vacuum suction unit
Only evacuate the pneumoperitoneum via direct suction using a vacuum suction unit.
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Early PregnancyAbortion, PostAbortion Care & Contraception
Services
There are currently no data suggesting an increased risksohrriage or early pregnancy loss in

relation to COVID19. While managing such cases, the aim should be to minimise CO/&Xposure
for women and staff.

T

Maximise the use of remote consultasoe.g. via video or telephone) to deliver-paad post
abortion care and assessment. -B=i¢rral to abortion care is recommended and can be done
remotely. Providers should organise early medical abortion services to be delivered via video or
teleconfeencing and delivery of a treatment package. Providers need to ensure the woman has
adequate privacy at the start of any telephone/ video consultation.

Women who are selsolating and suitable for an early medical abortion at home should be treated
without the need for her to visit in person without delay. At later gestations, providers should
explore if assessment can be done as soon as possible in adequate precautions.

For women requesting an early medical abortion, only require her to attend in pbeentine

benefit of doing so outweighs the risk of COVID exposure and transmission. For therapeutic
medical abortion, provide a further dose of misoprostol 400 micrograms for use if abortion has not
occurred after 34 hours, especially where gestatisrlikely to be over 8 weeks. If given foril0

12 weeks gestation, use 800 micrograms as either a single second dose or two further 400
microgram doses.

Ensure the woman has adequate analgesia (e.g. paracetamol) and offer additional analgesia (avo
NSAIDs)if requested.

Provide post abortion care without routine-precedure ultrasound and blood testing. If screening

for sexually transmitted infections (STIS) is required, offer this remotely (e.g. home testing service)
when possible. Offer discussion afrtraception options if appropriate include contraception in

pack with MA.

Routine preabortion ultrasound scanning for gestational age determination is unnecessary. Even
if U/S needed to exclude ectopic pregnancy, abortion can be performed withoitiveedvidence

of an intrauterine pregnancy.

A history and symptorbased approach, with an ultrasound if indicated, is appropriate for the
diagnosis and management of miscarriage and ectopic pregnancy. Other studies have provide
evidence that early medical abortion can be safely provided remotelyup 70 days & ge
beyond.

Indications for undertaking an ultrasound before abortion in the first trimester include:

T

If a woman is unable to provide a LMP of reasonable certainty to be able to offer care within
thresholds of eligibility or skill(e.g. 10 weeks for an early medical abortion under current
regulations, 14 weeks for a vacuum aspiration)
History or symptoms suggestive of a high risk of an ectopic pregnancy, for example:
Presence of unilateral abdominal pain and vaginal bleedingttirgpavhich could indicate an
ectopic pregnancy

0 An intrauterine device in situ.

o Prior ectopic pregnancy

o History of tubal damage or surgicskrilization
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If a woman has already had an ultrasound, providers should accept the report from other service:
provided they meet standards of scanning, and not repeat the scan unnecessarily.

1 Routine blood tests such as full blood count or testing for haemoglobirnegpadné not
recommended as pebortion assessment and should only be considered if there are specific
clinical concerns. ltisnotcostf f ect i ve or necessary to 0O0gr ol
induced abortion.

1 Determination of rhesus status (RhB)not required before early medical abortion. For surgical
abortion, NICE guidance recommends this afte
status under 10 weeks. If having to check RhD status would require an additional visit for the
woman,it could be omitted if the risk from COVHR9 outweighs the benefit of receiving abti
immunoglobulin. If RhD testing would require additional contact in women up to 12+6 weeks of
gestation requiring a surgical or medical abortion, the negdrtionize contact to reduce the risk
of COVID-19 transmission may outweigh any benefit from having@ntRecent data from flow
cytometry suggest thabdéto-maternal haemorrhage in early pregnancy is less than had been
supposed, especially where sharp curettagetisseal in surgical procedures. A small study found
that of 42 women having a surgical uterine evacuation, none had leve¢tadtells sufficient to
causdsoimmunization

1 The NICE guidance on miscarriage states that@ns$ not required for medical management of
missed miscarriage up to 13 completed weeks (13+6)-[Ami more likely to be beneficial in
later gestations, in young women who are likely to desire pregrsandige future, and where there
would be no delay to their care by testing. In contrast, for slaperocedures where aspiration is
used, especially at earlier gestations and where the woman considers her family complete, ar
assessment may conclude thati-D is not warranted. If a woman at any gestation is certain that
she has competed childbearing and understands the risks of not receiviDgtaartithere is no
benefit in testing.

1 Ifascreen for STls is indicated (or a chlamydia screen recommeasget the national screening
programme best practice), a wiehsed home testing service offers the best solution, although
availability will vary.

Emergency Contraception & Contraception after Abortion
Hor motnaald!l et s (upto72 hrs)

1 Combined oral contracépe pills (4 + 4 tabs 12 hrs apart)

1 Progestogen only pills (levonorgestrel 150 mg stat, ECP)

|l ntrauterine Coffupactepbiday®dpvice
Contraception after Abortion:
1 All modern contraceptives can be safely used after abortion
1

IUCD (Cu-T, Multiload, LevonorgestrelUS (Mirena) can all be inserted immediately after MVA
uterine evacuation, (or D & C)

After MA, IUCD can be inserted after completion of abortion on a fellpavisit

Implant can be inserted immediately after MVA ortla time of administration of Medication
abortion (Misoprostol)

1 COCP & Injectable hormones can be started on same day of MVA/MA

= =
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PostPartum Contraception

Ensure that the woman is discharged home with a contraceptive method of her choice, as follow will be
difficult. PPIUCD & hormone implants (LARCS) can be inserted immediately after delivery and other
methods discussed and provided with instructions before discharge

Infertility Treatment & ART

Due to COVID 19 pandemic couples are currently betdiigcouraged to have a baby. However, this is

a sensitive topic for infertile couples so approach the topic gently. Focus on lifestyle changes like
exercise, folic acid supplementation and preliminary infertility testing

In general, the data @regnancy outcomes, although reassuring, only report small numbers and must be
interpreted with caution. Reports mainly refer to infection in the third trimester. There is no information
on the possible effect of COVHDI infection on pregnancies in initistages.

Assisted reproduction treatments should not be started at present:

1 To avoid complications from assisted reproduction treatment and pregnancy

To avoid potential SARE0V-2 related complications during pregnancy

To mitigate the unknown risk of vézal transmission in SARE0V-2 positive patients
To support the necessary reallocation of healthcare resources

To observe the current recommendations of social distancing.

= =4 4 A

In cases of urgent fertility preservation in oncology patients, the cryopresareétiametes, embryos

or tissue should still be considered. For those patients having started assisted reproduction treatment
the present time, elective oocyte or embryo freezing for later embryo transfer -@figere
recommended.

Any risk of viral mntamination to gametes and embryos in the IVF laboratory, either from infected
patients or professionals, is likely to be minimal (if at all) because the repeated washing steps requirec
for the culture and freezing protocols will result in a high diludémny possible contaminants. Even

with no specific data available, it is assumed that sperm, oocytes and embryos are unlikely to be infected
Furthermore, the zona pellucida represents a high level of protection for oocytes and embryos. Regardles
of the biological details, it is prudent to defer all elective fertjisomoting medical procedures,
primarily to maintain social distancing and protect any and all medical resources.

Healthcare professionals and clinics should remain available to providersupgare , psychological
support and clinical advice to their patients, preferably via online consultation.
An up-to-date overview of data extracted from all published reports on pregnancy and neonatal outcomes
in women with confirmed COVIEL9 is avail&le from the Cochrane Gynaecology and Fertility Gfoup

Ultrasound Scans

Requests for ultrasound scans should be minimized and reserved for emergency and essential reques
otherwise postpone for 2 to 4 weeks. There is increased riskritnacting COVIDB19 infection for the
staff performing ultrasound scans due to proximity to patients.

7 https://cgf.cochrane.org/news/ovid-19-coronavirusdiseasefertility -and-pregnancy
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Rationalizing the Obstetric Ultrasound scans during COVID19 pandemic

Elective (Low risk)
Can be delayeddostponed

Urgent/Semi Elective (Moderate
risk) to schedule within 23 weeks

Low risk patient: First trimester
scan. Combine dating & NT scan

Advanced maternal age
Diabetes/Hypertensive
Gynaecologicamdignancies

Offer noninvasive prenatal testing
if symptomatic or late NT

Raised NT or NIPT result

Detailedanomaly scan (382
weeks).

Rescan in 31 weeks instead of-2
week.

Invasive procedures for genetic or
structural reasons

Abnormal uterine bleeding

Post coital bleeding

In symptomatic cases, scan can b
arranged after isolation period is
over.

Foetalgrowth restriction anébetal
anaemia

Both NT and anomaly scan have &
window period so can be adjusted
easily

Multifetal gestation

Perform anomaly scan at 22 week
or those with BMI>40 (to eliminate

the need to call again)

COVID-19 patients for anomaly scal
after isolation is over.

Emergency (High risk) To be
done without delay within 24 hrs

Common Indications offoetal growth scans & their frequency during the pandemic

Indication Once 4 4-6 Comments
weeks weeks
Advanced maternal age (>3B6gs) a
Pregestational diabetes a DM before pregnancy
Gestational diabetes 1 (GDM 1) a | Well controlled
Gestational diabetes 2 (GDM 2) a Poorly controlled
Prior history of stillbirth/FGR/SGA a
Current IUGR (growth<1®centile) a More frequent with doppler changesZveeks)
Monochronicdiamniotic twins a Can be repeated +3 weeks for TTTS/ selective
FGR
Monochronic monoamniotic twins a
Dichorionic twins a
Placental localization* a 34-36 weeks

Serial growth scans start from 28 weeks onwards. In low risk, one scan can be done at 32 weeks, can be re
35 weeks by individualizing the patients. (Adapted & Modified MFM Guidance ACOG 2020)

Personal protective equipment for ultrasound operators during COVID19 pandemic

PPE Asymptomatic & TOCC Asymptomatic & TOCC Suspected/probable COVID19
negative positive patient & in high transmission
areas
Clothing Dedicated work clothes Dedicated work clothes Dedicated work clothes
Hand hygiene Yes Yes Yes
Surgical face Yes Respirator (N95, FF2) Respirator (N95, FF2)
mask
Respirator No Respirator (N95, FF2) Respirator (N95, FF2)
Isolation gown No Disposable fluid resistant | Disposable fluid resistant
/impermeable /impermeable
Disposable gloves| Yes Yes (two pairs) Yes (two pairs)
Eye protection No Goggles/ faceshield Goggles/ face shield
Hair cover No Yes Yes

Ministry of National Health Services,
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Managing DeceasedPregnant Women

The safety and welbeing of everyone who tends to bodies should be the first priority. Before
attending to a body, people should ensure that the necessanhygiade and personal
protective equipment (PPE) supplies are availéble

IncreasedRisk of Violence forWomen

As distancing measures are put in place and people are encouraged to stay at home, the risk of intima
partner violence is likely to increasBiress, the disruption of social and protective networks, and
decreased access to services can all exacerbate the risk of violence for women.

The likelihood that women in an abusive relationship and their children will be exposed to violence is
dramatically increased, as family members spend more time in close contact and families cope with
additional stress and potential economic or job los¥ésmen may have less contact with family and
friends who may provide support and protection from violence. Women bear the brunt of increased care
work during this pandemic. School closures further exacerbate this burden and place more stress on ther
The disruption of livelihoods and ability to earn a living, including for women (many of whom are
informal wage workers), will decrease access to basic needs and services, increasing stress on familie
with the potential to exacerbate conflicts and violedseresources become scarcer, women may be at
greater risk for experiencing economic abuse. Perpetrators of abuse may use restrictions due to COVID
19 to exercise power and control over their partners to further reduce access to services, help, an
psychoscial support from both formal and informal networks. Perpetrators may also restrict access to
necessary items such as soap and hand sanitizer. Perpetrators may exert control by spreadir
misinformation about the disease and stigmatize partners.

Access tovital sexual and reproductive health services, including for women subjected to violence, will
likely become more limited. Other services, such as hotlines, cesises shelters, legal aid, and
protection services may also be scaled back, further irglaccess to the few sources of help that
women in abusive relationships might have.

Health systems have an important role in ensuring that services for women who have experiencec
violence remain accessible during the COMI®outbreak Although COVIEL9 has placed an immense
burden on the health systems and health workers in caring for the sick, there are things that can hel
mitigate the impacts of violence on women and children during this time:

All stakeholders involved in the COVHDO response need ttaise awareness of the potential effects that
physical distancing, stay at home and other measures are likely to have on women who are subjected 1
violence and their children.

A Health workers, the majority o fiskfarlviolanceanrtheir wo n
homes or in the workplace. The latter is a serious problem that may be exacerbated when health systen
are under stress. Health managers or facility administrators need to have plans to address the safety
their health workersFrontline providers dealing with COVIEL9 might experience stigmatization,
isolation, and being socially ostracized. Provisions for psychosocial suppoiperformancebased
incentives, additional transport allowance, and ebéce support should béapned.

8 For Management of the dead body Refer to:

- World Health Organization. (2020). Water, sanitation, hygiene, and waste management for the-T90ONDs. Interim
guidance: 19 March 2020.

- Pan Americamealth Organization. Leadership during a pandemic: What your municipality cdoaldl8: Management

of dead bodies.

-M/oNHSRC guidelines on burial and safe management for handling of dead body and the guidelines for air transport of
COVID positive @del body issued on 6 May 2020.

9 https://apps.who.int/iris/bitstream/handle/10665/331699/WHEGRH20.04eng.pdf?ua=1 accessed 9.5.20
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Infection Prevention and Control and Use ofPersonal Protective
Equipment

GENERAL PREVENTIVE MEASURES FOR COVID 19
Currently there is no vaccine available to prevent coronavirus disease 2019 (A9VIDhe best way

to prevent COVID19 is toavoid being exposed to this virus. We can limit the transmission of virus by

taking everyday preventive measures by:

1. | Staying at home when sick. Do not send the sick child to school.

2. | Caregiver and a child should wear a facemask only if the childymagtoms particularly
when you/your child are around other people (e.g., sharing a room or vehicle) and befg
you/your child enter a healthcare provi

3. | Covering mouth and nose with flexed elbow or tissue when coughsmeering. Dispose o
used tissue instantly.

4. | Washing hands often with soap and water or a sanitizer whichever is available

5. | Avoid touching your eyes, nose, and mouth with unwashed hands.

6. | Cleaning frequently highouched surfaces (tables, doorkaplght switches, countertops,
handles, desks, phones, keyboards, toilets, faucets, sinks etc.) by detergents and disin

7. | Avoid going to crowded places like shopping malls, restaurants, public parks etc.

*Little is known about the COVH29 being the novel disease. As we learn, more about CQYIpublic health officials
may recommend additional actions.

Steps of hand WaShing RUB HANDS FOR HAND HYGIENE! WASH HANDS WHEN VISIBLY SOILED
[€] puration of the entire procedure: 20-30 s
If you are using soap andwater, follow
following steps: f
1. Wet hands with safe running water @\
2. Apply enough soap to cover Wet NaNAS s« s orne et n o cuppe s covering i stoces T—————

3. Scrub all surfaces of the hanidscluding TN

backs of hands, between fingers and un: afln \
cks un G TE X e

nails i for at least 20 seconds. This i
similar to singing the ABC son@gt a
normal tempo or the happy birthday sot
owi (6] ;
wice. /& }%(

Rinse thoroughly with running water G qm} W

Dry hands with a clean, dry cloth, single

usetowel, or hand drier as available ° T iR s o s e

If you are using a hand sanitizer, ensure that it contains at least 60% alcohol, use enough to cover

4 (5

Right paim over left dorsum with Palm to palm with fingers interlaced;  Backs of fingers to opposing palms
intertaced fingers and vice versa: with fingers interlocked;

Rotational rubbing of loft thumb Rotational rubbing, backwards and Once dry, your hands ar
lasped in right palm and vice versa;  forwards with clasped fingers of right

all surfaces of yourhands,and rub them together until they feel dry.
It is better to clean hands more often. Additional key time points to clean hahdiein

T After bl owing oneds nose, coughing, oOor snee:
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=

After using the restroom/toilet

Before eating or preparing food

After contact with animals or pets

Before and after providing routine care for another person who needs assistance (e.g. a child)

= =4 4 A

CLEAN AN D DISINFECT HOUSEHOLD HIGH -TOUCHED SURFACES

For a homebased preparation for cleaning and disinfection, prepare a bleach solution by mixing: 5
tablespoons (1/3rd cup) bleach per gallon of water or 4 teaspoons bleach per quart of wat@utitims
can be used for cleaning and disinfecting surfaces within households.

HANDWASHING ADVICE FOR HEALTH PROVIDERS

Details available atttps://www.who.intinfectionprevention/campaigns/cledrands/5Smoments/en/

LEVELS OF PROTECTION FOR HEALTH CARE WORKERS
This is a generic guidance, where available please adhere to your institutional rules

| Protection Level | Protective Equipment | Scope ofApplication |
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i1 Disposable surgical cap 1 Preexamination triage, general OPD
1 Disposable surgical mask
Level 1 protection T Work uniform
1 Disposable latex gloves and/or
disposable isolation clothing if
necessary
1 Disposable surgical cap 1 Fever OPD
1 Medical protective mask (N95) 1 Isolation ward area (including isolated ICU)
1 Work uniform 1 Non-respiratory specimen examination of
Level 2 protection ' Disposable medical protective suspgcted /copfirmed patients '
uniform 1 Imaging examinatio of suspected/confirmed
1 Disposable latex gloves patients
1 Goggles 71 Cleaning of surgical instruments used with
suspected/confirmed patients.
1 Disposable surgical cap 1 When the staff performs operations such as
1 Medical protective mask (N95) tracheal intubation, tracheotomy,
1 Work uniform bronchofibroscope, gastroenterological
1 Disposable medical protective endoscope, etc. during which the
uniform suspected/confirmed pants may spray or plash
Level 3 protection | ¢ pjisposable lategloves respiratory secretions or body fluids/blood.
1 Full face respiratory protective ' When the staff performs surgery and autopsy f
devices or powered air purifying confirmed/ suspected patients
respirators 1 When the staff carries out NAT for COV4D9

AEROSOL GENERATING PROCEDURES

1 Intubation, extubation and related procedures e.g. manual ventilation and open suctioning.
Tracheotomy/tracheostomy procedures (insertion/open suctioning/removal)

Bronchoscopy.

Surgery and posnhortem procedures involving higdpeed devices.

Some dentgorocedures (e.g. higbpeed drilling).

Nornrinvasive ventilation (NIV) e.g. Bievel Positive Airway Pressure (BiPAP) and Continuous
Positive Airway Pressure ventilation (CPAP).

1 High-Frequency Oscillating Ventilation (HFOV)

1 Induction of sputum

9 High flow nasal oxygen (HFNO) use mask instealdloouringwomen

= =4 =4 -4

Chest compressions and defibrillation (as part of resuscitation) are not considered AGPs; but for COVID
19 patients they are. Resuscitation should be carried out only if wearing AGP PPE fos peaitient
suspected/confirmed COVHDI. CPR should be carried out in a single room with the doors shut. Only
those healthcare staff who are needed to undertake the procedure should be present. A disposable, flu
repellent surgical gown, gloves, eye protectiand a FFP3 respirator should be worn by those
undertaking the procedure and those in the room.

Certain other procedures/equipment may generate an aerosol from material other than patient secretior
but are not considered to represent a significanttioies risk. They include:

1 Administration ofpressurizediumidified oxygen.
1 Administration of medication viaebulization
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During nebulization the aerosol derives from a npatient source (the fluid in theebulizerchamber)
and does not carry patiedéerived viral particles. Staff should use appropriate hand hygiene when helping
patients to removeebulizersand oxygen masks.

When to use PEs

Standard PPE Full PPE Enhanced PPE
Low prevalence area High prevalence area Confirmed case COVID-19
___— Hairnet Hair net = Medical cap/hood
L~ s to . - _~Goggles/ eyes-visors \‘\E‘ Goggles/ eyes-visors
\ &7) by — Goggles/eyes-visors y) B  Faceshield
"N Face shield
- — Surgical mask — NOS/
NI s Respirator mask
e Wat f gown
L.a Waterproof gown polar Medmt"emru
X Double &
Disposable gloves disposable gloves “Double
disposable gloves
T Legs cover . Legs cover
@ Shoecovers waterproof boots (3 wm::oof boots
Standard endoscopy room Negative pressure room

When caring for patients with suspected or confirmed CQOY8Dall healthcare workers need tprior
to any patient interaction assess the infectious risk posed to themselves and wear the appropriate
personal protective equipment (PPEptmimizethat risk.

If anaerosolgeneratingoroceduras performedon a confirmedor suspectedOVID-19 patient,anN95
maskshouldbeworn with thefaceshield.

Facultyandstaff arediscouragedrom stockpilingpersonaprotectiveequipmen{PPE)andtheyshould
nottakePPEhome.

Face shield should be used in all patient encounters when you are within 6 feet of the patient. The purpos
is to protect your eyes, nose, and mouth from infectious dropleesface shield is to be worn in the

placeof a facemask. It provides better coverage of your face and has the added benefit of keeping you
from touching your face.

Always perform hand hygiene before donning and before doffing to minimize contaminating the device.
Refer to the national guidelines on infectiprevention and control 2020 for details.
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4 Color Legend: Doffing PPE for OR/High-Risk Procedures
Donnlng PPE fOl' oR Hot room = OR Color Legend: OR/Procedure room
Warm room = Anteroom Anteroom

OR

‘?h-y:ierenfgm ';'%':Id \ 2. Have gloves
' PU { removed as one
ne:dmask ) unit with gown.
and cap 2 \ DO NOT touch
outside of gloves
[ | with bare hands.
-1 *In case one pair doesn't
1. Remove come off follow steps 6 & 7.

gown & gloves,
bending ward.

*Both pairs of gloves

should come off with

13. Showér, change
into clean scrubs
as needed

'IOBendlngforward

remove goggles,
surgcal mask & cap
9. Put on new gloves [ ;
Anteroom or per usual
protocol if not available hyglene 7 Rernove gloves

Note: The above recommendations are being regularly reviewed Minisry of National Health Services, Regulations &
Coordinationand will be updated based on the internatioalational recommendations and best practices.

The Ministry acknowledges the contributionRybf Sadiah Ahsan Pal, Prof Haleema Yasmeen, prof Shama Munim, Dr
Shahida Zaidi, Dr Azra Ahsan Prof Razia Korejo, Prof Farrukh Zaman, Prof, Prof Rakhshanda Rehman, , Prof Batool
Mazher, Prof Rehana Raheem, Prof Shahid Rao, Prof Shamsa Humayun, Prof Skabe&nof Rubina Sohail, Prof
Tasneem Ashraf & Members of the Executive Committee and Academic Board of SOGP; Dr Mariam Igbal, Dr Humaira
Mansour, Dr Dr Marium Waquas, Dr Alina Uchi Rahim , Dr Noreen Zafar (GWHI, NCMNH), Dr Atiya Aabroo
(MoNHSR&C), and DQudsia Uzma (WHO Pakistaapd HSA/ HPSIU/ NIHeamto compile these guidelines
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