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1. Overview 

3.1 Background 

Coronavirus (COVID-19) is caused by novel strain of coronavirus (SARS-CoV-2) affecting humans. Some coronaviruses 

can cause illness similar to the common cold and others can cause more serious diseases such as Severe Acute 

Respiratory Syndrome (SARS) and Middle East Respiratory Syndrome (MERS). Understanding of the behaviour of 

coronavirus (COVID-19) is still developing.  

Based on currently available information, pregnant women who become unwell with coronavirus (COVID-19) are at higher 

risk of hospitalisation and requiring intensive care. Pregnant women should therefore be considered a potentially 

vulnerable group, particularly from 28 weeks gestation. 

Pregnant women should be encouraged to follow the standard advice to protect themselves against coronavirus (COVID-

19), such as mask wearing outside the home, good hand hygiene, physical distancing practices and vaccination. All 

pregnant women are eligible for vaccination against COVID-19 (refer to COVID-19 in Pregnancy, Labour and Postpartum 

clinical guideline). They should report possible symptoms (including fever, cough or difficulty breathing) to their healthcare 

provider. Pregnant women should also be encouraged to have the seasonal influenza vaccine, as this will help to prevent 

them and their baby from catching influenza. Give special consideration to pregnant women with other medical illnesses 

who could be infected with coronavirus (COVID-19). 

 

2. Clinical Guideline Detail 

4.1. Outpatient management of pregnant and postpartum women with confirmed coronavirus 
(COVID-19) 

The details of all pregnant women with confirmed coronavirus COVID-19 should be entered into the Excel database 

available on the Shared drive to support tracking by the patient’s allocated antenatal care team and/or the COVID-19 

Liaison midwife. The AMUM and Obstetric Team Lead should be advised of any woman in their team who receive a 

positive COVID-19 test result. 

Pregnant women with confirmed coronavirus (COVID-19) who do not require admission will require an increased 

frequency of antenatal care – the woman’s individual circumstances should guide the frequency of contact.  

Pregnant women discharged to home after admission for coronavirus (COVID-19) infection should receive follow-up twice 

weekly via telehealth until fully recovered, and can return to standard antenatal care schedule following recovery. The 

https://coronavirus.wh.org.au/wp-content/uploads/2020/07/C19-Maternity-CG-V4-ENDORSED-21102020.pdf
https://coronavirus.wh.org.au/wp-content/uploads/2020/07/C19-Maternity-CG-V4-ENDORSED-21102020.pdf


 

 
COVID - 19 | Date: 07/09/2021 Version: 2, Author: Maternity Services, Approved by: Jo Said and Kate Cranwell 

COVID-19 Care of the unwell woman during pregnancy, birth and postpartum 

woman’s individual circumstances should guide the appropriate members of the multidisciplinary team to provide follow 

up. 

Postpartum women who have been admitted with coronavirus (COVID-19) infection require follow up in addition to routine 

postnatal care in the home. The woman’s individual circumstances should guide the appropriate members of the 

multidisciplinary team to provide follow up, but should include medical review via telehealth twice a week until fully 

recovered at a minimum.  

4.2 Advice for all pregnant women with confirmed coronavirus (COVID-19) who require 

admission  

All coronavirus (COVID-19) positive pregnant women in the community who require admission for acute care (including 

ANC/day case/MAC) requires consultation with the MFM Fellow or MFM On-Call Consultant. Based on the individual 

clinical scenario, the woman may be referred to Monash Medical Centre under the COVID-19 streaming pathway or 

reviewed at JKWC for assessment.  

4.3 Clinical Presentation of Coronavirus During Pregnancy, Birth and Postpartum  

4.3.1  Antenatal Care of Women with Deterioration in Symptoms  

Where a deterioration in symptoms is identified by the obstetric team as per P-GC4 Recognising and Responding to Acute 

Deterioration, multi-disciplinary planning discussion, ideally involving an obstetric medicine consultant (in conjunction with 

an infectious disease specialist where available), consultant obstetrician, midwife-in-charge and consultant anaesthetist 

responsible for obstetric care should be arranged as soon as possible following admission. Individual assessment must 

consider maternal and fetal condition, gestation and potential for improvement following elective birth.  

The following should be discussed:  

 Evaluation of women presenting with coronavirus should consider potential differential diagnoses – symptoms of 

coronavirus (COVID-19) can overlap with symptoms of pulmonary embolism 

 Consult with MFM Fellow or On-Call MFM Consultant regarding location of care as per Section 4.2.  

 Most appropriate location of care (e.g. intensive care unit, isolation room in infectious disease ward or other 

suitable isolation room) and lead specialty will be obstetrics with multispecialty involvement 

 Consideration of Sunshine Hospitals’ adult and neonatal ICU capability, and whether transfer to another service 

is required.   

 Concerns amongst the team regarding special considerations in pregnancy, particularly the condition of the fetus. 

 The priority must always be the wellbeing of the mother.  

4.3.2  Classification of Disease Severity  

Classification of the severity of coronavirus symptoms assists in prioritising clinical care. Women presenting with 

coronavirus during the later stages of pregnancy, may be more likely to develop critical illness consequently 

gestation should be considered.  

Table 1. Classification of disease severity 

http://inside.wh.org.au/policies-procedures-forms/WHDocuments/Recognising%20and%20Responding%20to%20Acute%20Deterioration.docx
http://inside.wh.org.au/policies-procedures-forms/WHDocuments/Recognising%20and%20Responding%20to%20Acute%20Deterioration.docx
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Mild Illness No clinical features suggestive of moderate or severe disease 

Characteristics: 

- no symptoms 

- or mild upper respiratory tract symptoms 

- or new cough, new myalgia or asthenia without new shortness of breath or a 

reduction in oxygen saturation  

Moderate Illness Stable women presenting with respiratory and/or systemic symptoms or signs: 

- Able to maintain oxygen saturation above 92% (or above 90% for women 

with chronic lung disease) with up to 4L/min oxygen via nasal prongs 

- Prostration severe asthenia, fever >38°C or persistent cough 

- Clinical or radiological signs of lung involvement 

- No clinical or laboratory indicators of clinical severity or respiratory 

impairment 

Severe Illness Women meeting any of the following criteria: 

- Respiratory rate ≥ 30 breaths per minute 

- Oxygen saturation ≤ 92% during rest AND/OR arterial pressure oxygen 

(PaO2)/inspired oxygen fraction (FiO2) ≤ 300 

Critical Illness Women meeting any of the following criteria: 

Respiratory Failure: 

- SpO2 ≤ 90% on oxygen therapy (any amount) 

- Occurrence of severe respiratory failure (PaO2/FiO2 ratio ˂ 200) 

- Respiratory distress or acute respiratory distress syndrome (ARDS) 

- NOTE: this includes patients deteriorating despite advanced forms of 

respiratory support (NIV, HFNO) OR patients requiring mechanical 

ventilation 

OR women requiring mechanical ventilation  

OR other signs of significant deterioration: 

- Hypotension or shock 

- Impairment of consciousness 

- Other organ failure 

4.3.3  Suggested Investigations  

For women admitted with suspected and confirmed coronavirus (COVID-19), the following investigations are suggested 
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On admission Nasopharyngeal swab (only if needed to confirm diagnosis) 

Chest x-ray: consider if symptoms are consistent with coronavirus (COVID-19) 

FBE, LFTs, UEC, ECG 

Arterial blood gas: if requiring oxygen therapy 

Ongoing monitoring CT: not routine, a secondary diagnostic tool for patients with a negative swab but 

ongoing clinical suspicion for coronavirus (COVID-19) 

Venous blood gas 

As indicated Arterial blood gas: for hypoxaemia 

ECG: required if commencing medication that causes QT prolongation 

Blood cultures: if commencing antibiotics, or for ongoing temperature if non-

coronavirus (COVID-19) pathology suspected 

BNP: if clinical picture suggests heart failure 

Troponin: if clinical picture suggests acute coronary syndrome 

 

Note that CXR and/or CT scan can be performed safely in pregnancy as fetal radiation exposure is low. 

Additionally, if the woman has signs of sepsis, investigate and treat but also consider active COVID-19 as a cause of 

sepsis and investigate according to guidance 

4.4 Care for Women in Labour in quarantine, Low-risk Suspected, High-risk Suspected or 
Confirmed COVID-19 

Please refer to the following Quick Reference Guides when caring for a woman with suspected or confirmed COVID-19: 

QRG - COVID-19 Vaginal Birth 

QRG - COVID-19 Caesarean Section 

Consult with MFM Fellow or On-Call MFM Consultant regarding location of care as per Section 4.2. 

Continuous electronic fetal monitoring (CTG) in labour is recommended. COVID-19 has been detected in vaginal 

secretions, and given the lack of data, the use of FSE should be avoided wherever possible  

All women requiring an interpreter should have a consent for caesarean section completed on admission to Birthing in the 

event a caesarean section is required and there is difficulty in accessing interpreters.  

https://coronavirus.wh.org.au/quick-reference-guides/
https://coronavirus.wh.org.au/quick-reference-guides/
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Women in quarantine, low-risk suspected, high-risk suspected or confirmed COVID-19 are NOT for Code Green 

caesarean section (see 7.5.3.1). To mitigate the possible increased maternal and neonatal risk, the following principles 

should be applied in the intrapartum setting: 

 Obstetrician-led labour management, with consideration given to the need for more frequent vaginal 

examinations and/or augmentation of labour 

 Early escalation to Level 3 clinician where a CTG is identified as abnormal 

 Early discussion with the woman and support person where there is concern about fetal compromise 

 Lower threshold for caesarean section where there is concern about fetal compromise 

Fetal scalp blood sampling should not be conducted  

4.4.1  Spontaneous Labour 

When a woman with COVID-19 is admitted to MAC or Birthing, the MIC and On-Call Consultant should be informed 

immediately. The MIC should then notify the Access Manager/Afterhours Manager and Theatre NIC; The Consultant 

should notify the On-Call Consultant Anaesthetist. Where the woman has moderate illness (according to definitions in 

Table 1) the MFM Consultant On-Call should also be notified. Notification to the Operations Manager, Head of Obstetrics, 

Divisional Director and Clinical Services Director will occur through the normal communication channels.  

All women in quarantine, suspected or confirmed COVID-19 should be managed on a Red Care Pathway. 

Epidural analgesia should be recommended before, or early in labour, to women in quarantine, low-risk suspected, high-

risk suspected or confirmed COVID-19 to minimise the need for general anaesthesia if urgent birth is needed. For patients 

with mild respiratory disease, ensure platelet count within 48 hours, for patients with moderate to severe respiratory 

disease (requiring supplemental oxygen), ensure platelet count within 12 hours of request. Second person must be 

available to assist proceduralist. 

Nitrous oxide use for women with suspected or confirmed COVID-19 may be used, it must be performed in a negative 

pressure room, and the disposable breathing system and one-way filter must be single patient use, disposed of as per 

usual practice. A P2/N95 respirator is required for staff. Efforts should be made to minimise the number of staff members 

entering the room including specifying essential personnel for emergency scenarios 

4.4.2 Caesarean Birth 

Women in quarantine, low-risk suspected, high-risk suspected of confirmed COVID-19 should be informed that it may not 

be possible for a support person to be in theatre during the caesarean.  

An N95 mask must be worn by all staff present for a delivery in theatre, due to the risk of aerosolisation should a general 

anaesthetic be required during the procedure. 

4.4.2.1 Elective Caesarean Birth 

In cases where elective caesarean birth cannot safely be delayed, the general advice for services providing care to 

women admitted when affected by suspected/confirmed COVID-19 should be followed. 
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4.4.2.2 Emergency Caesarean Birth 

Obstetric management of caesarean birth should be according to usual practice, noting that where there is concern about 

fetal compromise, obstetric medical staff should have a low threshold for caesarean section to allow for sufficient time for 

all staff present in theatre to don appropriate PPE. 

4.4.2.3 Code Green Caesarean Section 

To allow for all staff present in theatre to don appropriate PPE, Code Green Caesarean Section MUST NOT be utilised for 

women in quarantine, low-risk suspected, high-risk suspected or confirmed COVID19. Refer to section 4.2.1 for 

intrapartum care and management strategies to minimise possible maternal and neonatal risk. 

Where the need for an emergency caesarean section is identified, this should be performed as a Category 1 procedure 

(i.e. target of 30 minutes). 

This information must be provided to the woman and her support person by the duty medical team, including assurance 

that the principles of Best Care will be maintained, and that low threshold for performing a caesarean section would be 

applied should this be clinically indicated. 

All women in quarantine, low-risk suspected, high-risk suspected or confirmed COVID-19 must have clear identification on 

their partogram that they are ‘NOT for Code Green Caesarean’, and documentation in the progress notes that this has 

been explained to the woman and her support person. 

 

 

 

As for elective caesarean birth, an individual assessment should be made regarding the urgency of planned IOL for 

women with mild symptoms and confirmed COVID-19. If IOL cannot safely be delayed, the general advice for care to 

women admitted to hospital when affected by suspected/confirmed COVID-19 must be followed. 

4.5 Oxygen Therapy 

Pregnant women have increased oxygen demands when compared to the non-pregnant population. Consequently, 

women can deteriorate rapidly – close clinical monitoring is crucial. Furthermore, the degree of dyspnoea is not 

necessarily indicative of hypoxia, therefore ensuring monitoring of hypoxaemia and hypoxia via blood gas is important. 

Deterioration typically occurs 5-10 days after onset of illness and consideration of this may inform clinical care. When a 

woman requires supplemental oxygen therapy, the Consultant Obstetrician should discuss the case with the MFM On-Call 

Consultant in case MFM involvement is required for ongoing care including decisions regarding expediting delivery.   

If oxygen saturation (SpO2) <94%: 

 Commence low flow O2 via nasal prongs 1-4L/min: target SpO2 ≥94% 
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 If additional oxygen therapy is required, temporarily use a face mask at 6-10L/min or non-rebreather mask with 

reservoir at 10-15L/min while awaiting urgent medical review 

Urgent clinical review and decision regarding ICU referral (+/- intubation) if:  

 Woman fails to maintain SpO2 ≥94% on 4L/min O2 via NP or  

 Respiratory rate >30 breaths/min  

Oxygen saturation (SpO2) monitoring: 

 Use a continuous oxygen saturation (SpO2) monitoring probe for any woman requiring O2.  

 For all women with coronavirus (COVID-19), who do not require oxygen supplementation, check SpO2 at least 

four-hourly. 

 For any woman on high flow nasal oxygen (HFNO) or continuous positive airway pressure (CPAP), record hourly 

SpO2 (from continuous monitoring)  

 During labour check and record SpO2 hourly.  

 After any increase in oxygen therapy: 

- record hourly SpO2 check for at least 4 hours (from continuous SpO2 monitoring)  

- then 2-hourly for 4 hours  

- then 4-hourly minimum thereafter 

4.6 Venous Thromboembolism (VTE) Prophylaxis  

Pregnant women in general are at an increased risk of VTE. Hospitalised pregnant women with an acute infective illness 

are at even greater risk. Evaluation should consider potential differential diagnoses – symptoms of coronavirus (COVID-

19) may overlap with symptoms of pulmonary embolism. 

Any women admitted with coronavirus (COVID-19) (antepartum or postpartum) should receive routine 

thromboprophylaxis:  

 An exception is if birth is expected within 12 hours  

 Do not administer epidural and spinal injections within 12 hours of administration of thromboprophylaxis. 

Pregnancy All pregnant women admitted to hospital with coronavirus (COVID-19) infection 

should receive at least 14 days of thromboprophylaxis following discharge from 

hospital 

Self-isolation Women self-isolating at home with mild coronavirus (COVID-19) infection should 

only receive thromboprophylaxis if they have additional risk factors for 

thromboembolism. Where additional risk factors are present (e.g. high BMI, 

immobility, dehydration, additional co-morbidities), thromboprophylaxis with 

enoxaparin 40mg daily is recommended (or dose adjusted for women with high 

BMI).  

Postpartum Postpartum women discharged after moderate/severe coronavirus (COVID-19) 

infection should receive four weeks of thromboprophylaxis.  
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If there is high clinical suspicion of a pulmonary embolus (PE), investigate promptly with computed tomography (CT) 

pulmonary angiograph (CTPA) imaging to confirm or exclude the diagnosis. V/VQ scan is not suitable due to risk of 

aerosolisation. A leg ultrasound alone excluding DVT is not sufficient to exclude PE. 

4.7 Fetal Surveillance 

Limited evidence suggests a risk of fetal compromise in pregnancies affected by coronavirus (COVID-19), with the 

possibility of fetal growth restriction (FGR). Ultrasound is generally not required during the acute illness, but may be 

considered if FGR is suspected, and findings determine management plan. Where ultrasound is required for a woman 

with confirmed or suspected coronavirus (COVID-19), this should be performed on the ward (with the ultrasound machine 

transported to the bedside) rather than in the Ultrasound department.  

Pregnant women who are admitted and are > 28 weeks gestation should have a daily CTG performed. 

Women who require >4L oxygen/min should receive continuous CTG monitoring until Consultant review and development 

of a management plan. Ongoing fetal surveillance requirements for women who are admitted to ICU should be made in 

consultation with a MFM Specialist.  

Women who are between 23 weeks and 27+6 weeks gestation should have a twice daily fetal heart rate check.  

4.8 Corticosteroids for Fetal Lung Maturity 

Corticosteroids should be given where birth is considered very likely in the next 7 days and the gestation is < 34+6 weeks. 

If administration of dexamethasone for treatment of coronavirus (COVID-19) is required, additional antenatal 

corticosteroids are not required. Urgent birth should not be delayed for the administration of antenatal corticosteroids.  

Corticosteroids after 34+6 weeks’ gestation (including prior to elective caesarean section) and repeat dose steroids are not 

recommended.  

Consider maternal blood glucose monitoring. Notify the Endocrinology registrar or Endocrinologist prior to administering 

corticosteroids to women who have gestational or pre-existing diabetes. 

4.7 Magnesium Sulfate for Fetal Neuroprotection 

Magnesium should be given where indicated <30 weeks for fetal neuroprotection. However, administration may 

exacerbate respiratory function or worsening renal function. Therefore, the risk-benefit ratio must be carefully considered 

before using magnesium for neuroprotection.  

To reduce the risk of exacerbating respiratory function: 

 Administer a single 4-gram loading dose over 60 minutes (instead of 20-30 minutes) 

 Do not use an ongoing infusion 

 

4.8 Indications for Expediting Birth 
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Current advice is to consider expediting birth for a coronavirus (COVID-19) positive pregnant woman once she requires 

>4L oxygen/min to maintain a target SpO2 ≥ 94% and is at or greater than 28 weeks gestation 

 Between 23 and 28 weeks it may be appropriate to expedite birth, but care must be individualised and 

multidisciplinary counselling involving an MFM Consultant and Neonatologist should be undertaken. 

 When women reach this level of oxygen support, they have been found to be at increased risk of rapid 

respiratory deterioration and delivery can assist with subsequent maternal care. 

 Women should be positioned in the left lateral decubitus position with a > 30-degree tilt to minimise aortocaval 

compression from the gravid uterus. Alternating prone positioning with lateralisation is recommended. 

 In the event that a patient requires ECMO, discuss with the ECMO referral centre, and consider delivery prior to 

transfer or cannulation. 

 If maternal respiratory function is deteriorating, caesarean section is generally the mode of birth necessary. 

 Develop a plan for timing and location of birth with a Consultant Obstetrician in conjunction with an MFM 

Consultant, obstetric medicine physician and ICU team.  

 

4.9 Medications for Treating Coronavirus (COVID-19) in pregnant women 

There are limited treatment options with adequate data to support routine use in pregnant women infected with 

coronavirus (COVID-19). Treatment needs to be considered on a case-by-case basis by a multidisciplinary team 

Dexamethasone For pregnant women requiring oxygen, consider treatment with 6mg 

dexamethasone IV or oral for up to 10 days. Corticosteroids should not be 

prescribed for coronavirus (COVID-19) in pregnant women who do not require 

oxygen, unless otherwise indicated (promoting fetal lung maturity, asthma 

exacerbation, autoimmune disease etc.) Note that if Dexamethasone is required, 

antenatal corticosteroids should not be administered. Discuss with an MFM 

Consultant prior to administration to consider alternative steroid administration e.g. 

Prednisolone 50mg daily for 10 days or Hydrocortisone 50mg 6 hourly for up to 10 

days to limit the fetal exposure to corticosteroids. 

Remdesivir Remdesivir should be considered for immunocompetent confirmed COVID-19 

cases (or close contacts with a pending result) requiring supplemental oxygen 

within the first 7 days of illness. Remdesivir may be given at any point in the illness 

in immunocompromised individuals. (Please refer to the COVID-19 Clinical 

Guidelines for Doctors for full details of eligibility criteria, dosing and how to 

procure remdesivir).  

Tocilizumab and 

REGEN-CoV2 

Disease modifying treatments such as Tocilizumab and REGEN-CoV2 have been 

used in pregnancy. The use of these treatments is considered reasonable, but 

must be discussed with the multidisciplinary team, including an MFM Consultant. 
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Where appropriate, pregnant women should be included in trials of disease 

modifying agents.  

Hydroxychloroquine Hydroxychloroquine is not recommended for treatment of coronavirus (COVID-19) 

Antibiotics Coronavirus (COVID-19) viral pneumonia can be complicated by secondary 

bacterial infection. Consider the addition of antibiotics if there is evidence of 

bacterial infection or additional risk factors including underlying lung disease, 

marked neutrophilia, or need for ICU admission. 

 

5.0 Placenta 

The placenta should be regarded as infectious. Given the information about vertical transmission, placental histopathology 
is recommended. Document the woman’s coronavirus (COVID-19) status and required test on the pathology request: 

 Women with confirmed coronavirus (COVID-19), request histopathology and PCR for SARS-CoV2 
Swabs are not required for viral testing but should still be taken for the appropriate clinical context, for example suspicion 
of bacterial chorioamnionitis.  

 

5.1 Postnatal Care for Women with Suspected or Confirmed COVID-19 

5.1.1 Immediate postnatal care  

Post birth, judicious fluid management is required to avoid postpartum fluid overload. Postnatal care of women with 

suspected or confirmed coronavirus (COVID-19) should include regular assessment of oxygen saturations (at least 4 

hourly in women who do not require supplemental oxygen and continuously in those who require supplemental oxygen). A 

rapid deterioration in respiratory function in the immediate post-partum period has also been reported and may be more 

common than antenatally. 

5.1.2 Postnatal Care of the Neonate 

Refer to Children’s Services DP-GC5 Coronavirus Disease (Covid-19) in Newborns. 

There is limited data to guide the postnatal management of neonates of mothers who tested positive for COVID-19 in the 

third trimester of pregnancy. Immediately following birth, the mother should don a mask and be supported with skin to skin 

contact and breastfeeding, where her neonate is term, healthy and not expected to require admission to Newborn 

Services.  

5.3  Postnatal Home Visits  

All women eligible for a home visit should be screened prior to discharge using the Western Health COVID-19 Outpatient 

Screening Tool (this will also occur prior to each visit via SMS or phone). 

http://inside.wh.org.au/policies-procedures-forms/WHDocuments/Coronavirus%20Disease%20(COVID-19)%20in%20Neonates.doc
https://coronavirus.wh.org.au/quick-reference-guides/
https://coronavirus.wh.org.au/quick-reference-guides/
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Women who are identified as quarantine, low-risk suspected, high-risk suspected or confirmed COVID-19 positive, or who 

have household members who are quarantine, low-risk suspected, high-risk suspected or confirmed to be COVID-19 

positive should receive care at home, with the midwife donning Tier 3 PPE for the visit as per 

https://coronavirus.wh.org.au/ppe/. All other household members should isolate during the visit, and length of face-to-face 

contact should be minimised (i.e. majority of care provided as telephone consult prior to entering the home).  

Refer to Western Health COVID-19 Maternity at Home Care. 

 

3. Abbreviations 

AMUM Associate Midwife Unit Manager 

ANC Antenatal Clinic 

CTG Cardiotocograph 

CTPA  Computed Tomography (CT) Pulmonary Angiogram  

EMR Electronic Medical Record 

FSE Fetal Scalp Electrode 

GBS Group B Streptococcus 

GP General Practitioner 

IOL Induction of Labour 

JKWC Joan Kirner Women’s and Children’s  

MAC Midwifery Assessment Centre 

MGP Maternity Group Practice 

MFM Maternal Fetal Medicine 

MUM Midwife Unit Manager 

NST Newborn Screening Test 

PE Pulmonary Embolus 

PIPER Paediatric Infant Perinatal Emergency Retrieval  

PPE Personal Protective Equipment 

QRG Quick Reference Guide 

SBR Serum Bilirubin 

WH Western Health 
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