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ABSTRACT
Novel  coronavirus  disease  2019  (COVID-19)  pandemic  has  produced  profound  effects  on  the  global  healthcare  systems  including
every  specialty.  Pregnant  women  are  physiologically  immunocompromised  and  may  be  affected  more  by  the  pandemic  than  the
general population. New and unique challenges were encountered by hospitals and healthcare providers (HCPs) related to medical,
surgical and strategic management involved in obstetric care. Data of obstetric patients presenting in labour and delivery unit from
April to July 2020 was studied. In all 533 patients presented, 46 (8.6%) were COVID-19 positive. Overall, 41% cesarean sections were
performed with one mortality and one COVID-19-positive neonate. The challenges faced by HCPs regarding delivery of care and collec-
tive successive measures taken to overcome those challenges as well as challenges faced by patients related to healthcare provision
are also addressed. Strategies adopted for timely intervention to overcome those challenges were implemented for smooth and safe
care to all patients and staff. We believe that planning and preparing proactively is the key to address any pandemic like COVID-19.
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INTRODUCTION

Novel  coronavirus  disease  2019  (COVID-19)  pandemic  has
disrupted health and healthcare systems worldwide. Most coun-
tries have still not recovered from the immediate health effects
imposed  by  this  pandemic  with  increased  mortality  and
morbidity  due  to  severe  acute  respiratory  syndrome coron-
avirus 2 (SARS-CoV-2).

According to UNICEF, five million babies are expected to be born in
Pakistan in 9 months since COVID-19 pandemic declaration.1 With
about  29  million  expected  births  in  South  Asia  during  this
pandemic. Pakistan holds the second place amongst the countries
having the highest number of expected births.1 This means that
new mothers and newborn babies will face the harsh realities of
global containment measures including lockdowns and curfew,
overwhelmed healthcare centres with supply and equipment shor-
tages and lack of sufficient skilled healthcare workers (HCWs).

Correspondence  to:  Dr.  Shazia  Fakhar,  Department  of
Obstetrics  &  Gynecology,  Shifa  International  Hospital,
Islamabad,  Pakistan
E-mail:  drshaziaf@yahoo.com
.....................................................
Received: December 13, 2020;  Revised: January 29, 2021;
Accepted:  May  04,  2021
DOI:  https://doi.org/10.29271/jcpsp.2021.JCPSPCR.CR112

Pregnant population is a vulnerable population, initially thought to
be at increased risk of contracting this virus than the general popu-
lation, but various studies since then have proven otherwise.2 It is
reassuring to know that pregnant women with no underlying condi-
tions do not appear more likely to contract the infection or become
seriously ill than the general population. One study showed similar
COVID-19  severity  in  pregnant  patients  (86.0%  mild  disease,
9.3% severe disease and 4.7% critical disease) to that reported in
non-pregnant  patients.3  However,  increased  severity  of  the
disease  has  been  observed  in  pregnancy  in  women  with  risk
factors including increased body mass index (BMI) >30, age >35
years, BAME (Black, Asian, Ethnic Minority), with comorbidities
like diabetes and hypertension4 or if infection occurs during the
third trimester.5 Vertical transmission is still a controversial topic
as initially most of the swabs taken from the placenta, amniotic
fluid and nasopharyngeal swabs from the newborns were nega-
tive  indicating  no  vertical  transmission.6  However,  there  is
emerging evidence that vertical transmission is possible with the
evidence of presence of IgM antibodies in the newborn babies.7

After delivery, breastfeeding could be a route of transmission but
evidence suggests otherwise, so it is reassuring that the COVID-19
positive mothers can breast-feed their babies while observing
general  precautions.  They  must  be  wearing  a  facemask,  do
frequent hand washing, follow respiratory hygiene and minimal
handling of the baby to reduce chances of transmission of SARS--
CoV-2 to their babies.



Shazia Fakhar,  Irram Asghar,  Muhammad Ashraf,  Ejaz Khan and Sumeyya Azam

JCPSP Case Reports  2021,  Vol.  -1():112-116 S113

Site experience:

As a tertiary care facility,  we faced a huge responsibility  to
provide  best  obstetric  care,  keeping in  view the  safety  and
precautions for both the patients and the HCWs.

Data from Obstetric Department from April to July 2020, showed
considerable rise in the number of COVID-19 positive pregnant
patients, most prominent in the month of June post-Eid-ul-Fitr
festival (Figure 1). Most of the patients were asymptomatic. The
symptomatic patients had mild symptoms and their manage-
ment and mode of delivery was according to the obstetrics indi-
cations (Table I). All patients were conservatively managed and
most had uneventful recovery. However, there was a single
mortality of a 20-week pregnant lady, who had severe throm-
botic thrombocytopenic purpura (TTP). She was managed with
multiple platelet transfusions and plasmapheresis and finally
underwent splenectomy. Unfortunately, she ended up having a
fetal demise followed by maternal death. The cause of her death
was TTP, complicated by superimposed COVID-19. Thus, we
witnessed a single  mortality  in  the past  four  months at  our
facility compared with COVID-19 associated maternal mortality
rate of 5.6 per 100,000 maternities in UK.8 There was a single
COVID-19 positive baby born via normal vaginal delivery to a
COVID-19 positive mother.

Challenges faced and strategies adapted:

This pandemic imposed a lot of challenges to existing institu-
tional  practices  which  warranted  timely  interventions  and
develop new strategies to overcome them. A number of steps
were taken including closure of outpatient departments (OPDs)
and some inpatient areas, discontinuing all elective surgeries
and  procedures,  limiting  entry  and  exit  areas  within  the
hospital, designating triage areas, starting surveillance (pre--
surgical COVID-19 screening), and developing guidelines for
COVID-19 diagnosis,  admission,  exposure  and management
using national and international updated evidence.

Challenges related to the doctors and strategies:

With the rapid spread of COVID-19 across the world including
Pakistan,  there  was  a  sudden  increase  in  the  demand  and
supply of personal protective equipments (PPEs).9 Initially, the
PPEs were used wisely in high alert areas including the desig-
nated Red Zones  (emergency room and critical  care  units).
Labour and delivery unit was also deemed as the vulnerable
area where patients come in emergency and many a times have
to be rushed for delivery or a C-section without knowing their
COVID  status,  provision  of  PPEs  including  N-95  facemasks,
hazmat suits and face shields, was ensured for all HCPs in every
shift.

 Maintaining social  distancing was difficult  among the HCPs
working  within  the  labour  and  delivery  area,  including  the
resting and dining areas within the labor and delivery suites.
Standard operating procedures (SOPs) were rapidly developed

for these areas. All HCPs were advised not to share meals, avoid
clustering in the confined places, avoid travel together and new
designated  rest  rooms  were  identified  to  ensure  social
distancing.

Resident training programme was also compromised during
this period as all  academic classes,  mortality and morbidity
meetings as well as tumor boards, were suspended. OPDs were
closed, elective gynecological surgeries were postponed and
workload plummeted to low levels. However, we resumed our
academic meetings online via zoom application for the cont-
inued training and education of our residents and staff.

Roster adjustment became a cumbersome job due to exposure
of  our  HCPs to  COVID-19 suspected or  positive patient  or  a
family member. This challenge was overcome by dividing the
whole team of doctors into three groups, each working in 1/3
roster for a week followed by rest period of 2 weeks to ensure
quarantine time for the symptoms to appear.

Mental health became an emerging issue during this pandemic.
For all the HCPs, including doctors and nursing staff, it was one
of the biggest challenges as most developed severe anxiety and
fear of getting infected by the virus and taking infection back
home to their  families and loved ones.  Education regarding
emerging new situations, teaching them how to protect them-
selves,  counseling them timely,  building their  confidence in
those  difficult  times  was  a  great  challenge  faced  by  all  the
doctors especially in the high alert zones. The news from the
social media regarding the rising numbers, continued exposure
and deaths of the fellow doctors across Pakistan added to this
stress.  Uncertainty  at  national  and  international  levels,
regarding many aspects of the disease, further aggravated the
situation. Family and the peer pressure on HCPs led to many of
them  quitting  their  jobs.  To  deal  with  these  psychological
strains, virtual seminars and sessions were arranged in collabo-
ration  with  Employee  Health  Clinic.  Live  sessions  were
conducted by the qualified team of psychologists and psychia-
trists who were actively involved in promoting these sessions
and conducting face-to-face consultations.

As antenatal care is an ongoing process, it was very important to
give standard care to pregnant patients while minimising the
exposure  to  the  HCPs.  To  facilitate  this,  we  adopted
telemedicine clinics and hybrid clinics for those patients who
needed any medical advice or needed to be seen by the consul-
tant in person accordingly.8

Making a strategy for the HCPs post-exposure to a COVID-19
suspected or positive patient was a great challenge for which
standard protocols were laid down. Post-exposure measures
included contact tracing, immediate disinfection of the area by
involving the infection control team, immediate reporting to the
employee  health  clinic,  quarantine  of  the  exposed  HCWs
according to their risk assessment, adjustment of the rosters,
taking care of their mental health, monitoring, follow-up and
formulation of back-to-work policy.
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Table I: Frequency and percentage for outcome of COVID-19 positive cases from April to July 2020 in Obstetrics & Gynecology Department of
the Hospital.

 
Total

COVID
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COVID
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cases

Symptom--atic
cases

Asymptom-
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Conservative
management

Spontaneous
vaginal
delivery
(SVD)

Elective
lower

uterine
segment
C-section

(LSCS)

Emergency
LSCS

ICU
admissions Discharges

COVID
positive
babies

April
2020 73 0 NA NA NA NA NA NA NA NA NA

May
2020 113 10

(8.8%)
3

(2.6%)
7

(6.2%) 0 7
(6.2%) 0 3

(2.6%) 0 113
(100%)

1
(0.8%)

June
2020 190 19

(10%)
5

(2.6%)
14

(7.3%)
6

(3.1%)
5

(2.6%)
6

(3.1%)
2

(1.1%)
1

(1.1%)
189

(99.47%) 0

July
2020 157 17

(10.2%) 0 17
(10.2%)

1
(0.6%)

8
(3.7%)

3
(1.9%)

5
(0.63%) 0 157

(100%) 0

Figure 1: Frequency of COVID-19 positive and negative cases from
April  to July 2020, in Obstetrics & Gynecology Department of the
Hospital.

Figure 2: Transparent partition screen.

Challenges and strategies for doctor-patient interac-
tions:

There were certain challenges faced by the doctors in rela-
tion to patients. Most common was non-adherence to the
SOPs  as  many  patients  and  their  attendants  were  not
compliant. Provision of masks was made mandatory at the
entrance of the hospital for all the patients and their atten-
dants entering the hospital premises.

Initially,  most  patients  failed  to  divulge  their  symptoms,
contact  and  travel  history  or  COVID-19  status.  This  was
partly because of the fear of being put in government quar-
antine centres or the social stigmatisation that became so

common. Detailed and targeted history questionnaire was
evolved to avoid missing cases in the triage areas.

In OPD, we developed telemedicine clinics where tele-consul-
tations were done via  a  video link at  the convenience of
patient’s home, thus minimizing exposure of the patient and
HCWs.

Hybrid clinics were established for those patients who needed
to be seen physically by the consultants. In order to minimise
exposure, patient’s history was taken on video or phone links
followed by examination in a separate room with full PPEs.
However, it created a new problem when large number of
patients started seeking hybrid appointments and coming in
the clinics in clusters where maintaining social distancing in
the waiting areas was compromised. This was addressed by a
strict check on unnecessary appointments and hybrid appoint-
ments were given only on the request of the consultants to
those patients who really needed in-person consultation. Rest
of the consultations was done on telemedicine.

All the pre-surgery assessments were done on the outpatient
basis  via  telemedicine,  especially  anesthesia  assessment.
COVID-19 PCR testing was made mandatory for all urgent
surgeries  and  induction  of  labor  planned  at  term.  This
strategy proved to be very useful as it gave confidence and
support to the HCPs as well.

Lengthy  turnaround  time  (TAT)  for  COVID-19  PCR  test
reports  was  another  challenge.  This  was  solved  by
increasing the number of slots and batches per day thus
decreasing  TATs  significantly  to  five  hours  only.  This
strategy not only remarkably expedited medical care and
disposition  of  the  patients  according  to  their  COVID-19
status but also minimized exposure of our HCPs.

Meticulous work was done by the Obstetric Department in
collaboration with administration in evolving protocols  for
patient  admission and disposition.  In  case of  emergency,
where COVID-19 status was undetermined, nasopharyngeal
swab for COVID-19 PCR was taken, patient was kept in isola-
tion room and delivery was done in  designated negative
pressure  delivery  suites  or  operated  upon  in  designated
negative  pressure  operating  rooms,  according  to  their
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obstetric needs.10 Post-procedure such patients were shifted
to the designated isolated rooms or to what was called the
clinical decision unit till their results were confirmed. In case
of positive result, the patient was shifted to designated nega-
tive pressure COVID-19 Unit, evaluated and treated in consul-
tation  with  other  disciplines  including  infectious  diseases
and critical care, if needed. Those who had negative results
were  shifted  to  the  regular  floors  for  routine  care.  Most  of
these patients were treated by our multidisciplinary teams.

Proper  sampling  of  COVID-19  PCR  nasopharyngeal  swab
training was given to all doctors and paramedical staff. Simi-
larly,  donning  and  doffing  drills  were  conducted  for  HCPs.
We divided our labour room into COVID-19 negative area
and COVID-19 suspects area. Separate delivery suites were
designated for the COVID-negative patients who were deliv-
ered in positive pressure rooms. Patients highly suspected of
having a COVID-19 infection or COVID-19-positive patients
were delivered in negative pressure delivery suites. In order
to  minimize  the  staff  exposure  to  COVID-19-positive
patients, designated doctor and nurse were assigned in the
delivery room for labor monitoring and delivery and early
discharge was adopted as a general policy. A separate room
was used for the neonatal team to receive the neonates of
COVID-19-positive mothers in order to minimize the expo-
sure of the neonatal team.

As the risk of aerosol infection was highest during parturi-
tion, a transparent screen was designed by our bio-medical
department which had a water impermeable plastic curtain
(Figure 2).  Its mounting stands have adjustable height to
ensure a physical barrier between the HCPs and the patient
during delivery to minimize exposure.

Transfer of COVID-19-positive patients within the hospital for
diagnostics  like  ultrasonography (USG),  computed tomog-
raphy (CT) or magnetic resonance imaging (MRI) or to oper-
ating rooms was a tedious job. An organised pathway was
designed in which the patient was transferred through desig-
nated corridors with the help of a designated team which
included a HCP, a security guard in front to clear the path to
avoid unnecessary contacts and a sanitary worker behind
disinfecting the area, cleaning the elevator knobs and door
handles promptly to minimize the spread of infection within
the hospital.

Breaking bad news to the patient of being COVID-19 posi-
tive,  triggered denial  from the patients as most  of  them
were  asymptomatic  and  they  wanted  to  leave  hospital
against  medical  advice  immediately.  Such  patients  were
dealt with immediate and meticulous counseling by the resi-
dents and consultants.

To  maintain  the  social  distancing  and  decreasing  the
number of visitors to hospital, policy of “single and same
attendant” with the patients was strictly enforced.

Being a tertiary care hospital, we used to accept referrals
and non-booked patients from our twin cities and beyond
including distant referrals. However, with increased influx of
COVID-19 positive patients, a hospital policy was made to
discontinue this practice so as not to overwhelm our existing
bed capacity and to cater to only our booked patients unless
there was a dire emergency to the mother or the fetus.

Plan of continuity of care for COVID-19 positive antenatal
patients, requiring Elective Cesarean Sections, Elective/Ur-
gent gynecological surgeries and return of COVID positive
patients seeking medical care after being in quarantine was
another  challenge.  Currently,  elective  gynecological  surg-
eries were deferred for the COVID-19 positive patients till
their PCR was negative.

Challenges faced by the patients and strategies:

The biggest challenge faced by the patients was an unneces-
sary increase in cesarean section rate due to this pandemic.
Although studies  have shown that  the number of  critical
pregnant patients has been very low. One study found 4.7%
of critical patients among all pregnant women but there has
been a substantial increase in cesarean section rate to 59%4 

to  92%.11

Here at this facility, we are ensuring quality care, respecting
the  birth  choices  of  the  pregnant  women  as  much  as
possible and decisions for cesarean sections are made solely
on clinical grounds and obstetric indications. We observed
an  overall  cesarean  section  rate  of  41%  during  this
pandemic  with  19.5%  elective  and  21.7%  emergency
cesarean sections performed.

Understandably, most pregnant women were very anxious at
this  very  unusual  time  due  to  concerns  regarding  their
health and well-being of their babies, access and availability
of  their  HCPs.  To  address  this  issue,  administration
organised a series of webinars accessible to not only HCPs
but also to general public. Qualified obstetricians, gynecolo-
gists,  anesthesiologists,  pediatricians,  and  infectious
diseases specialists shared their experiences and strategies
to  deal  with  pregnant  population  and  their  queries  and
concerns were addressed in live sessions. The main focus
was to allay their fears about the disease, and to inform
them about safety measures that were in place where safe
obstetric care could be provided and access to continuity of
care  through  telemedicine.  Our  media  department  made
awareness videos and pamphlets about the disease and the
precautions being in place within the hospital setting to mini-
mize infection.

World  Health  Organization  (WHO)  has  praised  Pakistan’s
handling of the COVID-19 pandemic with effective strategies
devised by the government of Pakistan as among one of the
seven countries that world needs to learn from to deal with
the pandemics like COVID-19.12
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We strongly believe that planning and preparing proactively
is  the  key  to  address  any  pandemic  like  COVID-19.
Addressing  specific  issues  in  obstetric  care  about  safety,
diagnosis, management and follow-up care through guide-
lines, SOPs and easy accessibility, are keys to gain trust of
our patients for optimal care and outcome.
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