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A high-risk delivery patient with COVID-19
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In this article we present the patient care pathway for a
woman with a twin pregnancy who was confirmed with
SARS-CoV-2 infection a short time before the birth.

A multiparous patient with a twin pregnancy in cephalic/breech presentation at 37
weeks gestation was admitted for induction of labour. While asymptomatic at
admission, she developed a sore throat on her third inpatient day. She was isolated with
contact and droplet precautions and tested positive for SARS-CoV-2. Examination
detected mild disease, with only transient hypoxia that responded to nasal-cannula
oxygen. Her induction continued as planned. Internal monitoring, epidural anaesthesia
and treatment with fluids, antibiotics and oxytocin were required during labour. Due to
signs of fetal distress at delivery, the first twin was delivered by vacuum extraction, the
second by breech extraction. Both babies were healthy and roomed with their mother
until discharge on day three postpartum.

Norwegian guidelines recommend vaginal delivery for COVID-19 patients without
obstetric or maternal contraindications. Management requires planning and training,
and good communication between personnel and departments.

Patient care involved several departments and personnel groups. No hospital personnel
were infected.

A multiparous patient in her thirties with a twin pregnancy was admitted in early April
2020 for induction of labour with a balloon catheter and misoprostol in gestational
week 38, due to uncertain chorionicity. The pregnancy had been uncomplicated and
with a steady fetal growth rate. Twin 1 was in the cephalic position and twin 2 in the
breech position. The woman had no symptoms of COVID-19 on admission.

On the third day of induction, she developed a sore throat with no fever. Isolation with
droplet precautions (1) was introduced and she tested positive for SARS-CoV-2. Due to
the need for close obstetric follow-up, induction was continued in the delivery room
previously prepared for COVID-19 patients. The patient's husband was permitted to be
present.

Because twin 1 showed signs of fetal distress, amniotomy was performed on the same
evening with insertion of STAN (internal cardiotocography (CTG) with ST analysis)
for closer monitoring. Incipient chorioamnionitis could not be excluded, and penicillin
was administered intravenously. There was transient pathological CTG and STAN with
poor signal quality, and fetal scalp lactate was 2.8 mmol/l (reference range <

4.2 mmol/l). A tocolytic drug (atosiban) and intravenous fluid were administered, and
maternal position was changed. CTG normalised, and epidural analgesia was initiated.
The ONEWS (Obstetric Norwegian Early Warning System) score (2), measured hourly,
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was predominantly normal, with the exception of tachycardia of approximately100
beats/min. Before active labour, the patient showed a drop in SaO» to 92 % (= 95 %),
but this was normalised by means of O by nasal cannula (1-2 I/min). During labour
she had only a slight dry cough and no further need for oxygen therapy.

After seven hours of active labour, oxytocin stimulation was initiated. When the patient
was fully dilated, twin 1was found to have a pathological fetal heart rate pattern while
twin 2 had mild tachycardia. Twin 1 was delivered by vacuum extraction on the
indication of possible fetal distress. Apgar score was 9—10-10 and pH in the umbilical
artery was 7.2 (7.05-7.38). Twin 2 had bradycardia (< 80 beats/min, > 3 min) and was
delivered six minutes later by breech extraction. Apgar score was 7-9-10 and pH 7.18.

The mother and infants were moved to the COVID-19 ward of the internal medicine
department, with post-partum care provided by postnatal ward personnel. The woman
was asthenic but had no other pronounced symptoms. Penicillin was continued as
prophylaxis during her hospitalisation. She was discharged three days after the birth.
The twins were healthy throughout the neonatal course, and the woman was
asymptomatic ten days after delivery. The patient's husband and older children also had
upper respiratory symptoms, but did not meet the criteria for SARS-CoV-2 testing at
the time in question. Fourteen hospital staff members were quarantined for two weeks
due to contact with the patient. None had a confirmed case of the infection.

Discussion

Like most patients with COVID-19, the majority of pregnant women have mild
symptoms (3, 4, 6). A meta-analysis showed that sore throat was an unusual
presentation (5/35), whereas fever (48 %) and dry cough (46 %) were more frequent
(7). In a study from maternity wards in New York, a number of intrapartum women
developed symptoms following admission (3). Women who are hospitalised pre- and
intrapartum generally come into contact with numerous hospital staff. We therefore
believe that a low threshold for isolation and testing is necessary to avoid the spread of
infection.

It is essential to avoid unnecessary caesarean sections. A review of the first published
cases of COVID-19 in pregnancy shows that 46 of 48 deliveries were by caesarean
section, with no described indication (7). It may be speculated that patient treatment in
the early phase was influenced by experience from other pandemics. For example,
coronavirus infections such as SARS-CoV and MERS-CoV have a significantly higher
maternal morbidity rate (4). Caesarean section may also have been chosen in order to
reduce the risk of infection in the child, since it has been observed that the Zika and
HIV virus can be transmitted from mother to fetus during pregnancy and birth (5).
Norway has a low caesarean section rate compared with other countries, and the
pandemic arrived later here. We were therefore able to learn from the reported
experiences of others. The Norwegian Society of Gynecology and Obstetrics and the
WHO recommend vaginal delivery for COVID-19 patients; caesarean section should
be performed on maternal or obstetric indication (1).

Pregnant women with COVID-19 appear to have an elevated risk of premature rupture
of membranes, premature birth and signs of fetal distress (7, 8). SARS-CoV-2 has not
been detected in vaginal secretions to date, and studies of neonates in a UK national
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cohort study confirm that infection prior to or during labour is rare (4). The Norwegian
guidelines recommend continuous fetal monitoring during labour. It is considered safe
to use internal CTG recording and scalp lactate measurement to ensure proper
monitoring (1). The Norwegian Society of Pediatricians, the WHO and the Norwegian
Institute of Public Health recommend that asymptomatic neonates be kept in isolation
together with their SARS-CoV-2-positive mother, unless she is seriously ill (9, 10).

Good preparation is crucial to ensure appropriate treatment and minimise the risk of
infection (10, 11). In the absence of delivery rooms with a sluice, we have dedicated
one in five delivery rooms and two patient rooms to COVID-19 patients. A separate
neonatal resuscitation room for infected patients has also been established. Planning
and cooperation with other departments is essential (10, 11). Treatment of the patient in
this case report required cooperation between the maternity ward and the departments
of internal medicine, anaesthesiology, surgery and paediatrics. In order to ensure
emergency communication with the department of paediatrics and the department of
anaesthesiology/surgery, the maternity ward has installed separate alarm buttons for
COVID-19 patients. Electronic transmission of CTG/STAN recordings and telephone
communication with the midwife enable close follow-up in spite of isolation measures.
The delivery team found good communication and discussion of emergency scenarios
to be essential to being able to adhere to infection control protocols during the birth.

Appropriate patient treatment during a pandemic requires targeted training of
healthcare personnel (10, 11). More than 140 staff members in the maternity ward and
neonatal ward in Kristiansand had undergone theoretical and practical training in
infection control procedures early in the coronavirus crisis. Flowcharts, procedures, a
training film and information folders were prepared. Many staff members have since
expressed that this provided security in a high-pressure situation.

The patient and the father of the child have consented to the publication of this article.
The article has been peer reviewed.
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