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Disclaimer for the Committee Opinion 
 
Within this Committee Opinion, the members of the Infectious Diseases Committee of the SOGC have 
attempted to provide general guidance principles for the management of COVID-19 in the pregnant 
patient. Owing to the diversity of epidemiology of COVID-19 across jurisdictions at any point in time, the 
adaptation of these principles will vary greatly for individual providers within the context of their current 
infrastructure and resources. We acknowledge that some providers will still have specific questions that 
are beyond the scope of these guidelines and we encourage you to consult with local experts if possible, 
and look at national, regional and institutional resources for up-to-date information on testing and 
infection prevention protocols. https://www.canada.ca/en/public-health/services/diseases/2019-novel-
coronavirus-infection.html 
  

Background: COVID-19 Illness 

In December 2019, a novel coronavirus, eventually termed severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2), was identified in Wuhan, China. By March 2020, Canada had detected 
several dozen cases, most of them in returning international travellers or their close contacts.1  The 
clinical presentation of infection with SARS-CoV-2 is commonly referred to as COVID-19. By early April 
over 22,000 cases had been detected nationally, with the majority having been acquired through 
community spread.2   As of Nov 20, 2020, COVID-19 has infected more than 315,751 people in Canada 
and resulted in 11,265 deaths, according to the Public Health Agency of Canada. Given that pneumonia, 
sepsis and multi-organ failure are important causes of maternal morbidity and mortality with this 
disease, the emergence and global spread of COVID-19 has raised concerns about the implications of 
this outbreak for pregnant individuals and their fetuses. Patients are looking to their pregnancy care 
providers for information and guidance on how to prevent or manage infection with COVID-19. 
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Background: Respiratory Illness in Pregnancy 
 
Due to physiologic changes that occur in pregnancy, when compared with their non-pregnant 
counterparts, pregnant patients with lower respiratory tract infections historically experience worse 
outcomes, including higher rates of hospital and intensive care unit admission.3  Since 2002, there have 
been two other global outbreaks of highly pathogenic coronaviruses: severe acute respiratory syndrome 
(SARS) and Middle East respiratory syndrome (MERS). The literature on SARS and MERS in pregnancy are 
limited to a handful of case reports and series.4-9  Many of these cases involved severe morbidity 
including the need for intensive care and cardiorespiratory support and associated mortality. The only 
published case-control study showed that pregnant individuals with SARS experienced worse outcomes 
than non-pregnant peers of similar age.10  As well, stillbirth, intrauterine growth restriction, and preterm 
birth have been reported in pregnancies affected by SARS and MERS in the second and third trimesters.4, 

9  It is important to note, however, that a number of pregnancies had good outcomes despite maternal 
infection with SARS or MERS,6-8  with adverse outcomes largely related to the severity of maternal 
respiratory compromise. 
 
Pregnancy as a Risk Factor for COVID-19 Morbidity 
 
The reported case-fatality rate for the general population infected with COVID-19 is lower than that of 
either SARS or MERS.3  Evaluation is ongoing to determine whether there are any specific effects of 
COVID-19 on pregnant individuals and their fetuses, but recent data from outcomes in Canada can help 
inform. To date,there have been over 1600 pregnant patients in Canada diagnosed with COVID-19. An 
ongoing case count is updated regularly and can be accessed at: 
https://ridprogram.med.ubc.ca/cancovid-preg/.11 Early data suggested that, in general, most pregnant 
women who acquired COVID-19 in pregnancy experience mild to moderate symptoms and have a good 
prognosis but data on adverse outcomes is evolving.12  The rate of Canadian pregnant women infected 
with COVID-19 who are asymptomatic will be available in early 2021 to help inform the frequency of 
asymptomatic infection but to date this has been quite common.13  What has been consistently 
reported, is that similar to the general population, comorbidities including advanced maternal age (>35 
years), obesity, pre-existing diabetes mellitus and hypertension put pregnant women at increased risk of 
severe COVID-19 disease, including ICU admission and need for mechanical ventilation.14-16 These 
medical comorbidities are strongly tied to the social determinants of health.17  Emerging disaggregated 
data show that communities of colour, and people living in poorer neighbourhoods are experiencing 
disproportionately higher rates of COVID-19 infection, severe disease, and mortality.14, 18-20    
 
COVID-19 Outcomes in Obstetrical Populations 
 
Reports to date internationally14-16, 21, 22 suggest that the proportion of pregnant women with severe or 
critical illness ranges from 5% to 31%, however comparison between regions is challenging due to the lack 
of standardized definitions for disease severity. This is being rectified with a global effort towards data 

https://ridprogram.med.ubc.ca/cancovid-preg/


 

harmonization. A meta-analysis of 77 studies reporting on pregnant women infected with COVID-19 found 
that the proportion requiring ICU admission was approximately 4%, need for invasive ventilation was 3%, 
need for extracorporeal oxygenation was 0.4%, and maternal mortality occurred for 0.1% of cases.12 This 
review identified that, compared to non-pregnant women of the same age, pregnant women have an 
elevated risk for ICU admission (RR 1.62, 95% CI 1.33-1.96) and mechanical ventilation (RR 1.88, 95% CI 
1.36-2.60), but the risk of death was not different (RR 0.81, 95% CI 0.49-1.33). However, interim Canadian 
data from a 3 province analysis of population outcomes in pregnancy reveals that hospitalization and ICU 
admission are both increased in pregnant women over non-pregnant women by a wider margin.11 The 
rate of hospitalization was 11% and the rate of ICU admission was 2.3% (Table 1).  
 
 
 
Table 1: COVID-19 in Pregnancy; Canadian Interim Data n = 353* 
 

COVID-19 Outcome Cases Percent 

Hospitalization 39  11%  

Oxygen Supplementation 8 2.3% 

ICU Admission  8  2.3% 

Mechanical Ventilation  <6 N/A  

Coagulopathy <6 N/A 

Mortality   0  0 

*Interim Canadian data reflects ON, BC and AB cases March 1, 2020 - Sept 30, 2020 
**National data as of Dec 2/20 
 
Obstetrical Outcomes in COVID-19 Positive Cases 
 
Overall, pregnancy outcomes among the reported cases have been largely good.6, 23-43 Spontaneous and 
iatrogenic preterm labour have been the most reported adverse pregnancy outcomes among patients 
with COVID-19. Rates of preterm birth (before 37 weeks gestation) as high as 30% were reported from 
early cohorts,14, 44 however more recent review studies estimate a more reassuring 15% incidence.12  In 
the interim Canadian data (Table 2)11 the rate of preterm birth was 15% which is approximately 2 fold the 
background rate in the population. While comparison of perinatal outcomes between jurisdictions is 
limited by the same challenges as for maternal outcomes, most authors agree that pregnancy outcomes 
may be associated with the severity of maternal infection.35, 44 Obstetrical intervention and timing of 
delivery to optimize outcome must be carefully considered.  At present there are inadequate data to 
recommend for or against induction of labour with a diagnosis of mild COVID-19 at term.  While expectant 
management may result in an emergent delivery in the setting of acute antenatal decompensation,45 case 
reports demonstrate patients with an initially mild presentation suffering sudden deterioration in the 



 

immediate postpartum period, presumed to be secondary to parturition.46 Delivery planning should be 
assessed on an individual basis with a multidisciplinary team. 
 
Table 2: Obstetrical Outcomes in COVID-19; Canadian Interim Data n = 353* 
 

Pregnancy Outcome Outcome / Reported Percent 

Live Birth 295 / 311    95%** 

Preterm Birth 50 / 344 15% 

Caesarean Section 98 / 294 33% 

Neonatal Intensive Care  47 / 305 15% 

5 Minute Apgar ≥7 287 / 293 98% 

*Interim Canadian data reflects ON, BC and AB cases March 1, 2020 - Sept 30, 2020 
**Non-live birth includes spontaneous and therapeutic abortions, and stillbirth 
 
 
 
Transmission Routes 
 
Although the literature around aerosol generation and the role of different aerosol size in transmission 
continues to evolve, based on the best evidence to date the primary mode of transmission of COVID-19 
appears to be droplet and contact type spread, requiring close prolonged contact with infectious 
individuals. The transmission of COVID-19 does not appear to be in keeping with other airborne viruses 
such as measles and the secondary attack rate in hospitals is low at 0.7%.47  While there are rare 
circumstances where the airborne transmission of virus may have occurred, these have been in crowded 
circumstances with poor ventilation outside of healthcare settings,48-50 which have extensive engineering 
and other controls to prevent transmission. The risk of ‘airborne’ transmission from aerosols in health 
care continues to be from Aerosol Generating Medical Procedures (AGMP) and presently there is 
inadequate evidence that any stage of pregnancy, labour and delivery is an AGMP. Given this providers 
may choose their personal protective equipment based on local guidance and comfort. 
 
 
Vertical Transmission 
 
The available case literature for COVID-19 in pregnancy suggests that, similar to findings related to SARS-
CoV-1 and MERS, vertical transmission is uncommon and teratogenicity has not been observed to date.23-

30, 32, 34-37, 39-43  However, data concerning COVID-19 infection during the first trimester, when 
embryogenesis occurs, are limited, so risk of congenital anomaly associated with COVID-19 cannot yet be 
excluded. While the potential for vertical transmission is a topic of great concern, universally accepted 
definitions which clearly delineate in utero infection versus environmental contamination do not yet exist. 



 

For example, a small number of cases have reported findings suggestive of vertical transmission but only 
a few of these have included convincing evidence such as a positive newborn nasopharyngeal PCR 
(polymerase chain reaction) within the first 24 hours of life.51-54  Where newborn testing is performed 
beyond 24 hours, the possibility of horizontal transmission cannot be excluded and as such, the origin of 
infection as occurring in utero is less compelling. The complexity of interpreting neonatal serologic status 
also lends confusion to the diagnosis of vertical transmission with the use of tests known to have high 
false-positive rates.  Until widespread, reliable serologic assays are available, these findings should be 
interpreted with caution. There may be an association between severe maternal illness and vertical 
transmission, as highlighted in a recent Canadian case in which both the mother and newborn had a 
known immunologic disorder leading to increased susceptibility to infection.55 The majority of studies, 
however, reflect a large number of reassuring pregnancy outcomes with negative PCR testing of both the 
newborn in the first hours of life and all other products of conception.24, 25  Estimating the burden of and 
risk factors for vertical transmission of COVID-19 is an important priority for the CANCOVID-Preg study, 
but to date it is considered very rare. 
 
Horizontal Transmission: Newborn Risk    
 
Estimating the risk of newborn infection related to cohorting infants with their mothers remains unclear 
and controversial. As this is a droplet and contact transmitted virus, extrapolation has been made from 
the outcomes from similarly transmitted infections (influenza, H1N1, SARS), where mothers and infants 
have safely roomed-in together provided maternal health is adequate for newborn care and infant health 
does not require neonatal ward admission.56 Transmission of SARS-CoV-2 antibodies via breast milk has 
been documented, however, the protective benefits are not yet clear.57 Guidelines from China58 and the 
USA59 however, recommend immediate separation of mother and infant, whereas FIGO,60 the WHO,61 
RCOG62  and the Italian COVID-19 Obstetrics Task Force22 all recommend preserving the mother-infant 
dyad with use of a maternal mask, hand hygiene, and cleansing the breast if applicable, with all newborn 
contact. These represent two very disparate interpretations of the same body of literature. Given the 
general benefits of breastfeeding for maternal mental health and infant thriving,63-65 and specific evidence 
that it helps prevent newborn respiratory infection,41 taken with the generally mild disease seen in the 
paediatric population, we recommend rooming-in and breastfeeding within the first hour of life  as per 
maternal values.  
 
Interim Canadian data reflect 98% of newborns were assessed for Apgar >7 at 5 minutes, 85% of normal 
birthweight, with 15.4% admitted to neonatal intensive care - in keeping with a 15% preterm birth rate.  
Infant testing at birth is incompletely reported, but 80.4% of newborns delivered of COVID-associated 
pregnancies had negative testing, with <6 infants positive.11    
 
Based on our current understanding of the global outbreak, the following points represent our 
understanding of COVID-19 in pregnancy with specific recommendations for antepartum, intrapartum 
and postpartum care. Contact with healthcare workers should be minimized and hospital stay should 
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include a prompt discharge plan.66  Across all periods of pregnancy, care is required to avoid 
stigmatization and to ensure that patients feel welcome in their care environment. Providers should 
continue to deliver standard of care for obstetrical management regardless of a patient’s COVID-19 
status. Use of virtual means may facilitate engagement in care during the infectious period, but if in-
person care is medically indicated, it should not be delayed.   
 
Antepartum Care 
 

● Obstetrical patients with respiratory symptoms should be asked to wear a surgical mask 
immediately upon presentation to a healthcare facility if they are able to tolerate it.  

● Pregnant patients suspected of having or having been exposed to COVID-19 should be triaged 
quickly, given a mask to wear, and transferred to a single-occupancy room as quickly as possible. 

● Testing should be performed as per local guidelines and recommendations. Pregnancy does not 
appear to alter test performance.    

● Expectant management at home may be appropriate for many pregnant patients, however 
given the increase in adverse outcomes, close virtual follow-up should be instituted to permit 
rapid admission should clinical condition worsen. For those requiring admission, droplet and 
contact infection precautions are adequate.  

● Medically indicated obstetrical or medical visits need to be accommodated with appropriate 
infection control measures.  

● The use of N95 respirators is indicated for aerosol-generating medical procedures (e.g., 
intubation) in the setting of suspected or known COVID-19 infection not yet declared recovered 
by public health authorities. The duration and discontinuation of precautions should be 
determined in accordance with Public Health Agency of Canada guidelines,38  and provincial and 
territorial guidance.  

● Health care providers can consider empiric antibiotic therapy for superimposed bacterial 
pneumonia in pregnant patients with confirmed COVID-19 infection or severe respiratory 
disease. First-line antibiotics are oral amoxicillin for stable patients and ceftriaxone for severe 
disease, based on general recommendations for the management of pneumonia.   

● For maternal surveillance, close monitoring or initiation of an obstetrical early warning system is 
appropriate.   

● Initiation of antepartum corticosteroids for fetal maturation is recommended as per current 
guideline67 if preterm delivery is anticipated based on maternal condition.39  

● Initiation of corticosteroid therapy for maternal benefit should be initiated in cases of severe 
infection to reduce the risk of COVID-19 associated mortality. Standard of care for adults 
severely affected by COVID-19 would be dexamethasone 6 mg daily for up to 10 days.a  

● Given that the impacts on the placenta are still unknown, women convalescing from COVID-19 
should be instructed to monitor for fetal movements (where appropriate based on gestational 
age) and decreased fetal movement should be assessed as per standard care.   



 

● Antepartum fetal surveillance of confirmed cases of COVID-19 should occur monthly and include 
fetal ultrasound assessment for growth and anatomy.  
 

aEfforts to reduce mortality across populations include steroid therapy, demonstrated to be effective in the 
RECOVERY trial.  A ten-day course of dexamethasone has been shown to significantly decrease mortality 
for patients  on supplemental oxygen  (RR 0.80 [0.67 to 0.96]; p = 0.0021) or on mechanical ventilation (RR 
0.65 [95% confidence interval 0.48 to 0.88]; p = 0.0003).68 This pan-national study included an alternate 
regimen (V7.0 item 2.4.1)  in pregnancy, with steroids less likely to cross the placenta, in order to minimize 
fetal impact of prolonged corticosteroid exposure, and to minimize lactation inhibition seen with 
dexamethasone.69 They advised prednisolone or hydrocortisone instead, while authors of the Green 
Journal recommended methylprednisolone for similar reasons.70  However, to date, very little is known 
about the impact of any of these medications in COVID-19 affected pregnancy due to limited inclusion in 
clinical trials.  Where both maternal and fetal needs indicate for steroid therapy (e.g. maternal oxygen 
saturation <95% requiring supplementation and premature fetal viability), dexamethasone should be 
considered the drug of choice for a routine two-day course.  The remaining eight-day interval of maternal 
therapy (or 10 day previable/term/postpartum course) should be prescribed in balance between 
unintended fetal effects and severity of presentation, determined by a multidisciplinary team. While 
prednisolone, methylprednisolone and hydrocortisone have minimal placental passage, they performed 
slightly less well than dexamethasone in the RECOVERY Trial.  
  

Intrapartum Care 

● Droplet and contact precautions should be used, including wearing a surgical mask with eye 
protection, a gown, and gloves.  

● Use of N95 respirators should be reserved for aerosol-generating procedures (e.g., intubation) in 
the setting of suspected or known COVID-19 infection not yet declared recovered by public 
health authorities.  

● In the event of precipitous birth, with insufficient time to screen and determine COVID status or 
risk adequately, it is safest to presume exposure until such time as screening can be completed. 

● Health care personnel in the room should be minimized. 
● It is advisable to limit the presence of symptomatic family and household contacts in the 

delivery suite and visitation should be permitted in accordance with locally developed infection 
prevention and control protocols.   

● Intrapartum fetal monitoring in the form of EFM should be considered given evidence showing 
fetal distress during labour.   

● Cesarean delivery should be reserved for obstetrical indications.   
● There is no data to indicate that the second stage of labour generates aerosols and, as such, 

droplet and contact precautions are considered sufficient for vaginal delivery. 

https://www.recoverytrial.net/
https://www.recoverytrial.net/files/recovery-protocol-v7-0-2020-06-18.pdf
https://cdn.jamanetwork.com/ama/content_public/journal/jama/938562/joi200104f2_1601660283.2985.png?Expires=2147483647&Signature=zSAajX0ocKoJ-syfyxBwB4sAhRNxh90tlcFLXuiMUbwFUNSUO76ANyvvtkLT944QqPkFrVmOnaXYvs~EbMu6Efr-nTt5RnTF5IzGByitC3kURpPdLI6g2NWlc0m7ANtzOV6PBWtP8K7LoNWKlGpF-OyjV~8nP-gfWc79~noHT5gooSJku7sAi24~gN~knRaPP5PsEAUB-By2uyk~DuwFsbsFexImQR7g9J6jOiUTysD0SHQEs1WAZ1JLSIdm5lCE1yEMQx-vMbzY~18XPaEDtf8VovRXGo6O3PY4wD8AIlcHUJBbSYpav6s~d2byWnvpt~S~BWXyLfj7pWhQm5u2Rw__&Key-Pair-Id=APKAIE5G5CRDK6RD3PGA


 

● Given that intubation is considered an aerosol-generating procedure, consideration should be 
given for the surgical team to wear N95 respirators for Cesarean delivery, because the need to 
convert from neuraxial to general anesthesia is often unpredictable. Depending on the supply 
chain for PPE, it may be necessary to triage the use of N95 based on likelihood of needing to 
convert to a general anaesthetic and this should be discussed with the entire surgical team prior 
to surgery.  

● There is no evidence to avoid delayed cord clamping or to encourage early cleansing of the 
infant. Routine practices such as skin-to-skin contact (with use of maternal mask and 
performance of hand-hygiene) and delayed cord clamping should continue.   

● Hospital birth is preferred to home birth for patients who are being tested or who have tested 
positive for COVID-19, in light of the challenges associated with ensuring appropriate personal 
protective equipment in the home setting, inability to control ventilation and the high rates of 
fetal distress that have been reported in the literature. 

● Regardless of the gestational age at which a pregnant patient was infected COVID-19, the 
newborn infant should be tested for COVID-19 at birth (i.e., nasopharyngeal swab for COVID-19 
polymerase chain reaction within the first 2 hours of life).  

 
 
Postpartum and Newborn Care 
 

● Management in the post-partum period should be guided by a patient-centred discussion about 
the available evidence and its limitations. 

● If breastfeeding is chosen, it should be encouraged within the first hour of life after appropriate 
hand hygiene, while the mother is wearing a mask. Cleansing the chest/breast could be 
considered. Hydration should be emphasized especially in the setting of fever.   

● If maternal choice is to bottle feed, skin-to-skin contact is still encouraged.  If the mother is too 
unwell to provide infant care, support should be offered with pumping, donor milk or formula-
based nutrition based on patient wishes. 

● We do not recommend universal isolation of the infant from either confirmed or suspected 
infection in the mother. Patients should be educated about skin-to-skin contact benefits both 
mother and newborn:  

o Decreased maternal anxiety in the immediate postpartum 
o Decreased depression for the first year postpartum 
o Increased uterine tone with decreased bleeding 
o Improved weight gain and sleep quality in the newborn 

 Given the significant mental health burden of both the pandemic and a diagnosis of COVID-19, 
prioritizing close contact for the mother-baby unit is of particular importance. Expectations and 
infant-care support should be individualized to maternal condition and values. 

● Discharge counselling should reinforce good handwashing and application of a mask prior to all 
infant care, with frequent cleaning of high-touch surfaces. Consideration should be given to the 



 

mother’s ability to access necessary equipment such as masks and provisions should be made 
accordingly.57     

 
 
Consideration for Vaccination 
 
Pregnant women are currently an under-represented investigational population in the ongoing 
development of COVID-19 vaccines. This should not automatically exclude pregnant women from being 
vaccinated when vaccines become available. Of note, many pregnant women will fall into early categories 
for vaccine implementation such as health care workers.  Policies regarding how and when to offer a 
vaccine to pregnant women should consider likelihood of infection, and probability and severity of harms 
associated with infection, weighed against the protection from the vaccine as compared to other 
alternative methods of protection, and the likelihood of harms associated with a vaccine. It is important 
to continue to advocate for the inclusion of pregnant women in vaccine research; as identified by the 
PREVENT Working Group, “the absence of evidence and the mere theoretical or even documented risk of 
fetal harm is generally not sufficient to justify denying pregnant women access to a vaccine in an outbreak 
or epidemic.”  
 
Conclusion 
 
In the current COVID-19 pandemic, the unique needs of pregnant individuals and their fetus/newborn(s) 
need to be addressed. As with any epidemic, data are evolving and a measured approach to management 
is required. Based on this evidence to date on COVID-19 as well as the literature on outbreaks of SARS, 
MERS and other emerging pathogens, and based on evolving data from CANCOVID-Preg, the SOGC’s 
Infectious Disease Committee has created this committee opinion to help guide maternity care providers 
in the care of pregnant patients. This guidance is based on the evidence to date and will continue to be 
updated as more information emerges. 
  

 
  

https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/guidance-key-populations-early-covid-19-immunization.html
https://www.who.int/immunization/sage/meetings/2018/october/1_PREVENT_Recs_Excerpts_for_SAGE.PDF
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