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Preface

Coronavirus Dseas€2019 (COVID19) outbrealstarted in Wuhan, China, in December 2019. The World
Healhh Organization (WHO) has officially declared the outbreak of CO¥®Da pandemic on 11th
March 2020, after the new coronavirus spread to more than 100 countries.

Bangladesh testarted the preparation to control and contain the pandemic in the countrth&orery
beginning based on National Preparation and Response Plan. As a part of the preparation process
Obstetrical and Gynetogical society of BangladesiOGSB), with the stakeholders, has developed
precise guidelines for clients and service providerd incorporated those into the national management
guidelines on COVEL9, which was uploaded in dghs.gov.béppendix 4 & 5).

We know that, everyone will not be affected by the disease astdmajority of COVID19 infections

will result in very mild orno symptoms not everybody is at risk of severe diseasad we will be

treating all women who may be free of disease; but #isybe suspected or confirmed cases. However,
maternity services should continue to be prioritized as an essential coredeewdiitie and other aspects

of car e of womenos sexual and reproducti ve hea
contraception, treatment of sexually transmitted diseasesabodion care andnerstrual regulation

services also need to remain avaldaas core health services.

Pregnant women do not appear more likely to contractCi®/ID- 19 infection than the general
popul ati on. Pregnancy itself alters the bodybs i m
which can occasionally brelated to more severe symptoms and this will be the same for GO8/ID

Women especially pregnant women with suspected, probable, or confirmed C&@IDincluding

women who may need to spend time in isolation, should have access to-aemmau, respectfskilled

care, including obstetric, fetal medicine and neonatal care, as well as mental health and psychosocial
support, with readiness to care for maternal and neonatal complications.

Maternity care providers have the right to full access for all petgmmdective equipment (PPE),
sanitation and a safe and respectful working environmedtthere should always be provision of IPC
facilities for them.

The purpose of developing this comprehensive guideli i s t o help care givers
proper evidence based guidelines for prevention and clinical management of €l®@\diBease and keep
clients and service providers safe.

This is a living document. It will be updated from time to time to incorporate latest evidence and
recommendations. Eveppnstructive comment on this document is most welcome.

Prof. Sameena Chowdhury Prof. Saleha Begui@howdhury Prof. Ferdousi Begum
President, OGSB Secretary General, OGSB President Elect, OGSB
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Objectives of this guideline
9 To provide evidence based guidance in the management of pregnant women with-CDVID
diseases
1 To standardize the management protocol in the management of GO¥IB pregnancy
1

To maintain the safety of clients, patients and all service providers by following the safety rule
and IPC

Guideline Intended tall

1 Specialist,doctors,nursespthers health care providen®rking in obstetrics and
Gynecologywho are directly involve forhe management of COVHD9disease in
pregnancy
Program personnel who are invedl for prevention of COVIEL9 in pregnancy
Health care managers and policy makers for the planning and implementation of plans,
operations, program activities
1 Medicaland nursig students and residents for customizing the working keabyé.
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Abbreviations

ACOG American College of Obstetrics and Gynecology
AGP Aerosol Genating Procedure

ARI acute respiratory infection

ASRM American Society of Reproductive Medicine
CAP Community Acquired Pneumonia

CBC Complete Blood Count

COVID-19 Coronavirus Disease 2019

DGHS Director General of Health Services

DGFP Director General of Raily Planning
ESHREEuropean Society of Human Reproduction and Embryology
FIGO International Federation of Gynecology and Obstetrics
GGO Groundglass Opacity

GOB Govt. of Bangladesh

HCP Health Care Provider

HCW Health Care Worker

HDU High Dependency Unit

ICU Intensive Care Unit

IGCS International Journal of Gynecological Society
IJGO International Journaff Gynecology and Obstetrics
Ipas. InternationaDrganizatioron SRH

MERS-CoV Middle eastern respiratory syndrome
MOHFW Ministry of Health and Family Wre

MR Menstrual Regulation

MRM Menstrual Regulation with Medication

OGSB Obstetrical and Gynecological Society

PAC Post Abortion Care

PPE Personal Protective Equipment

RT-PCR Real timePolymerase Chain Reaction

SARS Severécute Respiratory Syndrome

SARS-CoV-2 Severe Acute Respiratory Syndrome Coronavirus 2
SMC Social Marketingcompany

VAW Violence Against Women



Executive Summary

A key fact about COVIBL9 is that the vast majority of infections will result in very mild or no
symptoms. Not everybody & risk of severe disease. Maternity services should continue to be
prioritized as an essential core health service, And other sexual and reproductive health care such
as family planning, emergency contraception, treatment of sexually transmitted dipeases,

abortion care and where legal, safe abortion services to the full extent of the law, also need to
remain available as core health services.

SARSCoV-2 is spread by respiratory droplets and direct contact (when bodily fluids have

touched anotherpemscd s eyes, nose, or mouth, or an open
Contamination can also occur from virus transmitted fsomfiaces to nose and moulihshould

be noted that the SARS0V-2 virus has been found to be viable on plastic and stainless steel
surfaces for up to 72 hours, whereas on copper and cardboard it is viable for up to 24 hours [8].
Contamination

Fever is common in COVIELS-infected patients. Nucleic acid testing is the preferred method
for diagnosing COVIB19. From nasal or oropharyngealadys. Supportive investigations are a
high-resolution CT Chest and Complete Blood Count(lymphopenia (83%), leukopea&e4p,
leukocytosis (2430%)and thrombocytopenip

1 At present healthy women of childbearing age and pregnant women are not at high risk
moderate to severe disease if they develop CGl3Dnfection

1 However, pregnant women are potentially at increased risk of complications from any
respiratory disease due to the physiological changes that occur in pregnancy

1 There is no evidence atgsent of an increased risk of miscarriage, teratogenicity
(abnormalities of physiological development) owirero (vertical) transmission of the
COVID-19 virus.

1 There is no evidence demonstrating transmission by breastfeeding however, research is

underwg to investigate this further.

There is no clear evidence of risk of preterm birth.

Products of conception, the placenta, amnion etc. have not been shown to have congenital

coronavirus exposure or infection, and do not pose risk of coronavirus infdaivaver it

must be properly disposed of, maintaining infection prevention protocols

1 Babies born to mothers with coronavirus can potentially become infected with the virus after
birth (through droplet exposure)

= =

KEY POINTS FOR CONSIDERATION

A Pregnant womewith confirmed COVIB19 infection should be managed by designated
tertiary hospitals and should be counseled on the risk of adverse pregnancy outcome.

A All possible attempts should be made for isolation and infection coNteghtive
pressure isolatiorooms are preferred for safe labor and delivery and neonatal care.

A During the COVID19 pandemic period, a detailed history regarding exposure relevant to
COVID-19 and clinical manifestations should be acquired routinely from all pregnant
women attending foroutine care.

A Chest CT scan should be included in the wapkof pregnant women with
suspected/probable/ confirmed COVID infection.
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To T Po T I Do To

T

Suspected/probable cases should be treated in isolation and confirmed cases should be
managed in a negative pressuidason room. A woman with confirmed infection who

Is critically ill should be admitted to a negative pressure isolation rodheirCU.

Human traffic around this room should be limited when it is occupied by an infected
patient.

All medical staff involvel in management of infected women should wear appropriate
PPE as required.

Management of COVIEL9-infected pregnant women should be undertaken by a-multi
disciplinary team (obstetricians, mateirfatal medicine subspecialists, intensivists,
obstetric andbetists, internal medicine or respiratory physicians, midwives, virologists,
microbiologists, neonatologists, infectious disease specialists).

Timing and mode of delivery should be individualized, dependent mainly on the clinical
status of the patient, g&tional age, and fetal condition.

At present, limited data suggest that there is no evidence of vertical Aoibetoy
transmission in women who develop COVID infection in late pregnancy.

If the patient is asymptomatic or mildly affected, breastfegdind roomingn maybe
considered by the mother in coordination with healthcare providlkese is currently
insufficient evidence regarding the safety of breastfeeding and the need for mother/baby
separation. If the mother is severely or criticallysiparation appears the best option,
with attempts to express breasik to feed the baby and tmaintain milk production.

All Contraceptives can be used during COVID 19 and are safe.

It is better to avoid pregnancy duritigs period.

Safe MR, MRM ad Post Abortion Care must be provided during COVID 19 Period.
Emergeng and urgent management fBynecologicalCancer should be continued, in
favour of radiation and chemotherapy.

All should be aware of VAW and try to mitigateait all level.

EducationaActivities Should Continue.

Web based technology should be widely used for telehesthagement information
system, educational purpose, planning meetings, awareness development and
communication

COVID-19 Health service providers should be given altlkiof support and
encouragement



1. Introduction

COVID-19, caused by severe acute respiratory syndrome coronavirus 2{GAR3), isa
global public health emergency.

Coronavirus disease 2019 (COVII) is a respiratory tract infection caused byalpe
emergent coronavirus , that was first recognized in Wuhan, China, in December 2019. Genetic
sequencing of the virus suggests that it is a betacoronavirus closely linked to the SARS virus.

While most people with COVIEL9 develop only mild or uncomplicad illness, approximately

14% develop severe disease that requires hospitalization and oxygen support, and 5% require
admission to an intensive care unit. In severe cases, CQVYIiéan be complicated by the acute
respiratory distress syndrome (ARDS), sef@sid septic shock, multiorgan failure, including

acute kidney injury and cardiac injury.

Pregnancy is a physiological state that predisposes women to viral respiratory infection. Due to
the physiological changes in the immune and cardiopulmonary sygiesgaant women are
more likely to develop severe illness after infection with respiratory vir&®eRS CoV and
MERS-CoV are both known to be responsible for severe complications during pregnancy,
including the need for endotracheal intubation, admissian intensive care unit (ICU), renal
failure, and death . Currently, however, there is no evidence that pregnant women are more
susceptible to COVIEL9 infection or that those with COVHD9 infection are more prone to
developing severe pneumon@ver am above the impact of COVHR9 infection on a pregnant
woman, there are concerns relating to the potential effect on fetal and neonatal outcome,;
therefore, pregnant women require special attention in relation to prevention, diagnosis, and
management.

Inaddi tion to the care of pregnant women and ne
including sexual and reproductive health, contraception, infertility, cancer, interpersonal
violence, mental health are the area of concern in treedfedbstetrics andynecology

2. Pathophysiology

Coronaviruses are enveloped, nonsegmented, peseivge ribonucleic acid (RNA) viruses
belonging to the family Coronaviridae, order Nidoviralesvere acute respiratory syndrome
coronavirus 2 (SARE0V-2) is a novel severe ate respiratory syndrome coronavirus, first
isolated from three people with pneumonia connected to the cluster of acute respiratory illness
cases in Wuhan.

In the acute phase of SARSV infection, rapid reduction of lymphocytes in peripheral blood
[6], mainly T lymphocytes, was observed, and both CD4+ and CD8+ T lymphocytes were
decreased. The loss of lymphocytes precedes even themabbanges on the chestry.

The virus might pass through the mucous membranes, especially nasal and larynx mutosa, the
enters the lungs through the respiratory tract. The early most common symptoms of infection are
fever and cough. The virus may enter the peripheral blood from the lungs, causing viremia. Then
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the virus would attack the targeting organs that express A€LEER,as the lungs, heart, renal,
gastrointestinal tract.

Dawei Wang et al found that the median time from symptom onset to ARDS was about 8 days
[40]. We speculate that in this way, the virus begins a second attack, causing the patient's
condition to aggavate aroundiZl4 days after onset.

Based on the above assumptions, the clinical phase is divided into three: the viremia phase, the
acute phase (pneumonia phase) and the recovery pilaspeculate that B lymphocyte

reduction may occur early in the diseawhich may affect antibody production in the patient. In
severe type patients, lymphocytes were significantly reddcedlls, B cells were further

reduced, while inflammatory cytokines anel@mer continued to increase in severe type

patients.

SARSCoV-2 is spread by respiratory droplets and direct contact (when bodily fluids have
touched another personds eyes, nos eshoudbe mout h
noted that the SARE0V-2 virus has been found to be viable on plasticsaitless steel

surfaces for up to 72 hours, whereas on copper and cardboard it isfetalgeto 24 hours [8]

3.Transmission

Transmission takes place spiratory droplets and by fomite. Virus found in respiratory
secretions and saliv&iral sheddingoy asymptomatic people may represerits®b of total
infections.Viral shedding may antedate symptoms bg flays.Someone is infected when they
have virusinfected droplets touch their mucous membranes in their eyes, nose or mouth. This
can happen direlgt by having someone cough, sneeze, or talk expelling the droplets or indirectly
by touching a surface with the virisfected droplets and then touching their eyes, nose or
mouth.



4. Diagnosis(Case definition: Appendix 1)
Symptoms

Patients with unconligated upper respiratory tract viral infection may have nonspecific
symptoms such as fever, fatigue, cough (with or without sputum production), sore throat, nasal
congestion, anorexia, malaise, or headache. Rarely, patients may also present with diarrhoea
nausea, and vomiting. The elderly and immunosuppressed may present with atypical symptoms.
Symptoms due to physiologic adaptations of pregnancy or adverse pregnancy events, such as
dyspnea, fever, Gdymptoms or fatigue, may overlap with COVID symptors.

Testing for COVID19

Nucleic acid testing is the preferred method for diagnosing COMIDAIl Suspected cases,
according to the case definition). In our country viral nucleic acid is detected-BYORT
Specimen type include:

A Upper air ®aphansgea swiabsaasal swabs, nasopharyngeal secretions,

A Lower airway specimens: sputum, bronchoalve
Radiology and imaging.

A CT -e&mighsedolution CT is highly preferable.

A Ch e slIs notkas senysitivas HRCT.

A US G oetliere arh spscific sonographic findings however it requires a skilled operator
who has training on Pulmonary Ultrasonograph.

All of the above techniques (CXR, CT, sonography) are nonspecific. Patchy gytassd
opacities may beatised by a broad range of disease processes (e.g. viral and bacterial
pneumonias). Ultimately, the imaging is only one bit of information which must be integrated
into clinical and epidemiological context.

Supportive investigations:
CBC: lymphopenia (83%Jeukopenia (825%), leukocytosis (280%) , thrombocytopenia.
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5.Effect of pregnancy on COVID 19

To date, there are limited data on clinical presentation and perinatal outcomes after-C®OVID
during pregnancy or the puerperium. There is no evident@itbgnant women present with

different signs or symptoms or are at higher risk of severe illness. So far, there is no evidence on
motherto-child transmission when infection manifests in the third trimester, based on negative
samples from amniotic fluidsord blood, vaginal discharge, neonatal throat swabs or bmdist
Similarly, evidence of increased severe maternal or neonatal outcomes is uncertain, and limited
to infection in the third trimester, with some cases of premature rupture of membrares, feta
distress, and preterm birth reported .

At present healthy women of childbearing age and pregnant women are not at high risk for
moderate to severe disease if they develop CGldDnfection However, pregnant women are
potentially at increased risk of eplications from any respiratory disease due to the
physiological changes that occur in pregnar@iven the higher risk of infection and poorer
outcomes, including very high mortality, among the elderly population and those with
comorbidities (in particar diabetes, hypertension, etc. as noted by Yang et al., it is important to
consider the potential impact of peisting hyperglycemia and hypertension on the outcome of
COVID-19 in pregnant women.

6.Effect of COVID 19 on pregnancy

Pregnancy may also mdyithe clinical manifestation, for example lymphocytopenia toay

even more marked. To date, summarized data from five small series incluginggb@ant

women diagnosed with COVHR9 during the second and third trimesiemonstrated that the

most commorsymptoms at presentation were fever and cotwgbrthirds of patients had
lymphopenia and increasedr€active protein, and 83% ofses had chest CT scan showing
multiple patches of groundlass opacity in the lungé. case series of 12 pregnant womerhwit
SARSCoV in Hong Kong, China, reported three maternal deaths; four of seven patients who
presented in the first trimester had miscarriage; four of five patients had preterm birth; and two
mothers recovered without delivery but their ongoing pregnanaes gomplicated by FGR

There is nalefiniteevidence at present of an increased risk of miscarriage, teratogenicity
(abnormalities of physiological development) owirero (vertical) transmission of the COAD

19 virus.Currently no evidence that COVHD9 infection is associated with fetal or placental
complications, also there are no data on the risk of congenital malformation when @OVID
infection is acquired during the first or early second trimester of pregnéhese is no evidence
demonstrating eimsmission by breastfeedinthere is no clear evidence of risk of preterm birth
though there are chances of spontaneous and therapeutic preterniPhirdlosts of conception,

the placenta, amnion etc. have not been shown to have congenital corongasis @xr

infection, and do not pose risk of coronavirus infection. Babies born to mothers with coronavirus
can potentially become infected with the virus after birth (through droplet exposure)
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7. 1PC

Screening and triage: early recognition of patients with SARI associated with COVIEL9

Screen and isolate all patients with suspected COMIAt the first point of contact with the

health care system (such as the emergency department or outpatient department/clinic). Consider
COVID-19 as a possible etiology of patients with acute respiratoryslineder certain

conditions (Appendix 1 and) ZTriage patients using standardizedgedools and start firdine
treatments(Appendix 3.

Immediate implementation of appropriate IPC measures

IPC is a critical and integral part of clinical management of pat@amsshould be initiated at the
pOint of entry to hOSpitalttpszllwww.who.ht/emergencies/diseases/nouefonavirus20lQ/technicaguidance/infectiorpreventionandcontrol).
Suspected COVIEL9 patients should be given a mask dimdcted to separate area. Keep at
least 1 m distance between suspected pati8taadard precautis should always be applied in

all areas of health care facilities.

Standard precautions inclutdand hygiene and the use of personal protective equipment (PPE)
when i n indirect andblobd, bodydldids, sexretiors ncludiwng t h  pat i
respiratory secretions) and nonact skin. Standard precautions also inclpdevention of
needlestick or sharps injury; safe waste management; cleaning and disinfection of equipment;
andcleaning of the environment.

In addition to standard precautiohgalth care workers should do a pearfitcare risk assessment
at every patientontact to determine whether additional precautions (e.g. droplet, contact, or
airborne) are required.

Table 3. How to implement IPC measures for patients with suspected or clinrmed COVID -19

Instructions for patients

Give suspect patient a medical mask and direct patient to separateaameistation room if available. Keep at least 1,
m distance between suspected patients and other patients. Instruct all patients to cover nose and mouth during ¢oughing
or sneezing with tissue or flexed elbow and perform hand hygiene after contact with rgspéatetions.
Apply droplet precautions

Droplet precautions prevent large droplet transmission of respiratory viruses. Use a medical mask if working within 1 m
of the patient. Place patients in single rooms, or group together those with the same étitiéagioais. If an etiological
diagnosis is not possible, group patients with similar clinical diagnosis and based on epidemiological risk factors| with a
spatial separation. When providing care in close contact with a patient with respiratory symmoomifing or
sneezing), use eye protection (face mask or goggles), because sprays of secretions may occur. Limit patient mgvement
within the institution and ensure that patients wear medical masks when outside their rooms.
Apply contact precautions

Contact precautions prevent direct or indirect transmission from contact with contaminated surfaces or equipmerit (i.e.
contact with contaminated oxygen tubing/interfaces). Use PPE (medical mask, eye protection, gloves and gown) when
entering room and removéE when leaving and pragti hand hygiene after PPE removal. If possible, use either
disposable or dedicated equipment (e.g. stethoscbloes] pressure cuffs, pulse oxébers, and thermometers). If
equipment needs to be shared among patients, cleansarfdal between each patient use. Ensure that health care
workers refrain from touching their eyes, nose, and mouth with potentially contaminated gloved or ungloved hanfls.
Avoid contaminating environmental surfaces that are not directly related ¢éatpedre (e.g. door handles and light
switches). Avoid medically unnecessary movement of patients or transport. Perform hand hygiene.

Apply airborne precautions when performing an aerosolgenerating procedure

Ensure that health care workers performing s@rgenerating procedures (e.g. open suctioning of respiratory tract,
intubation, bronchoscopy, cardiopulmonary resuscitation) use the appropriate PPE, including glowiselelg
gowns, eye protection, and-fested particulate respirators (N95 origglent, or higher level of protection). A
scheduled fit test should not be confused with a Userd
ventilated single rooms when performing aeragaherating procedures, meaning negative pressoms with a
minimum of 12 air changes per hour or at least 160 L/second/patient in facilities with natural ventilation. Avoid thie
presence of unnecessary persons individuals in the room. Care for the patient in the same type of room after mgchanical
ventilation begins.




8. General Principles for the management of pregnant and recently pregnant women

1 Considering asymptomatic transmission of COMI® may be possible in pregnant or
recently pregnant women, as with the general population, all wevith epidemiologic
history of contact should be carefully monitored.

1 Pregnant women with suspected, probable, or confirmed C&¥9l0including women who
may need to spend time in isolation, should have access to woentred, respectful skilled
care, itluding obstetric, fetal medicine and neonatal care, as well as mental health and
psychosocial support, with readiness to care for maternal and neonatal complications.

Remark 1: Appropriate IPC measures and prevention of complications as described sbhapelglto pregnant

and recently pregnant women, including those with miscarriage, late pregnancy fetal loss, and
postpartum/postabortion women. These IPC precautions should be applied for all interactions between an infected
caregiver and a child.

Remarkk : Mode of birth should be individualized based on
WHO recommends that caesarean section should ideally be undertaken only when medically justified
(https://apps.who.int/iris/bitstream/handle/10665/161W420 RHR_15.02_eng.pdf?sequence=1)

Emergency delivery and pregnancy termination decisions are challenging and based on many factors such as
gestational age, severity of maternal condition, and fetal viability anebeigly.

Remark 3: Multidisciplinary cagultations from obstetric, perinatal, neonatal and intensive care specialists are
essential.

1 Allrecently pregnant women with COVHD9 or who have recovered from COWA®
should be provided with information and couirsg on safe infant feeding and apprate
IPC measures to prevent COWI® virus transmission.

1 At this point, there is no evidence that pregnant women present with increased risk of severe
illness or fetal compromise. Pregnant and recently pregnant women who have recovered
from COVID-19 shaild be enabled and encouraged to attend routine antenatal, postpartum,
or postabortion care as appropriate. Additional care should be provided if there are any
complications.

Remark 1: All pregnant women with or recovering from COMI® should be providedith counsehg and
information related to the potential risk of adverse pregnancy outcomes.
Remark 2: Womends choices and rights to sexual and rep
COVID-19 status, including access to contraceptiwh safe abortion to the full extent of the law.
1 Infants born to mothers with suspected, probable, or confirmed CQYIghould be fed according to
standard infant feeding guidelines, while applying necessary precautions for IPC.
1 Mothers and infants shoulik enabled to remain together amecticeskin-to-skin contact, kangaroo
mother care and to remain together angrecticeroomingin throughout the day and night,
especially immediately after birth during establishment of breastfeeding, whether they orfants
have suspected, probable, or confirmed COVY®D

Caring for infants and mothers with COVID-19: IPC and breastfeeding

A Infants born to mothers wit H9 isfectom shoulddafed pr obabl
according to standard infafeeding guidelines, while applying necessary precautions for IPC.

A As with all c o nf 19 cases] symptomatic mofherswhe ate beastebding

or practising skifto-skin contact or kangaroo mother care should practise respiratory dygien
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including during feeding (for example, use of a medical mask when near a child if with respiratory
symptoms), perform hand hygiene before and after contact with the child, and routinely clean and
disinfect surfaces which the symptomatic mother has imeeontact with.
A Br east f dng,dasic psycbosoial sugport and practical feeding support should be
provided to all pregnant women and mothers with infants and young children, whether they or
their infants and young children have suspectezbofirmed COVID19.
A I'n situations when s ev el9erothdr tommicatonsiprevermhemot her d
from caring for her infant or prevent her from continuing direct breastfeeding, mothers should be
encouraged and supported to expresg,raihd safely provide breastmilk to the infant, while
applying appropriate IPC measures.
Mot hers and infants s h o upradticebkirtoskinadnthce d t o r emai n
kangaroo mother care and to remain together apdaidiceroomingin throughout the day and
night, especially immediately after birth during establishment of breastfeeding, whether they or
their infants have suspected, probable or confirmed C@MDPIrus infection
A Parents and caregi ver s wihchildremaand childrendvhotrmy be separ
need to be separated from their primary caregivers, should have access to appropriately trained
health or norhealth workers for mental health and psychosocial support.

Important Information of using Pharmacological agerts:

A T r e a mnptomaccohdinglyy

A Use par ac-bwednyagent. @ emperatwesis more than 1020F)

A Avoid steroids (From mild cases to severe pneum
and NSAID

Chemoprophylaxis

The following reommendation for the use of hydroxychloroquine as a prophylactic agent against

SARSCoV\f2 infection is based on limited in vitro and anecdotal clinical data in several case series, and
observational studies, as well as fimnefit consideration, under ext®nal circumstances that call for

the protection of highisk individuals: frontline healthcare workers.

Dosage: Candidate Drug, Dose and Duration Remark
Asymptomatic healthcare Hydroxychloroquine To be taken
workers involved in the care of suspectg 400 mg BD on Day 1, followed by 400 | with meals

or confirmed cases of COVHD9 mg once weekly for next 7 weeks

N.B: HCW with preexisting heart condition, should do ECG before starting HCQ and also repeat it every we

CHEST RADIOGRAPHY DURING PREGNANCY

Chest imaging, especially CT scan, is essential for evaluation of the clinical conditipmnepfrent
woman with COVID19 infection. FGR, microcephaly, and intellectudibability are the most common
adverse effects from higthose (> 610 mGy) radiatiagxposure. According to data from the American
College of Radiology and themerican College of Obstetricians and Gynecologists, when a pregnhant
womanundergoes a single chestrxy examination, the radiation dose to the fetus is 01003 MGy,
which is ngligible, while the radiation dose to the fetus is 0@&6 MGy froma single chest CT or CT
pulmonary angiogram Chest CT scanning has high sensitivity for diagnosis of COGMDIn a pregnant
woman with suspected COVHD9 infection, a chest CT scan yrae considered asmimary tool for the
detection of COVIB19 in epidemic areas . Informed consembuld be obtained and a radiation shield
applied over the gravid uterus.
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9.MEDICAL TREATMENT OF PREGNANT WOMEN WITH SUSPECTED OR CONFIRMED
COVID-19

Placeof care

Suspected, probable, and confirmed cases of Ca&M hfection should be managgmitially by
designated tertiary hospitals with effective isolation facilities and proteetjoipment. Suspected/
probable cases should be treated in isolation anfirmed caseshould be managed in a negative
pressure isolation roomMCOVID 19 designated hospital/ COVID 19 designated Area of a hodpital.
general, critically ill confirmed cases shoulddzémitted to an ICU. All attendingiedical staff should
wear gpropriate PPE (respirator, goggles, facetective shieldwaterresistant surgical gown, gloves)
when providing care fasuspected/probable/confirmed cases of COY&infection.

Pregnant women with a mild clinical presentatmay not initially requiréhospital admission, and home
confinement can be considenabvided that this is possible logistically and that monitoring of the
womanos c¢ obednsured withoutc@mpromising the safety of her farRdyients should be
isolated in single roomg groupedogether once COVIEL9 infection has been confirmed.

For transfer of confirmed cases, the attending medical team should wear appropriate RE&p
themselves and their patient a minimum distance of 2 meters or 6 feet frondaiguals withou PPE.

Treatment of suspected/probable cases

"1 General treatment: maintain fluid and electrolyte balance; symptomatic treatment, such as antipyretic,
antidiarrheal medicines.

[ Maternal surveillance: close and vigilant monitoring of vital signs and oxygen saturation level to
minimize maternal hypoxia; conduct arterial blegs analysisiepeat chest imaging (when indicated);
regular evaluation of complete blood couenal and liver function testing, and coagulation testing.

[1 Fetal surveillance: undertake cardiotocography (CTG) for fetal heart rate (FH#nitoring when
gestational age is beyond the limit of viability based on Ipcadtice (2828 weeks).

The pregnancy should be managed according to the clfiridatgs, regardless of the timing off@ction
during pregnancy. All visits for obstetr@nergencies should be offered in agreement with current local
guidelines. All routindollow-up appointments should be postponed by 14 days or until positive test
results(or two consecutive negative tessults) are available.

5.3. Treatment o€onfirmedCases

(National Guidelines on Clinical Management of Coronavirus Disease 2019 {C@vidersion 5.0,
APRIL 9, 2020, MOHFW & WHO to be followed)

5.3.1. Mild disease

[1 The approach to maintaining fluid and electrolyte balance, symptomatic treatmamnt, surveillance is
the same as for suspected/probable cases.
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" Currently there is no proven antiviral treatment for COVID-19 patients, althoughntiretroviral drugs

are being trialed therapeutically on gatis with severeaymptoms [48,49]. If antiviral treatment is to be
considered, this should be ddieowing careful discussion with virologists; pregnant patients should be
counseledhoroughly on the potential adverse effects of antiviral treatmenhégpdtienherself as well

as for the risk of FGR.

[ Monitoring for bacterial infection (blood culture, midstream or catheterized specimen urine microscopy
and culture) should be done, with timely use of appropaatibiotics when there is evidence of
secondary bacterial infection.

_| Fetal surveillance: undertake CTG for FHR monitoring when gestational agpeyond the limit of
viability (after 28 weeks).

5.3.2. Severe and critical disease

[l Severe pneumonia is associated with a high maternal and perinatal mortality rate, therefore aggressive
treatments required, including supporting measures \migdration and oxygen therapy. The patieaty
need oxygen therapy ah@U support preferably in a left lateral position, with teepport of a
multidisciplinary team (obstetricians, mateiirfatal medicinesubspecialists, intensivists, obstetric
anesthetists, internal medicine or respirafanysicians, midwives, virologists, microbiologists,
neonatologists, infectious diseagmecialists)

[ Antibacterial treatment: appropriate antibiotic treatment in combination with antiviral treatment should
be used promptly when there is suspected or confirmed secdraddeyial infection, following
discussion with microbiologists.

[ Appropriate blood pressure monitoring and fluid balance managertehbt continued

[1 Oxygen therapy: supplemental oxygen should be used to maintain oxygen saturation equal to or greater
than 95% [52,53]; and method of ventilation should be accordinghtce p at i ienrmnd@oowingo n d i t
guidance from the intensivists and obsteanesthetists.

[1 Fetal surveillance: if appropriate, CTG for FHR monitoring should be undertaken when gestational age
is beyond the limit of viability based on local practice (28 weeks).

[ Medically indicated preterm delivery should be considered by the multidisciplieany on a casiy-
case basis. For women with severe disease who are at le§2 tvaeks of pregnancy (but are beyond
the threshold of viability), a transfer tacanter with devel 2 or level 3 neonatal ICU should be
consideredif this service imot available at the local center) due to the increased risk for indicated
preterm birth.

10. ANTENATAL CARE IN OUTPATIENT CLINICS

Special attention should be given to women with eissed comorbidities likbyperglycemia and
hypertension and existing management protocols must be follevitbdhe exception that women with
COVID-19 pneumonia and associated hyperglycamjzregnancy requiring medical therapy should
preferably be shiéd to insulin therapy.
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Supplementationf folic acid, iron and folic acid and calcium should be continued / supplied in adequate
amount

Ultrasonogram Scan for diagnosis of early preggaanomaly scan should be perforna¢cet time.
May be delayed foR-4 weeks if necessary.

TetanusT oxoid vaccnation should be done following national protocol.

Several precautions should be taken to minimize the risk of transmission bgr@geant women,
healthcare providers, and other patients in the hospital. The numtieriotisits in lowrisk women

with uncomplicated pregnancy can be decreasedepidced by virtual visits using phone or video calls.
Women may be advised to check thH#ood pressure at home if possible, with appropriate advice given
when to seek medicaksistance.

Clients argequest to arrive without a companion, as well as to screen theayniptoms or exposure
relevant to COVIDB19. In cases of positive screen, the visit shda@dieferred by 14 days unless the visit
is urgent for maternal and/or &treasons, iwhich case the healthcare providers should be made aware
and they should use propgersonal protection procedures.

All patientsmustundergo screening at the entrance to the clinlwospital All patient should be asked
to wear a maskl he patient should be identified as screen positive to ensure that the team takes the
necessary precautions and to ensure that the patient is seen with high priority to niiaimtiioe in the
waiting area. In addition to the routine obstetrical caregpttithat scregmositive should be evaluated
for the presence and severity of symptoms, and testirg@1D-19 should be considered based on
local protocols. Patients should be educaeggrding monitoring symptoms and indications for seeking
urgent cae.

Although there is currently no evidence that COMID infection is associated with fetalglacental
complications, until more data become available we advise closemfatdtioring of women with

confirmed COVID19 infection, with monthly ultrasourfdr fetal growth, amniotic fluid, and fetal

anatomy Currently there are no data te risk of congenital malformation when COVID infection is
acquired during the first aarly second trimester of pregnancy. Nonetheless, a detailed morphology scan
at18i 23 weeks of pregnancy is indicated for pregnant women with confirmed CO%iifection.

11 ASSESSMENT OF WOMEN IN OBSTETRICAL TRIAGE for respiratory or obstetrical
reasons

When a patient presents to the obstetrical triage or emergency departmespif@toryor obstetrical
reasons, she should be screened for symptoms or exposure relév@MI-19 infection. In cases of
positive screen, the patient should be asked to weasasit and the team should take the necessary contact
precautions. The patit should bassessed in an isolation or private room. Symptoms and vital signs
should be evaluatednd testing for SARE0V-2 should be considered based on local criteria.
Assessmerghould also include evaluation of comorbidities and other risk faftiosevere COVIB19

infection. Women with mild symptoms with no risk factors for severe disease may be dischanged
after being advised to monitor symptoms and to seek care in case the sympteprs
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Women with moderate disease or those who have dodities or other risk factors faevere COVID
19 infection should undergo detailed assessinehtding physical examination, laboratory testing, and
chest radiography as indicated.

Decision regarding further management should be individualized bagskd symptomstisk factors,

and the results of the assessm@tbmen with severe symptoms should undergo detailed assessnaent by
multidisciplinary team that includes obstetricians, matéfatdl subspecialistsntensivists, obstetric
anesthetists, inteal medicine or respiratory physicians, midwiwésologists, microbiologists,
neonatologists and infectious disease specialists and diwutinaged gser the national protocol

12INTRAPARTUM MANAGEMENT OF SUSPECTED OR CONFIRMED COVID-19

[1 COVID-19 infection itself is not an indication for delivery, unless there is a néegptove maternal
oxygenation. For suspected/probable/confirmed cas€©®iD-19 infection, delivery should ideally be
conducted in a negative pressig@ation roomFor suspected/probable/confirmed COVID patients,
birthing partners should not be permitted to reduce risk exposure (they are likelinfedied). The
number of staff members caring for the patient should be as lpasatle.

| The timing and mode of delivery should be individualized, dependent mainly orctimécal status of

the patient, gestational age, and fetal condition [57]. Vagi@iatery is not contraindicated in
suspected/probable/confirmed COVID patientsShortening the second staggoperative vaginal
delivery can be considered, astive pushing while wearing a surgical mask may be difficult for the
woman toachieve [58]In case of fetal distress, poor progress in labor, and/or deterioration in maternal
conditionthe deliveryhasto be expedited.

"1 Septic shock, acute organ failure, or fetal distress should prompt emergency cesarean delivery (or
termination, if legal, before fetal viability) [59]. Cesarafgiivery should be performed ideally in an
operating room with negative pressure.

[ Both regional anesthesia and general anesthgsiaferred method)an be considered, depending on
the clinical condition of the patient and after consultation with the obsagteisthetist, in accordance
with recommendations of obstetric anesthesia sociéidsRegional anesthesia is preferable given the
risk to the staff. Staff shouldconsider extending PPE to cover aerosols in case of agnaghlcing
proceduresuch as intubation. This is why most units around the worlthging to avoid Cesarean
delivery under general anesthesia where at all possible.

[! For preterm cases requiring delivery, we urge caution regarding the use of antenatal corticosteroids

for fetal lung maturation in a critically ill patient, because thispatentially worsen the clinical
condition [61] and the administration of antemataroids would delay the delivery that is necessary for
management of the patiefithe use of antenatal steroids should be considered in discussion with
infectiousdisease specialists, mateiirfatal medicine subspecialists, and neonatolodfifi62]. In the
case of an infected woman presenting with spontaneous pretermitaiodysis should not be used in an
attempt to delay delivery to administer antenatatoids.

[ Miscarried embryos/fetuses and placentae of COVID-19infected pregnant womeshould be treated as
infectious tissues and they should be disposed of appropri@ebgsible, testing of these tissues for
SARSCoV-2 by gqRTFPCR should bendertaken.
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13.POSTPARTUM AND NEONATAL CARE IN SUSPECTED OR CONFIRMED COVID -19

[J Regarding neonatal management of suspected, probable, and confirmed cases of maternal COVID19
infection, the umbilical cord should be clamped promptly anchémnate should be transferredhe
resuscitation area for assessment byattending pediatric team.

"1 The contact precautions and use of PPE should be maintained during the postpartum period, until the
mother tests negative for COVIL®.

! There is currently insufficient evidence regarding the safety of breastfeeding andniéed for

mother/baby separatiol the patient is asymptomatic or mildly affected, breastfeeding and roenjing

can be considered by the mother in coordination with healthcare providers, or may be nedessiyy if
limitations prevent mother/baby separation. Since the main concern is that the virus may be transmitted
by respiratory droplets rather than breaglk, breastfeeding mothers should ensure that they wash their
hands and wear a thrpéy surgical nask before touching the balif/the mother is severely or critically

ill, separation appears to be the best option, with attempts to expressriiietstnaintain milk

production.

| The majority of postpartum visits may be conducted remotely as long as the paliees not have
specific concerns that requirefirerson examination. Certatoncerns (breast, abdominal scar) may be
assessed over video or photbgcreasing the numbef wisits may be also valuable in the event of
shortage ohealthcare providers as it is possible that a considerable proportion of heaitbdames need
to be isolated due to unexpected exposure to C@MD

14. Followup of COVID-19 clients

A specializd doctor should be arranged for each discharged patient's-ighewl he first followup call
should be made within 48 hours after discharge. The outpatient fopomill be carried out 1 week, 2
weeks, and 1 month after discharge.

A Examinations inclde liver and kidney functions, blood test, nucleic acid test of sputum and stool
samples, and pulmonary function test or lung CT scan should be reviewed according to the patient's
condition. Followup phone calls should be made 3 and 6months after digcharg

Management of patients tested positive again after discharge:

Isolation according to the standards for COMID patients.

Continuing to provide antiviral treatment which has been proved to be effective during prior
hospitalization.

9 Discharge only wheimprovement is observed on lung imaging and the sputum and

9 Stool are tested negative for 3 consecutive times (with an interval of 24 hours).

1 Home isolation and followap visits after discharge in accordance with the requirements mentioned
above.

T
T
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15.MENTAL HEALTH/ PSYCHOLOGICAL INTERVENTION

[J Pregnant women are at an increased risk for anxiety and depression; once they have been defined with
suspected/probable/confirmed COVID infection they magxhibit varying degrees of psychiatric
symptoms that are detrimental to maternal fatal healb.

[1 Mother/baby separation may impede early bonding as well as establishment of lactation. These factors
will inevitably cause additional stress for mothers inghstpartum period.

[ Healthcare providers should pay attention to a patient’s mental health, includingpromptly assessing her
sleep patterns and sources of anxiety, depression, andweital ideation. A perinatal psychiatrist
should be consulted when necessary.

16. GENERAL PRECAUTIONS

Currently, there are no effective drugs or vaccinesdagnt COVID19. Thereforepersonal protection
should be considered to minimize the risk of contracting the virus.

Patients and healthcare providers

[ Maintain good personal hygiene: consciously avoid close contact with others during the COVID-19
pandemigoeriod; reduce participation in any gathering in whichistance of at least 2 meters or 6 feet
between individuals cannot be maintained; pagntion to hand washing and use hand sanitizeri(60%
95% alcohol concentratiofequently.

[1 Wearing a three-ply surgical mask when visiting a hospital or other highk area isecommended.

[ Seek medical assistance promptly for timely diagnosis and treatment when experiencing symptoms
such as fever and cough.

Healthcare providers

[ Consider providing educational information (brochures, posters) in waiting areas.

"1 Set up triage plans for screening. In units in which triage areas have been set up, staff should have
appropriate PPE and ensure strict compliance with hand hygiene.

[ All pregnant patients who present to the hospital and for outpatient visits shouldabsessed and
screened for symptoms and exposure relevant to CELD

[ Pregnant patients with known exposure relevant to COVID-19 and those with mild oasymptomatic
COVID-19 infection should delay aantenatal visit by 14 days.

[] Reduce the number of visitors to the department.

[ On presentation to triage areas, pregnant patients who are symptomatic and/or with known exposure
relevant to COVIB19 should be placed in an isolation roomfigther assessent.
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[ Medical staff who are caring for patients with suspected/probable/confirmed COVID-19 should be
monitored closely for fever or other signs of infection ahduld not be working if they have any
COVID-19 symptoms. Common symptomsoaset of illnessnclude fever, dry cough, myalgia, fatigue,
and dyspnea. Medical sta§signed to care for patients with suspected/probable/confirmed CGOCV/ID
shouldideally minimize contact with other patients and colleagues, with the aim of redbeinigk of
exposue and potential transmission.

[ Medical staff who have been exposed unexpectedly without appropriate PPE to a COVID-19-infected
pregnant patient should be quarantined oriselate forl4 days.

"1 Pregnant healthcare professionals should follow risk-assessment ardfection-control gudelines
following exposure to patients wiguspected/probable/confirmed COVID.

17.MANAGEMENT OF BIOHAZARDOUS MATERIAL

Preventive measures associated Wwitthazardous exposures include

[] Use of single patient disposal supplies and equipment.

" Needleless systems.

[ Proper hand hygiene.

[ Standard and special transmission precautions.

[ Red biohazardous waste containers and bags.

[ Appropriate use of PPE.

[ Use of a neutral zone in surgical areas and other areas where invasive procedures are
performed

[ Safe disposal of sharps not only in healthcare facilities but also in a woman’s home

and their community .

"1 Protocols that address non-sharp biohazardous material management with waste
segregation and storage in clearly labeled, leak proof, puAdsistant secondary
containers, followed by collection that provides sterilization by autoclaving, incineration,
interment, disinfection/encapsulation methods, enbdaged technologies, or collection

by an emergency environmental and biosafety service.
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18. Contraception During COVID -19

Telehealth Contraceptionduring the Time of COVID-19

As organizations move to telehealth visits, the following guidelines and resources can help you
continue to provide high quality counseling and contraceptive methods.

Contraception Counseling:

0 Provide t ecénefeccadnsgeling gneange ef meéthods & patient priorities.
Contraception Initiation:

0 Avoid delays by sending pr eakngfompickiup.ns t o ph
0 Assess risk of pregnancy

0 N e gersonm vsit for IUD, implant, sterilization, -HDMPA

0 Del ay v i-Bisymptonis, POIOpeéndiBg test results, or asymptomatic contact.

3 Initiate a bridging method as needed
Contraception Continuation:

0 Us e ebasedlestended ugaer all methods

3 Advise condoms, i nitiate bridging methods
3 IUD and I mplants using extended durations
3 Review risks & benefits of ongoing effectiwv

Contraceptive Change or Discontinuation:

0 I UD and i mpl a ntial repredeative aealth sesvicea Assuee sesneval on
request will be facilitated.

Recommendations for Contraceptive Use during COVID 19 Pandemic

These recommendations were formulated recently by GOB, DGFP, DGHS, OGSB, UNFPA,
IPAS, SMC and other stakeholdemationally

1 Contraception and family planning information and services arsdigng and important at
all times. Sexual activity does not cease with the COY®pandemic. By preventing
unintended pregnancies, contraception helps to protect girls anémivom the negative
health consequences of unintended pregnancies, which can save their lives. Contraception
reduces the need for abortion, meaning that women and girls are less at risk of unsafe
abortion, which again can be lifesaving.

1 All modern metlds of contraceptioare safe to uséncludingduringthe COVID-

19 pandemic.If you have had a bahin the last six months or hagehealth conditiorsuch

as diabetedjigh blood pressure, or breast caricer if you smoke& seek advice from
ahealth are professionab ensure yoare usinga method of contraception which is suitable
and safe for you.

22



If you do not want to become pregnant, you shatiddtor continue to use your
contraceptivenethodof choice.You may be able to access information @ontraceptive
services from a healthcare provider by phone or online or Hotline number (16767).

If you cannot accedbiese servicegou may opt for a method that is available without a
prescription (such as condonpsl)s, or emergency contraceptive

pills) from a nearbypharmacyor drug shop.

If you cannot access your contraceptive method of chiopmrhaps becauserequiresa
prescription, obecause itan only beagiven to you by a health workeérconsider
usingcondoms, fertilityawarenesd®asedmethods, lactational amenorrhgayou
areexclusivelybreastfeeding), or other contraceptive methods that are recomnfendett
care. Depending on the situation methaésommended for setfarecould include the pill

or minkpill, emergency contraption pills, and DMPASC (Sayan®ress®).

Condoms, when they are used consistently and correctly, are the only method of
contraception that help to prevent unintended pregnancy and protect against sexually
transmitted infections, including HIVThey carbe used together with other methods of
contraception to protect against both unintended pregnancy and sexually transmitted
infections.

Emergency contraceptive pills can prevent up to 95% of pregnancies when taken within 5
days after intercourse, and thegndoe taken by anyone with or without a health condition.
Remember emergency contraceptive pills should not be used regularly and not more than
once in a month.

If you are using an IUD or Implant that still has expiry dates, we recommend you continue to
use that as these are completely safe and provides long term protection against unwanted
pregnancies. Removal of long acting methods such as implants or IUDs, after the
recommended period of use Seek advice from your health provider. If, due to restiictio
movement due to the COVHDO pandemic you cannot have your long acting method
removed straight away, it is important to use another method of contraception to avoid
pregnancy at this time. There are no medical problems caused by delaying renmval of
acting methods such as implants or IUDs. Do not try to remove the contraception method
yourself; wait until you are able to access health care from a trained provider.

Ob-Gyns and other FP providers should increase use of mobile phones and digital
technologies to increase telephonic couimgeand sharing of messages related to safe and
effective use of contraceptives. When possible, with proper clinmsad consent, ensure
immediate pospartum contraceptive services (PPIUD, PP Implant) to aaeydunwanted
pregnancy.
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IUD and implant insertion or removal are low risk, reerosol generating procedures. To
minimizing exposure risk during procedures, routine surgical masks and gloves for patient
interactions may reduce asymptomatic transmis$to@pare all equipment trays and
materials ahead of time to reduce time in the room.
Governments may also consider relaxing restrictions on thaituécycles) of short acting
contraceptives dispensed to users so as to avoid frequent repeat visits.
Develop and disseminate messages with simple language through different communication
channels including TVC, TV scrolling, social media, radio, community radio, TV talk show
etc.

o0 During COVID-19 Pandemic it is safer not to be pregnant

0 Use family plannig methods

o Family planning service available
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19. MR, MRM, PAC during COVD19
Menstrual Regulation, Menstrual Regulation with Medication and Post Abortion care

These services should be provided to the all clients who needs it:

1 Emergency services to lpeovided to all clients ( Non COVID or suspected and confirmed
cases) in all service centres and hospitals after proper triage and following proper infection
prevention guidelines

1 For routine service®lenstrual Regulation with Medication will be prefermeer instrumental
Menstrual Regulation procedure as applicable

1 instrumental Menstrual Regulation procedures are to be provided in designatedaféatgpsoper
triage and following proper infection prevention guidelines

1 Thorough counseling is important

Tell the client hat to expect, danger signs and where to go in Emergency

1 Services to COVID 19 confirmed &5 to be given in designated hospital with proper
assessment, investigation, counseling and ptiscaand protection of client and service
providers

=

Menstrual Regulation with Medication

Recommended regimen foup to 9 weeksof gestation Mifepristone and misoprostol
Day 1:Mifepristone 200mg orally

Day 2: MisoprostolB00mcg buccally,

If the woman is stable and it is convenient for her to do so, ps/ghould allow her at least
four hours after fetal expulsion to expel the placenta.
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Post abortion Care (PAC)

Misoprostol Regimen for Incomplete and Missed abortion upto 12 weeks uterine size

Table 1 Regimens of Misoprostol in Incomplete and Missed Abortion*
Regimens of Misoprostol in Incomplete Abortion

' Gestation ' Dose Route " Timing
‘Less than 12 600  Oral | Three 200 mcg tablets taken at once
weeks mcg One 600 mcg tablets taken at once
uterine size 400  Sublingual = Two 200 mcg tablet under the tongue for 30 minutes, then
meg swallow the remaining pill,
f mlmuwhmmmw Abembryonic Gestation (Blighted Ovum)
Less than 12 Vaginal Four 200 mcg tablets placed vaginally in the posterior
weeks mcg fornix,
uteri ne size 600  Sublingual  Three 200 mcg tablet under the tongue for 30 minutes, then
mcg swallow the remaining pill; may be repeated every 3 hours

for a maximum of 3 doses, if required.

Single dose is also effective, if left for 1-2 weeks,
' Ipas, VSI. Misoprostol use in Post Abortion Care: A Service Delivery Toolkit. Chapel Hill, Ipas,
| 2011;47-48

Pl see leaflets on Misoprostdn Post abortion Care in gopendix 8 and 9
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20. Care of subfertility in COVID -19

In considering when and how to provide reproductive care, the risk of viral transmission to
patients, physicians, and staff, and the utilization of critically needed healthcare resources
must be weighedagainst the time sensitive nature of infertility. This calculation includes
understanding the worsening prognosis of treatments with the passage of time, and the
threat of decreased access to care that occurs with further delg$sSRM).

ESHRE Guidelines:

Concept

The working group identified six pillars of good medical practice proposed for the
restart of activity in the ART clinic and laboratory.

1. Discussion, agreement and consent to the start of treatment

2. Staff and patient triage

3. Access to advicend treatment

4. Adaptation of ART services

5. Treatment cycle planning

6. Code of Conduct for staff and patients

Discussion, agreement and consent to start treatment

a. Highrisk patients (e.g. diabetes, hypertension, using immunosuppressant therapy, past
transplant patients, lung, liver or renal disease) should not start ART treatment until it is deemed
safe to do so by relevant healthcare professionals and/or local health authorities.

b. All patients should be offered a choice to proceed with or posthemeART treatment. In

both cases patient preference should be clearly documented.

c. Patients must be comprehensively informed, clearly understand the risks related to T3VID
disease and acknowledge the increased risks in case of infection duringnesed®atients must

also be informed on how to reduce the risk of infection in general.

d. Patients must sign and adhere to the Code of Conduct

Summary Figure staff triage

- nge . Test for SARS-
STAFF ¥ duestionnaire T * CoV-2 antibodies
2 weeks prior to the o e ligM and IgG)

start of clinic activities

-

. . Occupational
e s health advice &
posit self quarantine
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Summary Figure patient triage

Patients/partners
= vl SCENARIO 1
Triage negative “Include”

age Patients/partners with
S questionnaire mild or non—specw\hc Test for
@ @ symptoms SARS-Cov-2  *
- - Triage potentially positive antibodies
(IgM and 1gG)

PATIENTS

Patients/partners with

specific symptoms and/or
*  a previous COVID-19 test SCENARIO 3
Triage positive “Exclude”

Access to advice and treatment
Patient education on COVHDI risk and prevention is an essential step poior
acceptance for treatment. Patient education should include:

Tutorials on the use of personal protective equ
A Advice on continuation of social distancing and
A | nf or ot@ymptams of SARE0V-2/COVID-19 infection or exposure occurrence
A Agreement that treatment can b-eskskiatosonti nued i f

Adaptation of ART services
The treatment of each patient should be completetlggeght andndividualised.
In order to reduce unnecessary visits and-gtafient contact, telemedicine should be used for all
treatment steps that do not require the physical presence of patients at the centre.
Summary Figure treatment cycle

2 weeks prior to the start of ART At the start of Ovarian Oocyte Embryo
treatment stimulation retrieval transfer

& il STANDARD sTanDARD [l STANDARD

2 NN FrROCEDURE [N PROCEDURE [N PROCEDURE

\ J stanoaro I sTanDagD

Test for S ] FrOCEDURE [l PROCEDURE

£
5]
E SARS-CoV-z | SARS-CoV. -
| . ~Col- ov-2
= antibodies . antibodies
& g and IgGh | ™, figh and IgGi PN CSTPOREMENT POSTROMEMENT
o

=
,
Lﬁ m
—— B STRORNEMENT

Code of Conduct for staff and patients
All staff menbers and patients will be instructed to avoid unnecessary exposure (both at work and in

private).

Each service wild.l prepare compulsory instructio
respecting the signed Code of Conduct
A Activinhoesathawedrwi ||l be clearly detailed (AEX
A Restricted social |life and interactions
A Patients should sign regularly that they are we
A Staff members shoul d sdihaverespestgdiie €odé or inforimthée t hey a

centre's Person Responsible of any infringements of the Code of Conduct previously signed.
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21.Gyanecological Cancer

Outpatient Clint Visits

a. Restriction of visits only to new patients or consults that are ablyohecessary to address an acute
oncologic issues and to those patients in active treatment for their disease.

b. Limiting number of physicians and healthcare providers (advanced nurse practitioners or nurses)
involved in providing ambulatory care to nimize exposure to all involved.

c. Consideration of restricting personnel to those that are absolutely essential for the care of the patient.
Thus, consideration of dismissing residents and medical students of their responsibilities in the
ambulatory carsetting.

d. Limiting accompanying family members to only one person, when such person is considered
absolutely necessary, as in situations when the patient has physical or psychological limitations. In
addition, it is also confirmed that such person dagshave suspicion of coronavirus infection or has
been in contact with anyone suspected of such exposure.

e. Postponing all routine followp/surveillance visits, or transition to telemedicine/sbelsed

consultation, if resources allow, until crisis haahdized and it is considered safe to return to normal
operating procedures. Patients to notify healthcare team of any new or concerning issues by telephone or
electronic correspondence.

f. Consideration of welbased consultation for issues of concernllawafor proper, safer, and faster
triaging.

g. Consideration of postponing any type of intervention that is not absolutely necessary, such as routine
imaging studies or serum markers, in patients who are asymptomatic and have no evidsees®f
basedon most recent evaluation.

Cervical Cancer

a. Preinvasive disease: According to Americ&aciety for Colposcopy and Cervical PatholdgsCCP)
recommendations, individuals with logvade cervical cancer screening tests may pasgponement of
diagnosticevaluations for 612 months. Individuals with higgrade cervical screening tests should have
diagnostic evaluation scheduled within 3 months.

b. Earlystage cervical cancer: In a setting where oncologic surgery is still allowed, proceeding with
standard bcare is recommended. However, when access to surgery is limited, these steps may be
considered. Assuring that disease is localized by imaging studies, such as CT scans or PET/CT imaging
(if available), and if so, consideration of postponing procedusdahy be considered higlsk of

prolonged operative time, or potential intraoperative and/or postoperative complications, such as radical
trachelectomy or radical hysterectomy, for a periodi & Weeks, or until crisis resolves. In the setting of
microscopic disease or lownisk disease (<2 cm, lowisk histology), consideration for conization or

simple trachelectomy * sentinel lymph nodes, if available and feasible. In the setting of gross visible
tumor, consideration of neoadjuvant chemotherapy.
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c. Locdly-advanced disease: Consider hypofractionation (increase dose per day and reduce the number of
fractions) to reduce the number of times the patient has to come in for hospital visits and treatments.
According to the American Brachytherapy Society, bréotnapy procedures for cervical cancer patients
should not be delayed in patients without COMI® symptoms. For radiation therapy patients that are

visiting on a daily basis, consider changing face to face weekly visits to telemedicine, unless examination
is required.

Endometrial Cancer

a. Lowrisk patients: Patients with grade 1 disease can be considered for conservative management with
nonsurgical options, including systemic hormonal therapy or intrauterine devices.

b. Highrisk patients: Patients withigherrisk disease (grade 2 or 3 or higbk histology) should be
considered for simple hysterectomy and bilateral salpoguahorectomy alone + sentinel lymph nodes, if
available and feasible, and/or postoperative management based on uterine riskRésitaf

laparoscopic surgery concerning pneumoperitoneum in the setting of COViRust be weighed against
risk of laparotomy.

c. Advanced disease: Patients with advanced disease should be considered for tissue biopsy to confirm
diagnosis and proceedj with systemic therapy.

Ovarian Cancer

a. In suspected early disease, consideration of multiple factors, such as age and family history of
breast/ovarian cancer, physical examination, and thorough radiologic evaluation with pelvic ultrasound
with color Doppler, MRI, and/or serum markers, such as CA125 and HE4, to assess risk of malignancy in
adnexal mass.

b. In patients with advanced stage disease, consideration of tissue biopsy to confirm diagnosis of disease
and proceeding with neoadjuvant chemothenaqy crisis is resolved and consideration of surgery at a
later time.

c. In patients who have already started neoadjuvant chemotherapy, consideration of extending the
treatment plan to six cycles, rather than three, before consideration of interval egtioeedurgery.

However, decision in this setting is highly dependent on resource availability and access to the operating
room for the respective institution, recognizing that additional cycles of chemotherapy may deplete bone
marrow reserve and lead taher susceptibility to infection.

d. In patients who have completedfupnt adjuvant platinunbased chemotherapy, consideration of no
further treatment. Maintenance therapy may require repeat visits for toxicity evaluation which may place
added burden opatient, families, and healthcare teams with the risk of added exposure to infection.

e. For patients traveling long distances for treatment, consideration of arranging with local oncologists to
administer therapy, in order to avoid traveling, particulbyhair, and further increasing risk of exposure
and infection. Offer distant evaluation for toxicity through telecommunication.
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f. For patients who have progressed on current treatment for recurrent disease, decisions regarding
initiation of additional cemotherapy should be based on clinical judgment and potential for benefit based
on expected response of subsequent available agents.

Treatment Planning

a. Local patients: Consideration of undergoing imaging studies and indicated laboratory tests angl agreei
to having the physician contact them by telephone to discuss management beyond the point of evaluation.

b. Distant patients: Consideration of undergoing imaging studies and indicated laboratory tests locally in
their home towns and sending discs witlagimg either electronically or by mail to then have the
physician discuss the management plan.

c. International patients: Consideration for postponing visits from international patients until further no

Palliative and Supportive Care Management

a. It is mperative that during this time of crisis, women diagnosed with gynecologic cancers understand
that needs related to quality of life, patient -@fidife goals, advance care planning, pain and symptom
management, and support of caregivers remain a prairitye healthcare team.

b. Mul tidisciplinary collaboration should be i mpl
supportive care and hospice care is established as quickly as possible, either in a facility or at home, in

order to provide the pignt the most comprehensive care and at the same time alleviate hospital volume

so that beds may be allocated to patients needing acute medical attention, either related or unrelated to the
coronavirus disease.

c. Consideration for video consultations &routpatient visits and most inpatient visits in order to
minimize bidirectional exposure to coronavirus infection of both the patient and the healthcare team.

d. Family engagement is of the utmost importance for patients requiring supportive canszice tare.

To this end, centers are encouraged to implement strategies to educate family members on how to provide
most or all services pertaining to symptom control and management of physical needs for the patient

while at homecatification from globalhealth authorities.
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22 Violence against women and Domestic Violence

Violence againstwomene mai ns a maj or thr eat t bealtHuorga | publ i c
emergencies
A Violence against women i s hi genostcommon foaniofe nt . I nt

violence.Globally, 1 in 3 women worldwide have experienced physical and/or sexual violence by an
intimatepartner or sexual violence by any perpetrator in their lifetime. Most of this is intimate partner
violence.

A Vi ol e nwomen terda tb incsehse during every type of emergency, including epidemics. Older
women and women with disabilities are likely to have additional risks and needs. Women who are
displacedrefugees, and living in conflieiffected areas are particularlylnarable.

A Although data are scarce, reports from China, t
countriessuggest an increase in domestic violence cases since the €O\4tbreak begafhe

number of domestic violence cases reported to agstation in Jingzhou, a city in Hubei Province,

tripled in February 2020, compared with the same period the previous year.

A - The health impacts of violence, particularly in
children,are significant. Vitence against women can result in injuries and serious physical, mental,

sexual andeproductive health problems, including sexually transmitted infections, HIV, and unplanned
pregnancies.

How COVID-19 can exacerbate risks of violence for women

A St medisrption df social and protective networks, and decreased access to services can all
exacerbat¢he risk of violence for women.

A As distancing measures are put in place and peo
partner violencés likely to increase. For example:

o 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 stres and potential economic or job losses.

o0 Women may have less contact with family and friends who may provide support and protection from
violence.

o0 Women bear the brunt of increased care work during this pandemic. School closures further exacerbate
this burden and place more stress on them.

o 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 families,
with the potatial to exacerbate conflicts and violence. As resources become scarcer, women may be at
greater risk for experiencing economic abuse.4

o Perpetrators of abuse may use restrictions due to CQYI exercise power and control over their
partners to furthrereduce access to services, help, and psychosocial support from both formal and

informal networks.

o Perpetrators may also restrict access to necessary items such as soap and hand sanitizer.

o Perpetrators may exert control by spreading misinformationt dbe disease and stigmatize partners.5

A Access to vital sexual and reproductive health
likely become more limited.
A Other services, such as hot | teaionservices mayslsodbe cent er

scaledback, further reducing access to the few sources of help that women in abusive relationships might
have.
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What can be done to address violence against women during the COVID-19 response
Although the COVID-19 pandemic has placed an immense burden on health systems, including frontline health
workers, there are things that can help mitigate the effects of violence on women and children.

Governments and policy makers must include essential services to address violence against women in
preparedness and response plans for COVID-19, fund them, and identify ways to make them accessible in
the context of physical distancing measures.

Health facilities should identify and provide information about services available locally (e.g. hotlines,
shelters, rape crisis centers, counselling) for survivors, including opening hours, contact details, and
whether services can be offered remotely, and establish referral linkages.

Health providers need to be aware of the risks and health consequences of violence against women.
They can help women who disclose by offering first-line support and medical treatment. First-line
support includes: listening empathetically and without judgment, inguiring about needs and concerns,
validating survivors’ experiences and feelings, enhancing safety, and connecting survivors to support
services. The use of mHealth and telemedicine in safely addressing violence against women must
urgently be explored.

Humanitarian response organizations need to include services for women subjected to violence and
their children in their COVID-19 response plans and gather data on reported cases of violence against
women.

Community members should be made aware of the increased risk of violence against women during this
pandemic and the need to keep in touch and support women subjected to violence, and to have
information about where help for survivors is available. It is important to ensure that it is safe to connect
with women when the abuser is present in the home.

Women who are experiencing violence may find it helpful to reach out to supportive family and friends,
seek support from a hotline, or seek out local services for survivors. They may also find it useful to have a
safety plan in case the violence escalates. This includes having a neighbor, friend, relative, or shelter
identified to go to should they need to leave the house immediately for safety.
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23. Academic Activities

a. In an effort to continue best standard of care for our patients, we should stnatain active and
transparent communication as it pertains to patient management and outcomes.We should consider
implementation of academic activities, such as tumor board or multidisciplinary conference, through web
based systems.

b. Teleconferencingptlearn and explore options for improving the approach to care should be sought and
flow of communication with other institutions is to be encouraged

24 Telehealth reproductive health

Telehealth reproductive health visits are important to improve saistaincing and help reduce
COVID-19 exposures.

Having staff available via telehealth helps:

0 Empower patients regarding social distancin
0 Pr ov i denterpdecongacaptive counseling, method initiation and continuation,

and method switching.

0 Avoid unnecessary exposure to illness.

v

0 Preserve staff avail gmiehts.ty and PPE to see

It can be organized / implemented by telephone, text message, email, facebook, video, skype,
whats app, viber, imo, Zoom and goggle , etc

25. Record keeping, publication and research

We need to learn from our experience and generate evidiemgagvention better management
of COVID-19 and viral diseases. Proper record keeping, writing articles and research protocols
are important and are encouraged
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Appendix
Appendix 1:Case DefinitionCOVD-19

Suspect case

a. A patient with acute respiratory illness (fever and at least one sign/symptom of respiratory disease,
e.g., cough, shortness of breath), AN history of travel to or residence in a Country/location

reporting community transmission of COMI® disease during the 14 days prior to symptom onset.
OR

b. A patient/ health care worker with any acute respiratory illness AND having been in cottiaat wi
confirmed or probable COVIE19 case (see definition of contact) in the last 14 days prior to

symptom onset

OR

c. A patient with severe acute respiratory illness (fever and at least one sign/symptom of respiratory
disease, e.g., cough, shortness oatimeAND requiring hospitalization) AND in the absence of an
alternative diagnosis that fully explains the clinical presentation.

Probable case:

a. A suspect case for whom tegtiior the COVID19 virus is inconclusive. Inconclusive being the
result of the test reported by the laboratory.

OR

b. A suspect case for whom testing could not be performed for any reason.

Confirmed case:
A person with laboratory confirmation of COVAD9 infection, irrespective of clinical signs and
symptoms.

Definition of contact:

a. A contact is a pson not having symptoms at present but who has been exposed to probable case
or confirmed case.

b. Contact timing: 2 days before and the 14 days after the onset of symptoms of a probable or
confirmed cases

c. Contact pattern

A Ftafaee contact with @robable or confirmed case within 1 meter and for more than 15

minutes.

A Direct physical contact with a probable or
A Direct care for a pat i e-t%diseasewithoupusimgipraged e or
personal protective equipment2R

A Other situations as indicated by | ocal risk

Note: for confirmed asymptomatic cases, the period of contact is measured as the 2 days before
throughthe 14 days after the date on which the sample was taken which led to confirmation.11

1. World Health Organization. Infection prevention and control during health care when €O\#D
suspected https://www.who.int/publicatiedstail/infectionpreventionandcontrotduringhealthcarewhennovet
coronavirus(ncov) infection-is-suspecte€0200125

COVID-19 is a notifiable disease. Please report all cases (confirmed or suspected) to health
authority (civil surgeon, DGHS).
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Appendix 2: Triage and management of COVID 19 Disease
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Appendix 3: Patient flow pathway for non COVID-19 hospital

Putient Mow chart for mon COVID-TY Hospital

MOPD
Instiad triage
Patients suspected
Initial triage ] in medicine/other
g wiard|
Mo respiratory case | | Flu Corner near 3P0 |

| R T

1, Pravide treatment Mild case Maderate case Senere Critical case
Z. |f reguired admit case
in haspital

Designiated areajspace for respiratony) suspected
cazes under medicine unit near emergency

1 |

Treatment ard Home isclation advice

1. Pravide necessany treatment HICLY haemadialysis
2. Send investigstion {RT-PCA) required

request 1o designated kb

3. Contact Autharityy Focal

person

|

Official transportaticn to Qifcial pranspamation b
desiprated hospital desigrated KU haemodiaksis
Tacility
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Appendix 4: Patient

flow pathway for designated COVID-19 hospital

Patient Mow pathway for desipnated COVID-19 Hospieal

Man-respiratary case

Refer 1o
Mon-COVIDAS
Designated Hospital

| I |
J Canfirmed case I Suspected respiratory case |
| Na hlstory of contact with pasitive case | | History of contact with positive case |

§ 4

| Pre-lsclation for non contact related case | | Pre-sclatian for contact related case

L |

| Lample collection and test far confirmation

Admission criteria present

Positive Negative
Admit in isolation ward or Institutional lsalation and repeat samgle
ICL haemadialysis facility collection and testing

acoording to severity

—| Institutional isolation for positive non haspitalized case
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Appendix 5: OGSB What should Pregnant Mothers and Family DO to Prevent COVID19
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Appendix 6: OGSB: Emergency Management of COVID19 Suspected/ Confirmed Mothers
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Appendix 7. Aerosol Generating Procedures (AGP)

The following procedures are considered likely to generate aerosols capable of
transmitting respiratory pathogens when und@maon patients with an RTI:

and open suctioning

-mortem procedures in weh highspeed devices are used

-invasive ventilation (NIV) e.g. bi level positive airway pressure ventilation
(BiPAP)

ion of sputum
Certain other procedures/equipment may generate an aerosol from material other
t han patientsdé secretions but are NOT conside
risk. Procedures in this category include:
hroat swabs

During nebulisation, the aerosol derives from a-patient source (the fluid in the

nebuliser chamber) and does not carry patiEmived viralparticles. If a particle in

the aerosol coalesces with a contaminated mucous membrane, it will cease to be
airborne and therefore will not be part of an aerosol. Staff should use appropriate

hand hygiene when helping patients to remove nebulisers angfperorasks.

NHS, appendix 67,
https://www.rdash.nhs.uk/wpontent/uploads/2017/08/Appeneib-AerosotGeneratingProcedures. pdf
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