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I would like to thank Drs. Chris Han, Judette Lewis, and the society for providing the support for today’s timely webinar.


University of Washington
Guidelines

« https://covid-
19.uwmedicine.org/Pages/default.aspx

 Meant to be a starting point for your institution

 Changes frequently, please check date you
access the document

 Includes institution protocols (PPE, ED/ICU
guide, Newborn, etc)
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At the University of Washington, we have published our institution protocols that is meant to be a starting point for others.  Our protocols are institution specific and may not apply to your specific situation, but we also didn't want others to start from scratch.  As we learn new information daily, please check the date you access the document.  The website not only includes pregnancy protocols, but also ambulatory, PPE, ED/ICU, newborn guides and others.

https://covid-19.uwmedicine.org/Pages/default.aspx

UW Medicine
Influenza Like lliness (ILI) & COVID-19 Screening Guidelines for PREGNANT patients

Incoming

Phone Calls

Screen for Active
Pregnancy
Symptoms/Concerns

I

NEGATIVE for
pregnancy concern

POSITIVE for
pregnancy concern

that requires
evaluation

Candidate for
PREG

evaluation from
NANCY perspective?

Influenza Like lliness (ILI)
and/or COVID19 Screen:

ANY of the following?
* Fever
* New cough
* New shortness of breath

Instruct patient to seek evaluation
Location: per site OB triage
guidelines / clinical considerations

Anticipatory Screen for ILI/COVID19

Screen
Positive

Screen Negative

4

Keep routine/ scheduled
appointment; offer TeleOB

Review King County Public
Health Recommendations

T

Screen
Positive

Yes

Influenza Like lliness (ILI)
and/or COVID19 Screen:

ANY of the following?
* Fever
* New cough
* New shortness of breath

1. Assess Symptoms
&
2. Maternal co-Morbidities

MILD Symptoms &
NO
Maternal Co-Morbidities

MILD Symptoms &
YES
Maternal Co-Morbidities

r

Screen Negative

per
site OB triage guidelines /
clinical considerations

« Consider starting
empiric Oseltamivir/Tamiflu
» Evaluate Pregnancy
Concern (if present) in

* Provide Patient Education

for Home Isolation Guidance

Seek for

pregnancy concern (if present) &
Influenza & COVID-19 Testing

Ambulatory location for testing:
Specified Location for
High Risk Populations

SEVERE SYMPTOMS
regardless of co-morbidities

Instruct patient to seek evaluation

Location: L&D vs Emergency Department
Location of evaluation to be determined by clinical
considerations and site OB triage guidelines
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This is not an

Maternal Co- exhaustive list

Use clinical judgment

Morbidities and err on the side of

evaluation if

A uncertain

Immuno-compromised/suppressed

* Transplant

« Inflammatory Bowel Disease or Rheumatologic Disease
» Active treatment with biologics

« Prednisone >20mg/d

Class Il Obesity

Insulin Dependent or Poorly Controlled Diabetes

Maternal Cardiac Disease

Hypertension disease in pregnancy requiring medical therapy
Renal insufficiency

Moderate/Severe Respiratory Disease: i.e Asthma requiring
treatment, CF

g\e/xl)’ologic Disease (Parkinson’s, ALS, spinal cord injury, seizure,

Active cancer
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Maternal co-morbidities are not an exhaustive list and clinical judgement must be used.


Assess Patient’'s Symptoms

Symptoms typically include fever 238°C (100.4°F) or one or more of the following:

* Cough e Difficulty breathing or shortness of breath

Yes

}

Conduct lliness Severity Assessment

* Does she have difficulty breathing or shortness of breath?

* Does she have difficulty completing a sentence without gasping
for air or needing to stop to catch breath frequently when walk-
ing across the room?

* Does patient cough more than 1 teaspoon of blood?

* Does she have new pain or pressure in the chest other than pain
with coughing?

* Is she unable to keep liquids down?

* Does she show signs of dehydration such as dizziness when
standing?

* Is she less responsive than normal or does she become
confused when talking to her?

No Positive Answers

Assess Clinical and Social Risks
Comorbidities (Hypertension, diabetes,
asthma, HIV, chronic heart disease, chronic
liver disease, chronic lung disease, chronic
kidney disease, blood dyscrasia, and people
on immunosuppressive medications)
Obstetric issues (eg, preterm labor)

Inability to care for self or arrange follow-up
if necessary
I

No Positive Answers

____ Any Positive
Answers

Low Risk
Refer patient for symptomatic care at home
including hydration and rest

Monitor for development of any symptoms above
and re-start algorithm if new symptoms present

Routine obstetric precautions

—No—»  Routine Prenatal Care

* Gastrointestinal symptoms

Any Positive Answers

l

/ Elevated Risk \

Recommend she immediately seek care in an
emergency department or equivalent unit that treats
pregnant women. When possible, send patient to a
setting where she can be isolated.

Notifying the facility that you are referring a PUl is
recommended to minimize the chance of spreading
infection to other patients and/or healthcare workers

at the facility
Adhere to local infection control practices including
\personal protective equipment /
Moderate Risk

See patient as soon as possible in an ambulatory setting
with resources to determine severity of iliness.

When possible, send patient to a setting where she can be
isolated. Clinical assessment for respiratory compromise
includes physical examination and tests such as pulse
oximetry, chest X-ray, or ABG as clinically indicated.

Pregnant women (with abdominal shielding) should not be
\_excluded from chest CT if clinically recommended.

If yes to respiratory
compromise or complications

If no respiratory compromise
or complications and able
to follow-up with care

Admit patient for further evaluation and treatment.
Review hospital or health system guidance on isolation,
negative pressure and other infection control measures
to minimize patient and provider exposure
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Presentation Notes
And as many of us know, ACOG and SMFM came out with their COVID triage algorithm on March 13, which can also be found on the SMFM website.


RN1

Management of Obstetric COVID-19 Cases in OR - Cesarean DRAFT 3/18/2020
Anesthesia OB At'fnqling and
Ssist

OR Transport Team:
2 Attending and

RN2 and RN3 Assist

o Prepare for transport  ? RN2 & RN3 don PPE . . Assure
E Phone Corst Eihh e e outside door with Phone Consult with RN1 Review board and delegate I
©

| -

) Transfer patient to

L Prepare OR for LIMITED access

8 Transport pt to

bt RN1 doff PPE with destination when OR OB Att: t0 Scrub A

o “Ready” from RN4 o e A
| I I I I I I I I I I I
2 Group ONE OB Att: PPE Group ONE PPE Group ONE
2D - Scrub _

> Don PPE with RN 4 OB Assist: PPE Group TWO Then Scrub

g%( © Scrub
| | I I I | I I I I I I

OR Runner As Needed RN2 -> Circ OR RN Case
G ERIOLH\ RO EW Phase One Recovery in OR

o Coordinated Exits: Teams Doff gown/gloves in OR with OR DOFFICER (RN3)

8 Accept Stretcher/Bed during EXIT TWO

S

-IE Prepare pt for transport OB Att: EXIT TEAM TWO EXIT TEAM TWO

PATIENT EXIT to PACU Transport Team
OB Assist:
EXIT TEAM THREE EXIT TEAM THREE EXIT TEAM THREE

Postop/PACU

Don PPE for PACU with
in hallway

Accept pt at OR door &
Transport pt to PACU

Doff PPE with DOFFICER(S) in hallway

Exit OR area and consider shower

RN4 - PACU

Transport Team
(with RN1)

PEDS/NICU

Prepare OR room

* RN-4 acts as Dofficer
for PPE Group ONE

Prepare OR room

Covered Incubator in OR

» Alert OR Transport . L L

Lehaemn grgl? pA(S)SlllSEt in OR Dor?;?’:%%N 4
* Dofficer for Group

wo N s .

. Case
RN4 Remains Prepare Incubator for
in HaIIway Transport
Accept Bleached WC/Bed & NICU Team Doff gown/gloves
Move HEPA filter into OR in OR with RN3
EXIT TEAM ONE:

Prepare Stretcher/Bed

Move Stretcher/Bed into
OR with EXIT TEAM TWO

Neonate & NICU Team
Transfer Incubator to Neonate
Transport Team
Then Entire NICU Team Exit

Don PPE for PACU with
in hallway

Accept pt at OR door &
Transport pt to PACU

Doff PPE at end of shift
and consider shower

Specimen Handling: Label & Bag > Wipe Bag #1 with bleach cloth >
Handoff to RN4 (with gloves and wipe) = Wipe Bag #1 with new bleach cloth > Bag #2

Doff PPE at end of shift
and consider shower
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Neonate Transport Team:
Don PPE with DORFIGER(S) i
hallway
OR NICU Team:

Doff mask with
in hallway

Exit OR area and consider
shower
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We also continue to work on our cesarean section OR protocol including those by role and area. Please note this is still a draft protocol.


What Has Worked Well

* Divide and conquer (inpatient vs outpatient)

« Multidisciplinary approach

Inpatient protocol: MFM/OB, Anesthesia, Nursing,
NICU, Pediatrics, etc

Central institution website for updated
guidelines/protocols

Clear, consistent, frequent communication
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Now to give some practical advice on what has worked well and the challenges we have encountered the last few weeks. First, I recommend multiple people involved in the process. It is a time to divide and conquer. Our division has divided protocol duties between inpatient and outpatient with a team of 4. Whether it is coming up with L&D procotols vs rescheduling patients to telemedicine, meeting with our L&D nurse manager or our clinic manager, this has not been the responsibility of just one person.  

For our L&D protocol especially for delivery, we have met as a group via Zoom with our anesthesia, nursing, NICU/pediatrics colleagues as we each have a focus on different aspects of the delivery.  

As an institution, we have one website for updated guidelines/protocols. This avoids providers and staff to “dig through” or search their email for the most updated protocol.  This also allows me as a MFM to look at the ICU guidelines or the immunocompromised guidelines in one place.

There also needs to be clear, consistent, frequent communication whether it is between residents, our division, our department, or as an institution. There is at least a daily email from our institution. Our division recently instituted twice weekly Zoom meetings.


What Has Worked Well

 Working with institution leadership

 Ambulatory, drive-through testing for pregnant
patients for mild symptoms

« Simulation/dry run/in-person training
« PPE Donning/Doffing

Video (pre-training): Does not substitute in-person training
which is recommended

NETEC: Personal Protective Equipment for COVID-19
https://www.youtube.com/watch?v=bG6zISnhenPg

« Cesarean section

| Society for
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We have also worked with our institution leadership in order to ensure pregnant patients can also access testing.  Currently, we have an ambulatory, drive through testing site which started earlier this week and have included pregnant patients with mild symptoms and no co-morbidities to be included. This avoids having patients present to clinic while also acknowledging the MFM clinic may not be the best place to test these particular patients.

Simulation and in-person training has been critical.  The PPE Donning/doffing is an extensive process. Although there is a training video which is great for pre-training, it does not substitute in-person training. Our institution is currently has in-person training 10 am to 7 am (21 hours) each hour. Additionally, we went through our simulation for our cesarean section process this week and were also able to understand some shortcomings that needed to change in our protocol.


What Has Worked Well

« COVID-19 team?

 Telemedicine for outpatient

 Employee COVID-19 testing

* Institution website for childcare, errands, etc

= Society for
Maternal-Fetal
Medicine


Presenter
Presentation Notes
We are currently considering having an OB COVID-19 team in order to concentrate our knowledge. This ensures we have the most up to date knowledge, information, and can change our protocols as needed.

Like many others, we were able to transition to telemedicine for some of our patients in order to avoid in-person visits. This has been critical for our outpatient clinic.

Lastly, our institution has also started several support services for the employees.  We have employee COVID-19 testing available and there has been an institution website to allow staff and providers to find or offer childcare/errands.  Many of our medical students who are no longer on clinical rotations have offered to help with these services which has been heartwarming.


Challenges

* Information changing constantly

« Challenges to medical decision making and
resources (staffing, PPE, blood bank)

« Delivery planning for PUl/confirmed case

« Distributing information (email fatigue, etc.)

« Education (medical students, residents, ABOG)
« Providers/staff iliness

» Social stressors
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However, we are not without our challenges during these last few weeks.  First, the most challenging has been information that is changing constantly.  Protocols or decisions may change multiple times a day and obviously leads to frustration or confusion.

Second, most of us have worked in a medical system where in general we are able to get supplies we need or order the tests we want.  With limitations of staffing, PPE, or a low blood bank supply, this not just challenges our medical decision making for the COVID patients but also are non-COVID patients such as the invasive placentation or a patient with postpartum hemorrhage.

Delivery planning for person under investigation (or PUI) or a confirmed COVID case is difficult.  While we had focused on what is needed at the time of a vaginal delivery vs cesarean section, we all know labor can be unpredictable.  What is the indication for delivery?  Is the patient nulliparous vs multiparous? Is it spontaneous labor vs an induction? How long do you let a COVID patient labor?  We know our “emergent” cesarean sections cannot happen in our traditional sense with these patients. Just as we would all want to avoid a cesarean hysterectomy at 2 am, we would also ideally perform a delivery of a COVID case during the day if possible, leading us to likely be more conservative about our labor management. I again don’t have the right answer for this situation, but it has caused us to carefully consider all these aspects.

Although we have had frequent communication, it is still a hurdle to distribute information in a timely manner.  I’m sure it is an understatement that we receive too may emails each day and may have email fatigue, however we have moved to more frequent division meetings in order to discuss pertinent and key information. And sometimes there are things that just need to be discussed on the phone instead of email.

Medical education has changed dramatically as there are no clinical rotations for medical students at our institution.  With elective surgical cases on hold, the resident surgical experience is changed.  Our fellows will likely be impacted by different ultrasound and clinic schedules. Even those who were planning to take oral subspecialty boards next month have had their exams postponed.  We are still trying to find the right avenues to teach our students and residents, but also do not know how long this may last.

Provider illness will decrease the number of providers in a pool and make coverage challenging in an already hard time.  Creative scheduling or understanding the true inpatient and outpatient needs may ensure there is adequate clinical coverage while also keeping those at home who are sick or making sure there are healthy people to fill in case of illness, or giving providers time off with an already clinical demanding workload. 

Lastly, the social stressors of COVID-19 are multiple: school cancellation, childcare issues, caring for elderly parents, social distancing. This has all turned our schedules into an unpredictable fashion and this is an unprecedented situation we face.  Although we may be used to providing medically complex care, it is an additional burden when we face stress outside of work.  We have to be able to help each other.


Pearls

« Teamwork essential
« Challenging but humbling experience
« We can all learn from each other

 Want to thank UW MFM division especially Drs.
Edith Cheng, Jane Hitti, and Voni Simmons
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I wish I had the magic bullet for this challenging and unprecedented period in our field.  Teamwork is essential and this is a challenging but humbling experience.  We can all learn from each other and I have been encouraged the most by seeing how our team is taking care of our patients and taking care of each other. I anticipate this will be the same for members of our society.

I would like to thank my division especially Drs. Cheng, Hitti, and Simmons.
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Questions, please contact:

Kimberly Ma, MD

Assistant Professor

Division of Maternal-Fetal Medicine
University of Washington
kkma©uw.edu
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