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Abstract

Case Report

A pregnant woman (Gravida 5, Abortion 1, Gestational Age: 35 weeks) was referred to our tertiary referral hospital
with complaints of asthenia, dry cough and dyspnea. She had pulse rate of 77, respiratory rate of 50, with oral
temperature of 38.5, O2 sat: 83% in room air. Her chest CT on admission had bilateral patchy ground-glass features,
nasopharyngeal swab for SARS-CoV-2 had a positive result. She was admitted with a diagnosis of COVID-19. And
antepartum fetal monitoring was reassuring. During her hospitalization, O2 saturation progressively declined, which
required a transfer to the ICU and acute respiratory care and support, leading to intubation and mechanical ventilation.
With concerns for fetal well-being she underwent a cesarean delivery of a viable but premature neonate. With
persistent postpartum ARDS (SaO2 20%-30% on maximal ventilator support) she experienced acute hypotension and
bradycardia 3 hours later and died despite cardiopulmonary resuscitative efforts.
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INTRODUCTION

The first cases of COVID-19 were reported by
officials in Wuhan, China, in December 2019 [1]. The
disease quickly spread throughout the world and was
declared a pandemic by the World Health Organization
(WHO) on March 12, 2020.

The clinical course of COVID-19 in pregnant
women is not totally understood and there is worry for
increased disease in some pregnant women and an
increased risk for spontaneous abortion, preterm birth,
or morbidity or mortality in the fetus and the neonate
[2, 3].

CASE REPORT

A pregnant woman (Gravida 5, Abortion 1,
Gestational Age: 35 weeks) was referred to Mohammed
6 Hospital, a tertiary university center in Marrakesh,
Morocco with complaints of asthenia, dry cough and
dyspnea. She had no significant past medical disease.
She had pulse rate of 77, respiratory rate of 50, with
temperature of 38.5, O2 sat: 83% in room air and 94%
with nasal flow O2. Obstetric ultrasound was performed
and the fetuse was normal then she was transferred to
the intensive care unit. Spiral lung and mediastinal CT
scan without contrast injection was performed that
showed diffuse bilateral ground-glass opacity and
consolidation. Her SARS-CoV-2 test result was
positive. She was initiated on hydroxychloroquine,
Ceftriaxone, Moxifloxacin, azithromycin.
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Figure: Chest CT scan: Multiple bilateral ground-glass opacities associated with pulmonary condensation predominantly
peripherical and scattered at the level of the two lung fields, estimated at 75% of the lung volume

After 24 hours, the patient’s condition
worsened and O2 saturation dropped to 93%, pulse rate
of 107, respiratory rate of 45, supplemental O2 therapy
with mask was needed (9L/min). After 72 hours in the
ICU, due to progressive decline in respiratory status
including increased respiratory rate to 58 breaths/min
and decreased O2 saturation to 88%, a noninvasive
ventilation was required with PEEP=10 mmHg and
Fi02=100%. Then, the heart rate, respiratory rate and
O2sat recovered to 123 beats/min, 40 breaths/min and
82%,  respectively. 48h  later, she acutely
decompensated from ARDS with profound hypoxemia
(Sa02:50%) she was intubated using fentanyl and
propofol injection and mechanical ventilation was
started. Despite her intubation, the patient's condition
only worsened (Sa02:40%). For severe COVID-19
with worsening respiratory status and concerns for fetal
well-being, she underwent a cesarean delivery of viable
but premature neonate. Even with maximal ventilator
support, she experienced acute hypotension and
bradycardia and died within 3 hours after failed
resuscitative efforts.

Apgar of the newborn was 9/10 changed to
10/10 after 5 min. the bith weight was 2800g. The
neonate’s pharyngeal swab was SARS-CoV-2 negative.

DiscussioN

The recent COVID-19 pandemic has led to a
unprecedented global health crisis. The speed with
which the infection progressed, as well as the ambiguity
of its impact on pregnancy due to the lack of scientific
data, prompted obstetricians to adapt their practice
based on pragmatic behavior [4].

Clinical manifestations (fever, cough, dyspnea,
anosmia) are similar to those in non-pregnant patients.

Radiological explorations, in particular chest
CT, should never be avoided because of pregnancy
because the maternal vital prognosis can be involved in
severe forms. Thus and to be practical, a careful
assessment of the clinical condition, the need for
hospitalization or even the indication of admission to an
intensive care unit [5].
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The management of patients with COVID-19
does not differ from the rest of the population apart
from obstetric pathology. Symptomatic patients who
present with respiratory failure, in particular,
hospitalization in a COVID-19 department or even in an
intensive care unit may be justified.

Concerning the molecules used, some teams
use corticosteroid therapy whose impact on the
progression of maternal disease is not available.
However, all the learned societies unanimously
recommend carrying out an antenatal pulmonary
maturation before 34 weeks in the event of an
unexpected delivery with an in utero transfer to a center
adapted according to the gestational age, the estimated
fetal weight and the pathologies maternal and / or fetal
detected.

The need for preventive anticoagulant therapy
is debated, but unpublished data report high rates of
thromboembolic complications and open the question of
routine prophylactic administration in any hospitalized
pregnant patient with proven SARS-CoV-2 infection [6,
7].

Obstetrically, the route of delivery should not
be influenced by the presence of SARS-CoV-2
infection, but guided by the usual obstetric indications
and the clinical condition of the patient. Cesarean
section may be indicated in patients with respiratory
distress.

Obviously, special precautions must be taken
within the nursing staff, in particular minimizing the
number of people in contact with an infected patient
and insisting on the wearing of protective equipment
during childbirth, because of the risk of aerosolization.

CONCLUSION

We report the maternal death of a pregnant
patient infected with SARS-CoV-2. Coronavirus
disease 2019 during pregnancy, in the second or third
trimester, is associated with an increased risk of
maternal death and neonatal prematurity.

Understanding the impact of the COVID-19
pandemic on pregnancy experiences can help clarify

clinical guidelines and protocols to help decrease
maternal mortality and fetal prematurity rates.
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