Mississippi Perinatal Quality Collaborative

COVID19: Maternal and Neonatal
Update




Agenda

General announcements/housekeeping
Covid19 Neonatal Update
COVIEL9 Obstetric Update

Open Discussion, Q&A




Objectives

Provide weekly opportunity to review maternal and neonatal guidance regarding
COVID, share resources

Encourage Mississippi providers to share experiences, challenges




Please be advised that the COMI®pandemic is a rapidly evolving situation and this
guidance may become owtf-date as new information becomes available.

Reassess updates frequently from the Centers for Disease Control and Prevention
(CDC) , professional and local authorities

Corrections encouraged!




GoToMeeting Platform

You can mute and unmute yourself. During presentations all will be muted.

You can chat comments, questions into the chat box for the entire Audience or sen
private messages

PLEASE Enter your Name, credentials (MD/&tl)), hospital, Peds or OB
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COVID19 in USWhere are we
Nnow?
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" NEONATAL UPDATE

MARCH 24, 2020

KIM SHEFFIELD NNP




Updates

- New England Journal of Medicine, SARS/ in Children, 3/18/20

- Guidance shared with AAP membership , unofficial




‘ CORRESPONDENCE ‘

SARSCo\,2 Infection in Children

Lui, Zhang et. Al, 3/18/20

*Chinese CDC.: Less than 1% of 72,314 cases were in children younger than 10 years of age

* This study evaluated children infected with SARSH YR UNBFOGSR Fd GK
Hospital, the only center assigned by the central government for treating infected children

* Clinical Outcomes monitored up until March 8, 2020

*171 (12.3%) of the 1391 children tested between Jar-&8. 26 were confirmed positive for
COVIE19

* Median age was 6.7 years, with 18.1% less than 1 year of age.



https://www.nejm.org/doi/full/10.1056/NEJMc2005073?query=TOC

Clinical Features

* Fever41.5%

* Cough and pharyngeal erythema.

A 15.8% no symptoms of infection
or radiologic features of
pneumonia.

A 64% with pneumonia

A 12 patients had radiologic
features of pneumonia but did
not have any symptoms of
Infection.

*3 patients required intensive care
support and invasive mechanical
ventilation; all had coexisting
conditions

Table 1. Epidemiologic Characteristics, Clinical Features, and Radiologic Findings of 171 Children with SARS-CoV-2
Infection.*

Characteristic Value

Age
Median (range) 6.7 yr (1 day-15yr)
Distribution — no. (%)

<lyr 31(181) |
1-5 yr 40 (23.4)
6-10 yr 58 (33.9)
11-15yr 42 (24.6)
Diagnosis — no. (%)
Asymptomatic infection 27 (15.8)
Upper respiratory tract infection 33 (19.3)
Pneumonia 111 (64.9) I
Exposure or contact information — no. (%)

Family cluster 154 (90.1)
Confirmed family members 131 (76.6) I
Suspected family members 23 (13.5)

Unidentified source of infection 15 (8.8)

Contact with other suspected case 2 (1.2)

https://www.nejm.org/doi/full/10.1056/NEJMc2005073?query=TOC



https://www.nejm.org/doi/full/10.1056/NEJMc2005073?query=TOC

Clinical Findings by Age

Table S1. Age distribution of infected children and their respective diagnoses
n (%) or median (IQR)

All patients As:rrmptc!matic Upper re spirs?tory Pneumonia
(n=171) mfe_ctmn tractlnfectmn (n=111)
(n=27) . (n=233)
Age -years
Median (IQR) 6.7 (2.0-9.8) 9.6 (7.6-12.6) 3.9(1.4-8.4) 5.9 (1.2-9.3)
<] 31(18.1) 0 6 (18.2) 25 (22.5)
1-5 40 (23.4) 1(3.7) 12 (36.4) 27 (24.3)
6-10 58 (33.9) 14 (51.9) 10 (30.3) 34 (30.6)
11-15 42 (24.6) 12 (44.4) 5(15.2) 25(22.5)




Conclusion

In contrast with infected adults, most infected children appear to have a milder clinical
course.

Asymptomatic infections were not uncommon.

Determination of the transmission potential of these asymptomatic patients is important
for guiding the development of measures to control the ongoing pandemic.

https://www.nejm.org/doi/full/10.1056/NEJMc2005073?query=TOC



https://www.nejm.org/doi/full/10.1056/NEJMc2005073?query=TOC

Management of Mother/Baby

|NTU THEUNKNUWN * Novel Virus

Rt * Limited information on perinatal
Sea and Air . . . .
~ transmission and illness in newborns

* 1t Is unlikely that vertical transmission
or transmission via breastmilk occurs

* No information on londerm effects

STUART ROSS
Mustrated by STEPHEN

WITH AMAZING UI\I

This Photcby Unknown Author is licensed un@ét BY-NC-
ND



http://literarysojourn.blogspot.com/2011_10_01_archive.html
https://creativecommons.org/licenses/by-nc-nd/3.0/

CDC Guidelines for Mother/Baby
Contact

It is unknown whether newborns with COVID are at increased risk for severe
complications. Transmission after birth via contact with infectious respiratory

secretions IS a concern.

To reduce the risk of transmission of the virus that causes dOVi@m the
mother to the newborfacilities should consider temporarily separating (e.g.,
separate rooms) the mother who has confirmed COVHR9 or is a PUI from
herbabyunt i | t he mo thdsedrp@sutions arandsseamtisusd, 0 n

https://www.cdc.gov/coronavirus/2038cov/hcp/inpatient
obstetriehealthcarguidance.html



https://www.cdc.gov/coronavirus/2019-ncov/hcp/inpatient-obstetric-healthcare-guidance.html




Newborn Risk

It remains unclear if SARS-CoV-2 is vertically transmitted from mother to fetus
antenatally via maternal viremia and transplacental transfer. Prior published experience
with respiratory viruses would suggest this is unlikely.

Perinatal exposure may be possible at the time of vaginal delivery based on the detection
of virus in stool and urine.

Newborns are at risk of infection from a symptomatic mother’s respiratory secretions
after birth, regardless of delivery mode

All infants

Mother and infant will be separated immediately at birth
A designated, limited set of caregivers will be assigned to the infant
Infant should be bathed as soon as is reasonably possible atter birth
Newborns will be tested for perinatal viral acquisition as follows:
¢ molecular assay testing will be done on 2 consecutive sets of nasopharyngeal,
throat and stool swabs collected at least 24 hours apart
o (esting will begin at ~24 hours of age, to avoid detection of transient viral
colonization and to facilitate detection of viral replication
e newborn will be designated as uninfected if all 6 tests are negative

Delivery Room Management

e Initial stabilization/resuscitation of the newborn will take place as per center usual care

e Newborn resuscitation should not be compromised t facilitate maternal/infant separation

e [f'the center has a newborn resuscitation room separate from the mother’s delivery room,
this should be utilized

e Because of the uncertain nature of newbom resuscitation (that is, suctioning and/or
tracheal intubation may be required), Airborne Precautions should be used

Admission

e Infants who arc well-appearing at birth and who would otherwise be admitted to the
center’s well newborn area should be cared for in a designated area separate from other
ncwboms. Centers should assess their local structures to determine where such infants
should receive care.

e Staff will use Enhanced Droplet Precautions for these infants
.

Infants who require NICU care due to illness or gestational age at birth should be
admitted to a single patient isolation room within the NICU
¢ Ifthe infant requires technical CPAP, HFNC as CPAP, or any form of mechanical
ventilation, Airborne Precautions must be used, until infection status is
determined as outlined above.

1) Infant initially isolated at birth

2) Newborn bathed as soon as reasonable possible
after birth.

3) Newborns will be tested by molecular assay testing
on 2 consecutive sets of nasopharyngeal, throat, and
stool swabs collected 24 hours apart, starting at 24
hours of age

4) Management in the Delivery Room should include
using Airborne Precautions during resuscitation

5) Infants who are weklhppearing at birth and
admitted to the Newborn Nursery should be placed
under Enhanced Droplet Precautions

6) Infants in the NICU requiring HFNC, CPAP, or
mechanical ventilation will be placed on Airborne
Precautions




Breavifeeding
e Mother may express breast milk (after appropriate hand hygiene) and thas milk may be
fod to the infamt by designated caregivers
e Breast pumps and components should be thoroughly cleaned in between pumpang
scssions using standard policies (clean pump with antiseptic wipes: ¢lean pump
attachments with hot soapy waler)

Visitation
e No visitaton will be allowed until the newbom's mfoction status is determuned
o  Exception: the non-matemal parent (or designated ogquivalent) may visit the mfam
and participate in care if they are asymptomatic, even if they are being monitored
for infection due to exposure to the mother. This person will use Enhanced
Droplet Precautions during visits

e 1 the newbom is uninfected but requires prolonged hospital care for any reason, the
mother will not be allowaod 1o visit the infant until she meets the CDC recommendations
for suspeading precautions
o Resolution of fever, without use of antipyretic medication
e Improvement in iliness signs and symptoms
o Negatve results of molecular assay for COVID- 1Y from at least two consecutive sets

of pawed nasopharyngeal and throat swabs specimens collected 224 bours apart (total
of four negative specimens - two nasopharyngeal and two throat)

Discharge
e Considerattons when infant s medically appropnate for discharge

¢ Infants determined to be mnfected, but wath no symptoms of COVID-19, may be
discharged home with appropnate precautions and plans for outpatient follow-up
on a case-by-<case basis

o Infants whose mfoction status has determined to be negative will be optimally
ducharged home when otherwine medically appropriate, to a dessignated healthy
caregiver who is not under observation for COVID-19 nisk. If such a caregiver is
not avaslable, manage on a case-by-case basis

1)

2)

3)

4)

5)

Encourages expressed breast milk use

No visitors other than the nanaternal parent.
They must use Enhanced Droplet Precautions

Mom can not visit baby until she meets the CDC
recommendations for suspending precautions

Infant determined to be infected, but without
symptoms of COVIBL9, may be discharged
home with appropriate precautions and plan for
F/U

Infants whose infection status is negative or
unknown at time of discharge can be discharged
home to a healthy caregiver who is not under
observation for COVIEL9 risk



Mississippi Neonatology Facebook Group

Created to share best practices in neonatal care among caregivers across the state



Questions
are
guaranteed in
life;
Answers
arent.




