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The COVID-19 pandemic has affected all Canadian jurisdictions, and community spread of the virus is
now common. Physical distancing, hand hygiene and engineering controls remain the most effective
measures for prevention of infection. All workers1 are strongly recommended to adhere to personal
protective equipment (PPE) guidelines to avoid infection, however PPE continues to be the lowest
intervention on the hierarchy of controls. In particular, when working in healthcare, it is critical that safe
donning and doffing of PPE is taught and practiced. This document is intended to provide prenatal care
providers with guidance about additional considerations for the pregnant workforce.
Available evidence on the impact of COVID-19 infection during pregnancy is growing. We now have
evidence available from large datasets and systematic reviews on which to guide practice.1-3 These now
report on over 20,000 people diagnosed as having suspected or confirmed COVID-19 during pregnancy.
The available evidence continues to demonstrate that the majority of pregnant individuals infected with
COVID-19 will experience mild to moderate illness. Compared to non-pregnant individuals with COVID19, pregnant individuals appear to be at increased risk of admission to the intensive care unit (OR 1.62,
95% CI 1.33 to 1.96) and invasive ventilation (OR 1.88, 95% 1.32 to 2.60), but the absolute risks remain
low, 4% and 3% among pregnant individuals with COVID-19 in the same study.2 Importantly, risk of
severe morbidity from COVID-19 in pregnant people appears to be strongly associated with risk factors
including: age ≥ 35 years old, asthma, obesity, preexisting diabetes, preexisting hypertension and heart
disease.1, 2
In published international data, mortality from COVID-19 does not appear to be higher for pregnant
individuals with COVID-19 infection, compared to those not pregnant (OR 0.81, 95% CI 0.49 to 1.33).2
Maternal mortality is multifactorial and highly variable, both within and between countries across the
globe. Disparities in maternal mortality can be explained by differences in baseline health, access to
healthcare services, and socioeconomic inequalities. Similarly, mortality rates from COVID-19 during
pregnancy are being influenced by these same factors across the globe, and we are likely to see
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significant inequities emerge for COVID-19 mortality rates among pregnant people, both within and
between countries.
The data available on pregnancy outcomes has been largely reassuring with most infants from COVID-19
affected pregnancies born healthy and full term. Preterm birth (PTB) appears to be the most commonly
reported adverse perinatal outcome among pregnant patients with COVID-19 infection. As the body of
data continues to grow, it has revealed that the true rate of PTB among those infected with COVID-19
during the second and third trimester is lower than estimated at the outset of the pandemic, with recent
estimates from 6-15%.2, 4 Other adverse pregnancy outcomes reported in the literature appear to be
proportional to the degree of respiratory illness in the pregnant individual with COVID-19.
Consistent with our experience with other respiratory viruses such as SARS, MERS and influenza, there is
no consistent evidence of vertical transmission of COVID-19 to babies or teratogenic effects.5-19 Data
related to vertical transmission is limited and continues to be monitored and evaluated.
Summary of Evidence

1) Current data suggest that most healthy pregnant individuals will experience a mild to moderate
course of disease when infected with COVID-19.
2) In pregnancy, there is an increased risk of need for intensive care or invasive ventilation, but the
absolute risk remains low.
3) Current data indicate that the majority of infants from pregnancies affected by COVID-19 are
born healthy and at term, with risk for preterm birth generally under 15%.
4) Comorbidities during pregnancy, such as preexisting diabetes, preexisting hypertension, asthma,
age > 35 years, and obesity are all independent risk factors for sepsis and should be considered
as risk factors for severe COVID-19 infection in pregnancy.
While the data about infection with COVID-19 during pregnancy provide reassurance that the risk of
adverse maternal and fetal outcomes is low, it is preferable for a pregnant person, as it is for all people,
to avoid infection. As such, for the duration of the pandemic, discussions about strategies to minimize
risk of infection with COVID-19 should be incorporated into prenatal care. For pregnant workers, the
workplace will be relevant to this discussion. It is worth noting that overall, the majority of cases of
COVID-19 in Canada presently are acquired through community exposure rather than workplace
exposure. As such, risk mitigation strategies should focus on both risk of infection in the community and
in the workplace.
Recommendations

1) Strategies to minimize the risk of infection with COVID-19 should be incorporated into guidance
discussions during prenatal care for all pregnant patients, with education about the risk of
community transmission of the virus.
2) Physical distancing of 2 meters, careful hand hygiene, and engineering controls (such as physical
barriers when physical distancing cannot be applied), while seemingly simplistic, are the most
impactful risk reducing strategies to decrease infection for all patients.
Each pregnant person’s workplace circumstances are different and should be considered individually
while respecting their autonomy to make informed decisions about their health. Decisions about
continuing to work during the pandemic should take into consideration (a) local epidemiology, (b) workrelated exposure, PPE access, and risk for infection, (c) an individual’s personal risk for COVID-related
morbidity based on their health status and relevant comorbidities, and (d) an individual’s ability to
advocate for risk reduction strategies, especially for higher risk encounters, without risking lost income
or employment.
Recommendations

3) Pregnant individuals and their prenatal care providers should discuss an individualized plan
related to working during the COVID-19 pandemic. That discussion should consider local
epidemiology, work-related risk of infection, individual risk for COVID-related morbidity, and an
individual’s ability to advocate for safer work conditions or accommodations, without risking
lost income or employment. The discussion might also consider a patient’s mental health and
anxiety related to workplace exposure and infection with COVID-19 during pregnancy.
4) In situations where work-related exposure is substantive and not able to be modified with a safe
work plan or an individual’s risk for severe COVID-related morbidity is high, it may be
appropriate to advocate for accommodations or excused absence from work for pregnant
workers. In these situations, a pregnant person’s autonomy to make informed decisions about
their health, balanced with their other priorities, should be respected.
Physical distancing, engineering controls and handwashing continue to be the most effective method
at reducing spread of COVID 19.
No additional PPE measures are recommended for pregnant workers beyond those that are advised for
non-pregnant workers. However, it should be recognized that PPE is not infallible and certain workrelated encounters are inherently higher risk for exposure to COVID-19. These include situations where
appropriate PPE is substandard; situations where physical distancing cannot be achieved and situations
with repeated exposure to persons with COVID-19 (e.g. COVID-positive wards in the healthcare setting).
Importantly, it should be recognized that changes in local epidemiology can modify work-related risk
dramatically, and decisions should be reassessed if there is significant change in local epidemiology (e.g.
an outbreak in the workplace).

Recommendations:
5) Pregnant workers identified to be at increased risk for severe illness should have reasonable
workplace accommodations made to reduce exposures from the public and/or from those with
active COVID-19 infection.
6) It is incumbent on employers to provide adequate physical distancing and PPE. A pregnant
worker (or indeed any employee) with exposure risk from potentially infected members of the
public, should be excused from work if appropriate PPE or physical distancing cannot be ensured
in the workplace.
7) A pregnant healthcare worker who is required to wear an N95 respirator, and who has
experienced significant weight changes during pregnancy, must ensure that their N95 respirator
fit-test is up to date.
The Society of Obstetricians and Gynaecologists of Canada commits to reviewing the available literature
on a regular basis and will alter recommendations if appropriate as the body of medical knowledge
grows throughout the COVID-19 pandemic.
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