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Ask Questions! 

• Chime in

• Use Q&A function ask questions 
throughout the webinar
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Housekeeping

• Many online platforms are overwhelmed 
with attendees right now so we may 
experience technical difficulties as a 
result.

• Today’s webinar is being recorded and 
will be posted on Basecamp. 
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What to expect from today’s call

• Hear a COVID-19 update from the Texas 
Department of State Health Services

• Learn about using simulation to prepare 
for COVID-19

• Get information and resources about OB care and 
COVID-19

• Interact and share in resources and strategies with 
your peers and expert faculty
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Panelists

• David Gruber, Associate Commissioner of Regional and Local 
Health Operations, Border Health, Emergency Preparedness and the 
Texas Center for Infectious Disease at Texas Department of State 
Health Services

• Shad Deering, MD, Baylor College of Medicine, Director of Medical 
Simulation at CHRISTUS Healthcare System

• Emily Adhikari, MD, UT Southwestern Medical Center, Medical Director 
of Perinatal Infectious Diseases at Parkland Hospital

• Carey Eppes, MD, Baylor College of Medicine, Chief of Obstetrics, 
Maternal Medical Director at Harris Health Ben Taub Hospital; Co-
Director of Ben Taub High Risk Obstetrics Infectious Disease Clinic

• Martha Rac, MD, Baylor College of Medicine, Co-Director of Ben Taub 
High Risk Obstetric Infectious Disease Clinic
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David Gruber
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Texas Department of State Health Services

Associate Commissioner of Regional and Local Health Operations, 

Border Health, Emergency Preparedness and the Texas Center for 

Infectious Disease
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Shad Deering, MD
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Baylor College of Medicine

Director of Medical Simulation at CHRISTUS Healthcare System
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COVID-19 Simulation 
for Obstetric Cases

Practice the Plan

Shad Deering, MD, Colonel(ret) USA

System Medical Director

CHRISTUS Simulation Institute

Professor, Department of OB/GYN

Baylor College of Medicine
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Summary

Simulation walk-throughs help 
improve and perfect patient 

care triage and protocols

COVID-19 Simulation is 
Critical to Optimizing 

Outcomes
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• Improves triage process

• Provides the healthcare team a sense of control 

• Protects the healthcare team and our patients 
from exposures

10

Benefits of Simulation Practice

Helmuth von Moltke the Elder

“No battle plan survives contact with the enemy”
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• Initial hospital screening being done 
by non-clinical personnel 

• Confusion regarding PPE 
requirements

• Not all personnel are aware of 
current protocols

• Protocols do not function the way 
they are intended to when practiced

• Guidelines constantly changing 
11

Common Issues Identified
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• Initial cases focus on initial presentation and triage protocols

• Emphasizes conservation of PPE gear

• Changed recommendations regarding use of simulated patients

• Provides general guideline checklist and allows to practice local protocols

• Frontline Screening Protocol is key!

• A place to start…can modify scenarios for your hospital
12

CHRISTUS COVID-19 Simulation Resources
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• Transfer of Patient to 
Intensive Care Unit

• Vaginal delivery

• Cesarean delivery 

• Inpatient Care 
Algorithms for Obstetric 
Patients

15

CHRISTUS COVID-19 Simulation Resources in 
Development

Working with ACOG 
to create/publish

3/20/2020



Shad Deering, MD

Shad.Deering@christushealth.org

Cell: 253-720-4035
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Contact Information
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Emily Adhikari, MD
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UT Southwestern Medical Center
Medical Director of Perinatal Infectious Diseases at Parkland Hospital

Baylor College of Medicine

Chief of Obstetrics & Maternal Medical Director at Harris Health Ben Taub Hospital

Co-Director of Ben Taub High Risk Obstetrics Infectious Disease Clinic

Carey Eppes, MD
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COVID-19: Clinical presentation
• Pneumonia (fever, symptoms of lower 

respiratory tract illness)

• Imaging with ground glass opacities

• Lymphopenia (<1.0 x 10^9/L)

• Median time from first symptom to dyspnea 
was 5.0 days, to hospital admission was 7.0 
days, and to ARDS was 8.0 days

• Case severity variably defined by: 
• Oxygen requirement, ICU care
• Imaging characteristics
• Comorbidities

Wang, JAMA 2020; Wu, JAMA 2020
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van Doremalen, et al, NEJM, 2020
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https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/testing-in-us.html
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https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/cases-in-us.html

March 19, 2020
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What do we 
know about 

COVID-19 and 
Pregnancy?

• Yangli Liu , Haihong Chen , Kejing Tang , Yubiao
Guo , Clinical mani-festations and outcome of 
SARS-CoV-2 infection during pregnancy, Journal 
of Infection (2020)

• Huijun Chen, Juanjuan Guo, Chen Wang, Fan 
Luo, Xuechen Yu, Wei Zhang et al.  Clinical 
characteristics and intrauterine vertical 
transmission potential of COVID-19 infection in 
nine pregnant women: a retrospective review of 
medical records.  Lancet 2020.

• Rasmussen et al. Coronavirus Disease 2019 
(COVID-19) and Pregnancy: What obstetricians 
need to know.  AJOG 2020.
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What do we 
know about 
COVID-19 and 
Pregnancy?

77% (n=10) Fever (37.9-39)

23% (n=3) Dyspnea

1 asymptomatic

92% (n=12) epidemiologic contact

Yangli Liu , Haihong Chen , Kejing Tang , Yubiao Guo.  Clinical manifestations and outcome of SARS-CoV-2 infection during pregnancy, Journal of Infection (2020)
3/20/2020
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Pregnancy 
outcomes

23% (n=3) improved and discharged

46% (n=6) had preterm labor at 32-36 weeks

7.6% (n=1) with severe pneumonia, ICU, 
multiorgan dysfunction on ECMO

7.6% (n=1) stillbirth

77% (n=10) underwent cesarean section

• All had COVID as indication for cesarean

• 38% required emergent CD (NRFHT, PPROM, stillbirth)

Yangli Liu , Haihong Chen , Kejing Tang , Yubiao Guo.  Clinical manifestations and outcome of SARS-CoV-2 infection during pregnancy, Journal of Infection (2020)
3/20/2020
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What do we know about COVID-19 and Pregnancy?

Huijun Chen, Juanjuan Guo, Chen Wang, Fan Luo, Xuechen Yu, Wei Zhang et al.  Clinical characteristics and 
intrauterine vertical transmission potential of COVID-19 infection in nine pregnant women: a retrospective review of 
medical records.  Lancet 2020.

3/20/2020
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• SARS-CoV-1 (2003-2004): 
• Review of 12 hospitalized pregnant women, all of whom presented with fever >38C. 

• First trimester (6/12), third trimester (6/12)
• Lymphopenia (<1.0 x 10^9/L) in 100% on presentation or during hospital course
• 50% ICU Admission, 33% mechanical ventilation rate (13% non-pregnant)
• 25% case-fatality rate
• Complications included ARDS (4), DIC (3), renal failure (3), secondary bacterial pneumonia 

(2), and sepsis (2) 
• Fetal/neonatal complications: 

• First trimester SAB (4/7), 
• Second trimester delivery (4/5) 

• MERS-CoV (2012 - )
• 13 case reports in pregnant women
• 2 asymptomatic, identified as part of a contact investigation 
• 3 (23%) died 
• 2 fetal demise 
• 2 preterm delivery 

Wong et al, AJOG 2004; Lam, et al RCOG 2004; Rasmussen, et al, AJOG 2020.

No evidence of in utero 
transmission was seen in 

SARS or MERS

3/20/2020 26



3/20/2020 27



3/20/2020 28



Readiness

• Develop a phone triage system and script

• Screen patients upon entry to the hospital 

• Daily email updates to all providers/teams

• Daily huddles for updates

• Transport guidelines

• Revision of clinical coverage schedules

• SELF CARE

3/20/2020 29



Phone Triage System

• SOAP: “For elective procedures (e.g. planned cesarean delivery, elective 
induction of labor, cerclage); patients should be phoned the night before to 
screen for symptoms consistent with COVID. Screening of the planned 
support person(s) should be included in this call.”

• ACOG/SMFM
• Do you have any of the following symptoms?

• Temperature >100.4C
• Cough
• Difficulty breathing or SOB
• Gastrointestinal symptoms

• If the answer to one of more of the above are positive, move to #2 (illness severity 
assessment)

• If no, the triage as per patients complaint**
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Process for 
recognition and triage

• Parkland Hospital

• EGA>20 weeks

• Triage depends on: 
• Local epidemiology/transmission 

• Availability of  COVID-19 testing

• PPE conservation guidance

• Institutional restrictions on care 
providers
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Readiness: 
Unit based 
drills

Shad Deering

Meredith Birsner

3/20/2020 32



Hospital Preparedness 
Checklist for 

Transport
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Recognition: Who do we test?

• CDC: “Clinicians should use their judgment to determine if a patient has 
signs and symptoms compatible with COVID-19 and whether the patient 
should be tested. “

• Priorities for testing may include those with signs/sx COVID-19 and:
• Hospitalized patients 
• Those with risk factors for more severe illness (e.g. older adults, diabetes, heart 

disease, receiving immunosuppressive medications, chronic lung disease, chronic 
kidney disease)

• Epidemiologic risk factors within 14 days, 
• Contact with known positive
• Travel
• Healthcare personnel
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3/20/2020 37



Response: How do we test?

 

Version 5.0 – Released 3/11/2020 Page 1 of 2 

Interim Criteria to Guide Testing of  

Persons Under Investigation (PUIs)  

for Coronavirus Disease 2019 (COVID-19) 

To provide information about what’s happening with COVID-19 in Texas, public 

health laboratories will use the following criteria to prioritize testing. Some 

commercial laboratories have testing available for situations that don’t meet these 

criteria explicitly. 

Clinical Features & Epidemiologic Risk 

Fever1 or signs/symptoms of lower 

respiratory illness (e.g., cough or 

shortness of breath) 

AND Any person, including health care 

workers2, who has had close 

contact3 with a laboratory-

confirmed4 COVID-19 patient within 14 

days of symptom onset 

Fever1 and signs/symptoms of lower 

respiratory illness (e.g., cough or 

shortness of breath)5 

AND A history of travel from affected 

geographic areas6 (see below) within 14 

days of symptom onset  

OR  

An individual(s) with risk factors that 

put them at higher risk of poor 

outcomes7 

Fever1 and signs/symptoms of lower 

respiratory illness (e.g., cough or 

shortness of breath) requiring 

hospitalization5 

AND No source of exposure has been 

identified 

 

1 Fever may be subjective or confirmed. 
2 For healthcare personnel, testing may be considered if there has been exposure to a 

person with suspected COVID-19 without laboratory confirmation. Because of their often 

extensive and close contact with vulnerable patients in healthcare settings, even mild signs 

and symptoms (e.g., sore throat) of COVID-19 should be evaluated among potentially 

exposed healthcare personnel. Additional information is available in CDC’s Interim U.S. 

Guidance for Risk Assessment and Public Health Management of Healthcare Personnel with 

Potential Exposure in a Healthcare Setting to Patients with Coronavirus Disease 2019 

(COVID-19). 

 

                                       

 

Version 3.0 - Released 3/13/2020  Page 1 of 2 

DSHS Coronavirus Disease 2019 (COVID-19)  

Testing Algorithm 

DSHS Lab 

notifies DSHS 

EAIDU of test 

results. DSHS 

EAIDU notifies 

PHR and LHD. 

CDC sends 

test result 

notification to 

DSHS Lab in 

Austin. 

LRN Lab ships 

specimen to 

CDC for 

confirmatory 

COVID-19 

testing. 

LRN Lab 

tests 

specimen.6 

LRN Lab 

sends a 

daily 

report of 

all samples 

tested with 

results to 

DSHS 

EAIDU. 

HCP ships 

specimen4 

to an LRN 

Lab.5,6 

HCP 

provides 

tracking 

number to 

PHR or 

LHD5, who 

will notify 

the LRN 

Lab.  

HCP 

collects 

appropriate 

specimens 

for COVID-

19 testing 

and fills 

out 

submission 

form 

including 

PUI ID. 

PHR 

provides 

Regional 

COVID-19 

PUI ID 

Number 

to 

submitter 

or LHD.3 

LHD or PHR 

determines 

if person 

meets 

COVID-19 

PUI criteria, 

in 

consultation 

with DSHS 

EAIDU if 

needed. 

HCP 

contacts 

LHD or 

PHR.2 

Initial Screening Public Health Testing and Surveillance 

Additional Information 

● CDC COVID-19 Evaluating & Reporting PUI website: 

https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html 

● CDC Situation Summary 

https://www.cdc.gov/coronavirus/2019-nCoV/summary.html  

Acronyms: CDC - Centers for Disease Control & Prevention; DSHS - Texas Department of State Health Services; HCP - Healthcare Provider; LHD - Local Health 
Department; LRN - Laboratory Response Network; PHR - Public Health Region; PUI - Person Under Investigation 

Yes Yes 

No 

HCP 

determines 

person 

meets 

DSHS PUI 

testing 

criteria.1 

No 

HCP has the 

option to 

test in 

commercial 

or hospital 

lab. 

Positive or 

Inconclusive 

Negative 

or Invalid 

LRN Lab sends 

test results to 

LHD and PHR. 

LHD or PHR 

notifies 

submitter of 

presumptive 

positive test 

results. 

LRN Lab 

sends test 

result to 

LHD and 

PHR. 

LHD or PHR 

notifies 

submitter of 

confirmatory 

test results. 

HCP sends notification to 

LHD or PHR of all 

suspected and confirmed 

COVID-19 cases. 
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Edited 3.18.20

COVID 19+ or PUI For
Labor & Delivery

For all patients:

-Cling wrap over all monitors and keyboards
-Place personal belongings in pouch and secure
-Surgical mask for patient
-Ensure PPE for staff –
*gown, gloves, surgical mask with shields
#gown, gloves, N95 respirator, hair/shoe cover
-No nitrous oxide in labor
-Antenatal corticosteroids per usual indication
-Same antibiotics
-Anesthesia consult (see anesthesia algorithm)
-If O2 needed, use non-humidified NC under 
surgical mask
-Continuous monitoring if viable
-Bedside US – need covers used in OR for
keyboards and probes and wipe down post use

For anticipated SVD:

-Staff (3): RN, Physician/provider, Neo
-1 family visitor >18 y/o
-*PPE for staff for exams and entering room
-#PPE for staff for delivery
-Consider early epidural
-Consider 2nd stage assist if prolonged
-Avoid delayed cord clamping
-Baby is taken out of room immediately by Neo
member after delivery (see neo algorithm)
-Placenta double bagged and sent to pathology
-Staff in room will clean patient and 
appropriately doff PPE per guidelines

For anticipated CS:

-Staff (5): RN, Scrub tech, Physician (2), Neo,
Anesthesia (1-2 depending on regional/GETA)
-No visitors in the OR
-#PPE for staff for delivery
-Avoid GETA if possible but follow appropriate 
PPE guidelines if needed
-Anesthesia: Bolus epidural in LDR if in labor
-Avoid delayed cord clamping
-Baby is taken out of room immediately by Neo
member after delivery (see neo algorithm)
-Placenta double bagged and sent to pathology
-Will not plan to do TapBlock
-Staff in room will clean patient, prepare for
exit to recovery, and appropriately doff PPE 
per guidelines

Post Delivery/Recovery:

-Transfer to ICU or AIRR for recovery
-Mother and infant separated temporarily
-Mother able to express breast milk with
dedicated breast pump and proper hand
hygiene
-Throw away all pens and cling wrap and
disinfection of OR/LDR per infection control
-All personnel must change scrubs after delivery

Abbreviations:
AIRR – Airborne Infection Isolation Room
PPE – Personal protective equipment
PAPR – Powered air purifying respirators

References: Ti, L.K., Ang, L.S., Foong, T.W. et al. What
we do when a COVID-19 patient needs an operation:
operating room preparation and guidance. Can J
Anesth/J Can Anesth (2020). https://doi.org/10.1007/
s12630-020-01617-4
CDC COVID-19 website - https://www.cdc.gov/
coronavirus/2019-ncov/healthcare-facilities/index.html
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Management of COVID-19 in pregnancy
• Screen, identify, isolate and treat

• Remember your sepsis system (CMQCC)

• Keep mind of your differential diagnosis 

• CBC, CMP, respiratory viral panel, SARS-COV2, ABG, blood and urine 
cultures, CXR

• Be conservative with IVF, unless cardiovascular instability is present

• Antibiotics: Consider empiric antimicrobial therapy

• Antivirals: Consider empiric oseltamivir, hydroxychloroquine for moderate 
severity

• Steroids: DO NOT routinely use corticosteroids; individual basis for ACS

https://www.cmqcc.org/qi-initiatives/sepsis
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Management of COVID-19 in pregnancy

• Use your team!
• MFM, Neonatology, ICU, Anesthesia, Nursing

• Timing of delivery should be based on obstetric indications and 
individualized 

• Patient and Family support! 
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Mother and Baby

• CDC: “It is unknown whether newborns with COVID-19 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 COVID-19 from the 
mother to the newborn, facilities should consider temporarily 
separating (e.g., separate rooms) the mother who has confirmed 
COVID-19 or is a PUI from her baby until the mother’s transmission-
based precautions are discontinued”

Interim Considerations for Infection Prevention and Control of Coronavirus Disease 2019 (COVID-19) in Inpatient Obstetric 
Healthcare Settings
https://www.cdc.gov/coronavirus/2019-ncov/hcp/inpatient-obstetric-healthcare-guidance.html
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Mother and Baby

• The decision to discontinue temporary separation of the mother from 
her baby should be made on a case-by-case basis in consultation with 
clinicians, infection prevention and control specialists, and public 
health officials. The decision should take into account disease 
severity, illness signs and symptoms, and results of laboratory testing 
for the virus that causes COVID-19, SARS-CoV-2. 

Interim Guidance for Discontinuation of Transmission-Based Precautions and Disposition of Hospitalized Patients 
with COVID-19: https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
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Breastfeeding
• During temporary separation:

• Express their breast milk to establish and maintain milk supply. 

• If possible, a dedicated breast pump should be provided. 

• Prior to expressing breast milk, mothers should practice hand hygiene

• After each pumping session, all parts that come into contact with breast milk 
should be thoroughly washed and the entire pump should be appropriately 
disinfected per the manufacturer’s instructions. 

• If a mother and newborn do room-in and the mother wishes to feed 
at the breast, she should put on a facemask and practice hand 
hygiene before each feeding.

Interim Considerations for Infection Prevention and Control of Coronavirus Disease 2019 (COVID-19) in Inpatient Obstetric 
Healthcare Settings
https://www.cdc.gov/coronavirus/2019-ncov/hcp/inpatient-obstetric-healthcare-guidance.html3/20/2020 44



Operative Management

• Early epidural analgesia may reduce the need for general anesthesia for 
emergent cesarean delivery.

• A COVID19 diagnosis itself is NOT considered a contraindication for 
neuraxial anesthesia.

• Avoid emergent cesarean deliveries as much a possible – proactive 
communication with obstetrical and nursing teams. For respiratory distress 
intubate early using appropriate PPE.

• Assign the most experienced anesthesia provider whenever possible for 
procedures (neuraxial, intubation)

• Consider minimizing use of trainees in direct care of COVID19 patients. 
Minimize the number of personnel in the room.

https://soap.org/education/provider-education/expert-summaries/interim-considerations-for-obstetric-anesthesia-
care-related-to-covid19/
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GETA in a Cesarean Delivery

• SOAP: All personnel in the OR at the time of intubation should wear an N95. 

• Minimize to only essential personnel during intubation – use your best 
judgement, while making sure you have some assistance readily available
• Pre-oxygenation should occur with a circuit extension and HEPA filter at the patient side of 

the circuit
• Use a closed suction system (if available).
• Intubation should occur via a means to maximize success on first attempt and minimize any 

need to provide bag-mask ventilation (video-laryngoscope)
• Extubation is equally, if not more of a significant risk; 

• minimize personnel, 
• utilize N95/PAPR and PPE precautions. 

• If proceeding with extubation at the end of case, extubate in the OR, keep PPE (PAPR/N95) on until after 
extubation. 

• Consider transporting intubated to a negative pressure room (e.g. ICU) for emergence/ extubation.
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Ti

Kah Ti, Lian et al.  What do we do when a COVID-19 patient needs an operation: operating room preparation and 
guidance.  Canadian  of Anesthesiology.  March 20203/20/2020 47



Outpatient Care

Boelig RC, Saccone G, Bellussi F, Berghella V, MFM 
Guidance for COVID-19, AJOG MFM 2020
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Prenatal Clinic Appointments Timeline
Parkland Hospital

NOB Visit 
IN 

PERSON 
(10 wks+)

< 24 wks
ROBs 

VIRTUAL 
(14, 18, 
20 wks)

18-20 
wks  

SONO + 
QUAD lab 

visit

24 wks

IN 
PERSON 
(1hrGTT)

28 wks

IN 
PERSON 

(Rhogam)

32 weeks  
IN 

PERSON 
(32 wk 
labs)

34 wks  
VIRTUAL

36 wks  
IN 

PERSON 
(GCCT)

37 wks  
VIRTUAL

38 wks  
IN 

PERSON

39 wks  
IN 

PERSON

40 wks  
IN 

PERSON

MFM ClinicReason for MFM clinic 

referral?

Courtesy of Dr. Denisse Holcomb, Parkland Health and Hospital System
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Antenatal testing and Ultrasound

Boelig RC, Saccone G, Bellussi F, Berghella V, MFM Guidance for COVID-19, AJOG MFM 20203/20/2020 50



Outpatient Obstetrical Visits

• Limit in-patient visits if possible
• Should establish appropriate 

patients

• Utilize/Develop Telemedicine 
services
• Telephonic

• Video (preferred)

• Utilize outlying labs

• Home BP cuffs

• Telemedicine In-Patient Visit 
Schedule:

PNC Timing Timing Labs Ultrasound

<14 weeks Once New OB 
Labs

Dating US

18-20 
weeks

Once Quad Screen Anatomy US

28-32 
weeks

Once 3rd trimester 
Labs, 
vaccines

+ Growth US

>36 weeks Weekly GBS/HIV
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Ultrasound and Antenatal Testing

Ultrasound

• One first trimester scan for 
dating, prefer 11-14 weeks

• Anatomy 20 weeks 

• Suboptimal anatomy follow-up 
in 4 weeks or at 28-32 weeks if 
growth scan indicated

• One growth scan at 28-32 weeks

• Emphasize fundal height 
measurements

Antenatal testing

• Delay initiation of or eliminate 
antenatal testing for certain 
indications

• Emphasize kick counts

• Ex. Obesity BMI>40, AMA, 
abnormal msAFP

• Cluster clinic, US and antenatal 
testing appointments on same 
day
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Questions?
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Resources

• OB Care and COVID-19 Basecamp 

Project was created for resource sharing. 

• All teams have been invited to this project. If you 

do not have access, please email us at 

TexasAIM@dshs.Texas.gov
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Upcoming Calls

• The March OBH Action Period Call scheduled for next 

Thursday, March 26th will be postponed. 

• Additional COVID-19 Calls will be planned in the coming 

weeks.
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TexasAIM June 2020 Summit

• The TexasAIM Summit that was scheduled to take place 

June 8-9, 2020 has been postponed. We are working 

diligently to reschedule this event and will reach out 

with a new date as soon as possible. 
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Thank you!

TexasAIM@dshs.texas.gov
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