
SASOG UPDATE ON COVID-19 

The development and fast spread of the novel coronavirus, SARS-CoV-2, has totally changed the world 

and particularly the face of medical care - at least for the foreseeable future. Protocols to manage the 

disease and its results are being developed, circulated widely, discussed and changed with the evolution 

of the epidemic. SASOG provided initial guidance to members during the early days of the crisis in South 

Africa and GMG continues to release a weekly newsletter.  

As we end the extended phase 5 of lockdown and move into a less restrictive environment, we provide 

below, an update on safety and sustainability as applied to our specialty. This is especially relevant in view 

of the projected extended local epidemic, and its effects and anticipated effects on all our members 

and our field of work. 

Frontline discipline 

Obstetric care and deliveries are ongoing essential services and there are also many gynaecologic 

emergencies, often pregnancy related. Thus Obstetricians-Gynaecologists are considered frontline staff in 

the COVID-19 epidemic and we must all be prepared to contain the spread of the virus while continuing 

to treat emergencies as well as the more urgent and time-sensitive conditions.  

In doing so, it is of importance to collaborate with other specialists rendering essential services during 

coming months. In addition, now more than ever, we must follow or exceed national and provincial 

guidelines and have the responsibility to assist our hospital and nursing management teams and the 

public health sector in any way possible. 

Delayed epidemic 

After the initial confirmed imported cases in South Africa, and then the rapid rise in the new cases per 

day, most of us expected an uncontrollable immediate epidemic set to overwhelm our health care 

facilities – we expected a disaster. Then the unexpected happened as a result of the immediate nation-

wide social distancing measures and the early lockdown: South Africa became one of the first countries 

to truly delay wide-spread community spread of the virus and the expected exponential increase in case 

numbers changed to a slow but steady increase.  

The first hospitals to receive and admit undiagnosed cases were in KwaZulu-Natal. They faced the dire 

consequences of being caught unaware and unprepared for a new epidemic. Many members of staff 

and patients were infected before the first patients were diagnosed and before suitable protective 

measures could be implemented. This is what would probably have happened in many health care 

facilities if the first wave of the epidemic was not delayed. 

Time to prepare 

Rather than be criticised, all health care institutions and medical personnel should be supported to 

improve their strategies to function optimally during the epidemic. It is clear that our country will need all 

facilities available to us to treat severely affected cases, both in private and public institutes. All hospitals 

and health care workers need to learn from each other’s experience as we prepare for the inevitable 

increase in case numbers.  

This learning curve is steep and we are forced to implement untested strategies due to a lack of 

knowledge and experience as well as limited equipment and funding. Many questions remain 



unanswered. There are three areas of immediate concern when we consider how best to continue care 

for our patients during the current pandemic: 

• Optimal management of the severely ill, 

• Protection of health care workers against viral infection, and 

• Prevention of nosocomial SARS CoV-2 infection 

The latter two relate to preventing patients and health care workers from being vectors of the disease and 

preventing health care institutions from becoming hotspots, as social distancing is difficult or impossible in 

our discipline and in hospitals in general. 

Changed priorities 

In considering these three issues, we need to alter our approach. Modern medicine and medical 

specialities have become increasingly patient-centered, focusing on the needs of the individual patient. 

Our response to this pandemic, however, requires a public health focus, where the needs of society be 

placed above the needs of the individual. We therefore need to think first about safety and prevention of 

the spread of the disease, before considering the needs of the individual patient.  

Only when the correct prevention strategies are in place, must the best possible management of the 

individual patient become priority - within the limitations of the safety measures.  

We will attempt to provide generalised practical guidance in relation to these three concerns based on 

the presumption that the epidemic will worsen over the next weeks. Where possible, it will be based on 

other current best practice protocols and updated when needed.  

 

1. PROTECTING HEALTH CARE WORKERS FROM SARS COV-2 INFECTION: 

The importance of this is clear as many sources and countries have reported high mortality among 

medical personnel, and especially intensive care staff where viral contamination is highest. Health care 

workers who get the disease also have a high chance of transmitting the virus to patients, especially 

during the pre-clinical phase or if they remain asymptomatic.  

When caring for patients known to be infected with SARS CoV-2, strategies include, appropriate personal 

protection equipment with training to use it correctly; limiting the number of exposed personnel; 

aggressive surface cleaning; and, air quality strategies in highly contaminated areas like intensive care 

units. Aerosol producing procedures are also performed in labour rooms and theatres. It is recommended 

that those most at risk of severe or critical disease should not work in such areas. The criteria are 

adaptable. Suggested criteria include all staff members older than 60 years; those older than 50 years with 

multiple co-morbidities; and, those with medical conditions rendering them susceptible or high risk. 

In addition, all health workers should take special precautions not to get the disease during social or 

community interaction as well when caring for non-COVID-19 patients in general wards and consultations. 

During the community phase of the epidemic, every person, patient and every other staff member may 

be an asymptomatic carrier even if tested negative. It is therefore strongly recommended that all health 

care workers should wear a mask during each and every community and professional encounter. 

Health care workers who become symptomatic should have a PCR-test, and if positive, should self-isolate 

until asymptomatic for at least two weeks. It may also be of value for containment of the disease to test 

asymptomatic workers at intervals, but the optimal strategy is not currently known and tests are expensive. 

Health workers who have recovered from COVID-19 may be a valuable resource later in the epidemic. 

Previously confirmed cases and those with antibodies will fall into this category when the tests are 

confirmed to be reliable. Recent reports indicate that antibodies may protect against getting COVID-19 

again, but it is prudent to continue wearing PPE to lower viral exposure. 



2. PROTECTING UNINFECTED PATIENTS AGAINST NOSOCOMIAL INFECTION: 

Hospitals have been important hotspots for dissemination of SARS CoV-2 in many countries including ours. 

Not only do unsuspecting health workers often get infected, but the virus also notoriously spreads to other 

patients. This occurs mostly before the outbreak is recognized, or when a COVID-19 patient is not 

symptomatic or is admitted for an unrelated problem.  

Most institutions have adopted a strategy of separate areas for “COVID”, “Triage/PUI” and “non-COVID” 

patients, and limit staff movement between these areas. It remains a challenge to avoid cross-infection 

between patients in the “PUI” areas, and there is the ongoing problem of unsuspected cases or “carriers” 

who will be in the “non-COVID” areas – this may be much more common than previously thought. 

Although it will place a strain on tests and finances, where possible, all patients for planned admission and/

or planned surgery should be pre-tested, unless they were in proven self-isolation for the previous two 

weeks. It will be beneficial for planning to also test all emergency admissions and nurse them in isolation 

until proven negative (accepting that there will be a small number of false negative tests).  

All patients remain potential sources and universal precautions should be taken to protect patients against 

health care acquired infection. Strategies to minimize nosocomial infection include, limiting elective cases; 

keeping the elderly and other susceptible patients out of hospitals as far as possible; increasing spatial 

distance between patients; vigilant and repeated surface decontamination; and, compelling everyone 

who can tolerate a mask, to wear one at all times.  

In a consultation situation, general strategies include, limiting the number of patients in the waiting room; 

cleaning all surfaces and equipment between cases; daily thorough cleaning of the whole area; insisting 

on masks for all; and, limiting face-to-face consultations where possible. 

 

 

 
 Health care workers are most at risk and need protection to prevent loss of the essential work 

force and loss of life. 

 Staff members at risk of severe disease should not work in high risk areas and all health workers 

must wear appropriate full PPE in these areas. 

 All HCWs should wear a mask at all times when in contact with patients, the community and 

fellow staff. 

 The threshold for testing HCWs for SARS CoV-2 should be very low. 

 See PPE summary included in this document. 

 
 Hospitals are infection hotspots and precautions must be more vigilant than elsewhere. 

 PUI’s, confirmed cases and negative cases all need to be separated. 

 Universal precautions against spread is essential in all health care facilities due to unrecognized 
cases. 

 Susceptible patients must be kept out of health care facilities if service is not essential, or urgent. 

 Everyone in health care facilities must permanently wear a mask and at least when within 2m of 

any other person. 

 All planned admissions must be screened and tested if possible before admission, emergencies at 

the time of admission. 



3. OPTIMAL CARE OF OBSTETRIC OR GYNAECOLOGIC PATIENTS WITH COVID-19: 

When an obstetrics or gynaecology patient is diagnosed with COVID-19 disease, all safety measures must 

be carried out and precautions against spread of the disease to other patients must be taken before the 

focus shifts to the best possible care for both the obstetric/gynaecologic problem and the pulmonary or 

other manifestations of COVID-19 in the woman and possibly her baby. 

Diagnosis and assessment of severity: 

All inflammatory and infective conditions in our discipline can mimic COVID-19, especially those that 

affect the lungs and cardiovascular system. The disease can also present like many common clinical 

scenarios, especially in the pregnant and postpartum patient. During an epidemic the index of suspicion 

should be high. 

Official indications to test for SARS CoV-2 currently include any patient with an acute respiratory illness of 

sudden onset with a sore throat, shortness of breath, or fever. Diagnostic testing is also indicated when 

there is clinical suspicion of atypical presentation like thrombo-embolic disease, stroke in young patients, 

etc. The test is currently performed on a naso-pharyngeal and oro-pharyngeal swab transported dry (short 

transport time) or in viral growth medium; this may change to sputum in future. Laboratory diagnosis has a 

turnaround time of 24-48 hours and the patient is treated as positive until tested negative. 

COVID-19 pneumonia has a typical appearance on CXR and affects the oxygen saturation. Advanced 

imaging should be limited in patients with possible or confirmed COVID-19. Clinical evaluation relies on 

bedside tests; it is essential to have a pulse oximeter for triage of severity and to determine the need for 

admission. 

 

Management: 

In patients diagnosed with SARS-CoV-2 infection but without clinical illness or with only mild symptoms, the 

current obstetric/gynaecologic condition should be assessed for severity and urgency and will determine 

the need for admission and treatment. If possible, these patients should not be hospitalized, but rather 

isolated at home and treatment of other conditions postponed for a few weeks. If severe disease is 

diagnosed (see table) or if dyspnea worsens, admission is indicated. 

Pregnant patients are usually young and appear to be mostly spared by COVID-19, but it is prudent to first 

observe any pregnant patient with respiratory distress for signs of deterioration and to investigate 

alternative diagnoses such as embolism or non-COVID pneumonia. Guidelines for the isolation and 

management of PUIs must be followed until COVID-19 is confirmed or excluded. Confirmed cases which 

are severe remain on oxygen therapy with 2-hourly observation for deterioration and the need for 

escalation in supportive therapy and/or intubation. Co-morbidities like diabetes, obesity and hypertension 

increase the concern about the maternal condition. 

 
Severe disease is diagnosed if any of the following is present: 

Oxygen saturation on room air  <94%    

Resting pulse rate    >120pm   

Respiratory rate    >25pm 

Temperature     >39ºC; <36ºC 

Mental status    altered 

Any sign of septic shock, multi-organ failure, respiratory failure, or ARDS means the patient is critically 

ill and needs admission for intensive care. 



COVID-19 disease near term or at the time of delivery complicates delivery and neonatal care. In general, 

supportive care and oxygen therapy is continued, and obstetric management and delivery route will 

usually not be changed by the disease. Observation for intrapartum exhaustion or respiratory failure should 

be vigilant and axial analgesia and assisted delivery may be helpful. The importance of postpartum 

thrombo-prophylaxis is increased. 

Vertical transmission or via breast milk is not a major concern, so simple face mask, breast and hand 

hygiene is recommended with rooming-in if the mother’s condition allows. Immune response against the 

virus and possible neonatal protection or infection is currently poorly understood which complicates 

recommendations. 

Gynaecologic conditions may also co-exist with viral infection, fever, or respiratory symptoms. 

Investigations and treatment for both COVID-19 and the most probable alternative diagnosis should begin 

simultaneously in view of the test turn-around-time. Management is as for all PUIs, and patients are treated 

as positive until test results are confirmed. Multidisciplinary management is paramount. 

 

PROTECTIVE EQUIPMENT IN OBSTETRICS AND GYNAECOLOGY: 

Testing all planned admissions and deliveries around two days before admission or at 38+ weeks with self-

isolation after taking the test will improve the safety of everyone and will save PPE and especially N95 

masks to be used for highest risk patients. Universal safety procedures must still be taken.  

Fluid resistant gowns can be replaced by fabric gowns with an apron as a more sustainable solution. 

Removable head and shoe covers are not included in all other guidelines but are recommended as they 

are widely available, cover the hair and own shoes and therefore may lower the risk of cross 

contamination of other hospital or personal areas. 

A. LABOUR AND DELIVERIES: 

COVID-19 positive or suspected patients: 

Deliveries are considered high risk events for transmission of airborne pathogens and nursing staff should 

preferably not work with any other patient during the same shift. Obstetricians must don full PPE before 

examining and delivering the patient. All staff to safely doff after the delivery or shift; preferably undress 

and shower before leaving for home. Paediatricians can receive the baby in a neighbouring, 

uncontaminated area to save PPE and time. Baby to be nursed with mother if she is well, breastfeeding is 

allowed. 

• Patient to wear a surgical mask during labour and delivery. 

• All staff members to wear full PPE consisting of gown (plus apron for delivery, alternatively fluid 

resistant gown), gloves, head cover and either shoe covers or washable shoes.  

• All PPE in touch with patient (gloves, apron) to be changed between patients. 

• Face cover for staff should be N95 or FFP2 mask and visor/goggles - no need to change between 

cases. 

 
 Mild disease is managed at home with monitoring for deterioration. 

 Severe disease necessitates strict monitoring and supportive multidisciplinary care. 

 Route of delivery is determined by obstetric factors, using appropriate PPE. 

 Breast feeding and rooming-in is recommended provided the maternal condition allows. 

 Simultaneous investigation and treatment for COVID-19 and the most probable alternative 

disease is recommended while awaiting confirmation. 



Untested healthy or tested negative patients during COVID-19 epidemic: 

All patients may be carriers, but hopefully asymptomatic patients will not be as contagious as ill ones. 

Universal precautions should be taken. 

• Patient should wear a surgical or cloth mask as far as tolerable. 

• Staff should wear washable own clothes with at least apron for care during labour; gown and gloves 

to be added for delivery. 

• Face cover for staff should be at least a surgical mask with eye protection; N95 only if available for 

untested patients. 

B. WARD CARE AND CONSULTATIONS: 

COVID-19 positive or suspected patients: 

These patients should be cared for and seen in isolation areas and staff movement between areas must 

absolutely be minimized. 

• Patient to wear a surgical mask which can be combined with oxygen therapy.  

• Health care workers to wear PPE consisting of gown and gloves; head cover and shoe covers are 

recommended. 

• Face cover for staff should be a surgical mask and visor/goggles; N95 only for intubation, labour, or 

taking of swabs for PCR testing. 

Untested healthy patients during COVID-19 epidemic: 

All patients may be carriers, thus universal precautions should be taken. 

• All patients should wear cloth or surgical masks.  

• Staff should wear washable own clothes and practice careful hand hygiene between cases. Gloves 

are optional but should also be decontaminated between cases. 

• Face cover should be at least a cloth or surgical mask for all health workers and support staff. 

• Some guidelines recommend universal use of aprons and eye cover. 

 

C. THEATRE CASES: 

Includes elective caesarian sections. 

COVID-19 positive or suspected patients 

These patients should be operated on in a dedicated theatre using its own entrance and, where 

appropriate, cleaning is done between cases. Importantly, unconfirmed cases must enter a totally 

decontaminated theatre. 

• Patient to wear a surgical mask which can be combined with oxygen therapy.  

• Axial anaesthetic prioritized. 

• All heath care workers to wear full PPE consisting of gown with fluid resistance or apron, gloves, head 

cover and shoe covers.   

• Face cover for staff should be a mask and visor/goggles; N95 definitely for the anaesthetist and 

anaesthetic assistant, and preferably also for the surgical team. 

• Careful attention to handling of notes and hand hygiene. 

Untested healthy, or tested negative patients during COVID-19 epidemic: 

All patients may be carriers, thus universal precautions should be taken. 



• All patients should wear a cloth or surgical mask into theatre. 

• Staff should wear theatre clothes with gown, head and shoe covers, single or double gloves. 

• Face cover should be at least a surgical mask for all health workers - visor or goggles advised. N95 

for anaesthetic team for untested patients. 

 

RECOMMENDATIONS REGARDING ONGOING MEDICAL CARE DURING COVID-19 

EPIDEMIC: 

The national lockdown has slowed the epidemic and has given health care facilities time to prepare for 

larger numbers of COVID-19 patients. It has also raised concerns about the financial sustainability of many 

business sectors, including private health care, during the epidemic. 

It is now clear that the epidemic will in all probability last several months, but the severity is difficult to 

predict. Some medical care needs to continue to prevent major backlogs and collateral damage due to 

unnecessary non-COVID-19 morbidity and mortality. The challenge is to balance benefit and risk as best 

as possible for each patient and clinical scenario. In doing so, patients need to be enabled to make a 

fully informed choice about the timing of their treatment and their consent for admission and surgery 

should be documented. 

CONSULTATIONS IN OBSTETRICS & GYNAECOLOGY: 

Unlimited: 

• Emergency and urgent consultations should continue without limitations. Examples include, 

contraception and abortion, early pregnancy complications, suspected infections, suspected 

malignancy, severe or undiagnosed bleeding, severe or undiagnosed pain, suspected gender 

based violence, etc. 

• Diagnosis, staging and treatment planning of suspected pre-cancer lesions and cancers must be 

prioritized; this includes biopsy or LLETZ for abnormal cervical screening tests, vulva lesions or 

suspected endometrial pathology. 

• Palliative therapy and home care for cancer is an urgency; most repeat prescriptions should be 

handled digitally. 

• Ante-natal care in high risk patients should continue unlimited as it is known to improve pregnancy 

outcomes. Examples include multiple pregnancies, advanced maternal age, medical conditions, 

poor obstetric history, etc. 

• Screening and diagnosis of fetal anomalies and growth impairment is too time-sensitive to be 

delayed and should be done if capacity exists. 

• Post-natal and post-operative visits are important contact points where several problems are 

identified. At minimum these visits should be done by telemedicine, or postponed for a few weeks, 

but must not be cancelled.  

 
 Diagnostic swabbing, deliveries, general anaesthetic and intubation are all considered high risk for 

transmission of airborne pathogens. 

 Dedicated theatre and delivery rooms should be allocated to suspected or positive cases with ter-

minal cleaning before use for an unconfirmed cases. 

 All patients should be considered positive and universal protection is paramount. 

 All staff and patients should wear face cover at all times. 

 PPE guidelines vary according to the risk profile of the patient and procedure. 



Limited or postponed: 

• Elective gynaecology visits which can be postponed include regular screening visits in women 

without any complaints and those to simply repeat prescriptions. 

• Repeat follow-up visits after treatment for benign (e.g. endometriosis) and malignant conditions may 

also be postponed in asymptomatic, low-risk and for recurrence patients, as long as chronic 

medication is continued. 

• Antenatal visits in low risk women can be limited to the minimum prescribed number of visits, but 

ensuring that visits at critical gestations continue. 

 

SURGERY IN OBSTETRICS & GYNAECOLOGY: 

The urgency and importance of surgery is loosely described in groups referring to surgery being more 

“elective” or more “emergency” but the categorization depends on the specific clinical scenario and also 

on the safety of the planned procedure. The COVID-19 epidemic may change the safety and relative 

benefit for a patient by changing the safety and capacity of hospitals, theatres and of vulnerable groups. 

Different definitions are available to describe urgency and importance of surgery with significant overlaps 

which are often subjective and dependent on clinical evaluation. The following describes the terms as 

used in this document. 

“Emergency” surgery is medically indicated to preserve life or health and very time-sensitive. When surgery 

has the same importance, but is slightly less time-sensitive and can be planned or scheduled, it is referred 

to as “urgent” if it should be done within a day or two or “semi-urgent” if it should be done within about a 

week. When surgery is indicated but less time-sensitive, it is referred to as “semi-elective” if it can be 

postponed for a few weeks or “elective” if postponement for a few months will unlikely have significant 

long term sequelae or if there are non-surgical alternatives available.  “Optional” surgery is done due to 

patient preference and alternatives are available. 

With the lifting of the strictest phase of national lockdown and hospitals which are more ready and 

prepared for the epidemic, the following recommendations for planning and performing gynaecologic 

surgery during the next phases are meant as a general guideline. They should be read together with 

recommendations from hospitals, national and local governments, subspeciality groups, etc. It is also 

recommended that all scheduled patients should be tested by PCR before admission, and unscheduled 

admissions at the time of admission to allow appropriate safety in the hospital. This measure depends on 

availability of finances and tests and should not compromise diagnostic tests.  

Unlimited: 

• Emergency and urgent surgery should be available and offered at all times and whenever needed.  

 Examples of emergency or urgent operations include surgeries for early pregnancy complications, 

 acute abdomen, severe infections, severe ongoing pain or bleeding, and complicated 

 malignancies such as fast-growing tumours, those with kidney function impairment, bleeding, ascites, 

 severe pain, etc.  

Limited:  

• Semi-urgent surgery should be done as soon as there is capacity available and safety procedures 

against viral contamination are in place. 

 Semi-urgent procedures include diagnostic procedures such as for abnormal bleeding and 

 therapeutic surgery for tumours, severe prolapse, gynaecologic cancers, symptomatic or progressive 

 precancers, etc. 

• Semi-elective surgery includes procedures for excessive menstrual blood loss, fertility control, chronic 

pain, known benign tumours, etc. 



• Clinicians should discuss the advantages and disadvantages of postponing semi-elective surgery 

and collectively decide on the optimal timing, taking the local situation into account. 

Postponed: 

• Non-urgent elective gynaecology procedures should be postponed while the COVID epidemic has 

a significant effect on society and hospital capacity; medical alternatives should be explored 

provided waiting periods remain reasonable. 

 Examples include surgery for asymptomatic confirmed pre-cancers, urinary stress incontinence, 

 prophylactic oophorectomy, etc. 

• Surgery which may result in lengthy hospital or intensive care stay and surgery for high risk, frail or 

elderly patients (>60 years) should be suspended as far as possible. 

 


