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Abstract

Objective: This document summarizes the limited experience of SARS
in pregnancy and suggests guidelines for management.

Outcomes: Cases reported from Asia suggest that maternal and fetal
outcomes are worsened by SARS during pregnancy.

Evidence: Medline was searched for relevant articles published in
English from 2000 to 2007. Case reports were reviewed and expert
opinion sought.

Values: Recommendations were made according to the guidelines
developed by the Canadian Task Force on Preventive Health Care.

Sponsors: The Society of Obstetricians and Gynaecologists of
Canada.

Recommendations

1. All hospitals should have infection control systems in place to
ensure that alerts regarding changes in exposure risk factors for
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Women have the right and responsibility to make informed decisions about their care in partnership with their health care providers. In order to
facilitate informed choice women should be provided with information and support that is evidence based, culturally appropriate and tailored to
their needs. The values, beliefs and individual needs of each woman and her family should be sought and the final decision about the care and
treatment options chosen by the woman should be respected.
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SARS or other potentially serious communicable diseases are
conveyed promptly to clinical units, including the labour and de-
livery unit (III-C).

2. At times of SARS outbreaks, all pregnant patients being assessed
or admitted to the hospital should be screened for symptoms of and
risk factors for SARS (III-C).

3. Upon arrival in the labour triage unit, pregnant patients with sus-
pected and probable SARS should be placed in a negative pres-
sure isolation room with at least 6 air exchanges per hour. All
labour and delivery units caring for suspected and probable SARS
should have available at least one room in which patients can
safely labour and deliver while in need of airborne isolation (III-C).

4. If possible, labour and delivery (including operative delivery or
Caesarean section) should be managed in a designated negative
pressure isolation room, by designated personnel with specialized
infection control preparation and protective gear (III-C).

5. Either regional or general anaesthesia may be appropriate for
delivery of patients with SARS (III-C).

6. Neonates of mothers with SARS should be isolated in a designated
unit until the infant has been well for 10 days, or until the mother’s

period of isolation is complete. The mother should not breastfeed
during this period (III-C).

7. A multidisciplinary team, consisting of obstetricians, nurses, pedi-
atricians, infection control specialists, respiratory therapists, and
anaesthesiologists, should be identified in each unit and be
responsible for the unit organization and implementation of SARS
management protocols (III-C).

8. Staff caring for pregnant SARS patients should not care for other
pregnant patients. Staff caring for pregnant SARS patients should
be actively monitored for fever and other symptoms of SARS. Such
individuals should not work in the presence of any SARS symp-
toms within 10 days of exposure to a SARS patient (III-C).

9. All health care personnel, trainees, and support staff should be
trained in infection control management and containment to pre-
vent spread of the SARS virus (III-A).

10. Regional health authorities in conjunction with hospital staff should
consider designating specific facilities or health care units,
including primary, secondary, or tertiary health care centres, to
care for patients with SARS or similar illnesses (III-A).
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