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Abstract 
The COVID-19 global pandemic has placed undue stress on health systems all around the world. However, little is known about the impact of 

exposure to the virus on growing foetuses or the course of COVID-19 in pregnant women, who are often asymptomatic. To develop effective 

policies and recommendations, robust data for both asymptomatic and symptomatic pregnant women is crucial. This can only be acquired 

through universal testing of all pregnant women for COVID-19. The acquired data will not only enhance our ability to answer questions around 

negative obstetric outcomes, such as miscarriages and preterm labours, but also lead to enhanced contact tracing, which will slow the spread of 

COVID-19.  
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Introduction 

Since its outbreak in Wuhan, China, new coronavirus 2019 

(COVID-19), a disease caused by the severe acute respiratory 

syndrome coronavirus 2 (SARS-CoV-2), has been declared a 

global pandemic [1], with over 18 million confirmed cases to date 
[2].  

Health systems around the world, especially those in low- 

and middle-income countries (LMIC), have been overwhelmed by 

the large volumes of patients, including pregnant women, 

presenting with COVID-19 symptoms [3,4]. Fear, stigma, 

misinformation, and limitations on movement that disrupt the 

delivery of health care have further compounded challenges faced 

in meeting increasing demand for the care of pregnant women with 

COVID-19, including those who are asymptomatic. 

Until recently, pregnant women in India were tested for 

COVID-19 only if they had symptoms, known exposures, or 

history of recent travel to COVID-19 hot spots [5]. However, recent 

advisory from the Indian Council of Medical Research (ICMR) 

mandates testing of all pregnant women in labour or close to term, 

even if they have no symptoms. We believe that a strategy 

including universal testing of all pregnant women presenting at 

obstetric departments, irrespective of gestational age, symptoms, or 

known exposure, in addition to those who present for triage 

evaluation of symptomatic complaints, has obvious benefits that 

should inform best practices to protect patients, their families, and 

obstetrical providers:  

a) Studies [6] have revealed that pregnant women diagnosed 

with COVID-19 in the third trimester develop 

complications. Furthermore, infants born to these women 

have tested negative for Sars-COV-2 despite developing 

non-severe neonatal complications; however, it is not 

clear whether the incidence of neonatal complications is 

similar to that in infants born to women who do not test 

positive for COVID-19 [6]. A more robust dataset would 

allow us to study the trends of adverse events throughout 

pregnancy and analyse the impact of COVID-19 in 

pregnant women. To enhance our ability to answer 

questions around miscarriages, materno-fetal 

transmission, birth defects, bleeding in pregnancy, and 

preterm labours, more data on the course of COVID-19 

in pregnant women is needed.  

b) Enhanced testing will provide the necessary alerts for 

isolation and further monitoring of those who had come 

in contact with asymptomatic pregnant women. 

Furthermore, larger cluster of contacts can be traced and 

tested to prevent spread. Decisions should be aligned 

with relevant national and subnational policies, and 

should be re-evaluated at regular intervals.  

Here, we report an asymptomatic case of COVID-19 infection in a 

pregnant woman presenting to a large private hospital in India. 

Case Report 

Mrs. X, a old primigravida with a live singleton foetus with an 

appropriate growth profile, had her routine antenatal check at 32 

weeks’ gestation. She was found to have no co-morbidities and was 

therefore considered at low risk for pregnancy complications. 
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One week after this routine check, a family friend visited 

her at her home. The very next day, the friend was reported to have 

complained of a fever and breathlessness. She was subjected to a 

COVID-19 test, which was positive. Even though Mrs X was 

asymptomatic, as a traced contact, she was tested by the authorities 

for COVID-19. An RTPCR throat swab test revealed that she was 

positive. The health authorities considered her to be high risk 

because she was pregnant and advised admission at a COVID-19 

care centre. 

After admission, she underwent daily monitoring for 

development of symptoms associated with COVID-19 infection, 

including a fever, upper respiratory infection symptoms, anosmia, 

and hypogeusia. Furthermore, monitoring of temperature rise and 

oxygen saturation, foetal heartbeat and foetal movements, and 

uterine contractions were also performed. Two days later, she 

developed anosmia in the absence of congestion and other nasal 

symptoms, although she had no history of hyposmia or anosmia, 

and hypogeusia. The course in the hospital was uneventful. On day 

14, after a COVID-19 test returned a negative result, she was 

discharged. 

Three of her family members (her contacts), who lived in 

her own home, all tested positive for COVID-19, even though they 

were asymptomatic. Home isolation was recommended as well as 

digital monitoring. A re-test for COVID-19 after 14 days returned 

negative results for all of her family members.  

Mrs. X presented with rupture of the membranes at 38 

weeks. A C section was performed under regional anaesthesia for 

obstetric indication. She delivered a live female baby weighing 3.2 

kg with good Apgar scores. The amniotic fluid was clear, and the 

gross appearance of the placenta showed no areas of haemorrhage, 

infarct, or fibrosis. The baby was roomed in with the mother, who 

breastfed the baby successfully with adherence to hand hygiene 

and masking. Covid test not done for the newborn as it is not 

mandated as per ICMR guidelines Routine care and routine 

immunization was offered. 

Though anxious and apprehensive at admission, Mrs. X did 

not show any signs of overt anxiety or depression, and did not need 

a formal counselling session nor a visit by the mental health expert. 

Her post-operative course was uneventful, and outcomes were 

good both for the mother and baby. Prior to discharge, the mother 

and the infant did not exhibit any new symptoms. At the one-week 

follow up, the original symptoms of anosmia had not recurred; 

furthermore, there were no noteworthy complaints. 

Discussion 

The physiological and immunological changes that occur during 

pregnancy increase the risk of poor obstetric outcomes in pregnant 

women in the event of respiratory infection [7]. In the previous 

coronavirus outbreaks of severe acute respiratory syndrome 

(SARS) and Middle East respiratory syndrome (MERS), for 

example, pregnant women were more likely to develop severe 

complications that led to increased mortality, morbidity, and 

hospitalization [7,8]. However, the limited available data on the 

course of COVID-19 in pregnant women have shown pregnant 

women with COVID-19 are often asymptomatic [9]. Furthermore, 

according to a report on 43 cases treated at Columbia University 

Irving Medical Center and the Allen Hospital, New York, USA [10], 

nearly nine out of 10 pregnant women will develop only a mild 

disease, based on the criteria developed by Wu and McGoogan [11]. 

Studies seem to also suggest that COVID-19 infection in pregnant 

women could, nevertheless, potentially increase hospitalizations. A 

comparison of the outcomes in pregnant patients with those in 

83,205 nonpregnant women with COVID-19 revealed that there 

was a substantially greater proportion of hospital admissions 

among pregnant patients (31.5%) compared with nonpregnant 

patients (5.8%) with COVID-19, although the authors could not 

distinguish between hospitalizations due to COVID-19 and those 

arising from pregnancy, including delivery [12]. 

The role that asymptomatic infections play in the spread of 

COVID-19 is also a subject of increasing scrutiny. It has been 

estimated that up to 40–45% of all people with COVID-19 are 

asymptomatic yet potentially infectious [13]. Among residents at a 

skilled nursing facility in Washington State, Seattle, USA, more 

than half who were asymptomatic at testing (27/48) eventually 

developed symptoms [14]. Moreover, at the time of testing, their 

viral loads were as high as those of residents who were 

symptomatic, indicating their potential for viral transmission was 

high [14]. In pregnant women, asymptomatic rates as low as 1% in 

hospitals in Boston [15] to as high as 14% in hospitals in New York 
[9] have been reported, with the wide disparity being attributed to 

differences in population density, COVID-19 community 

mitigation and containment methods, and the overall prevalence of 

COVID-19 within the community. These findings indicate that 

identification, isolation, and monitoring of asymptomatic cases 

could not only reduce the spread of COVID-19, but inform and 

improve its clinical management, especially in pregnant women, 

leading to better outcomes. The American College for 

Obstetricians and Gynaecologists is therefore reviewing all its 

COVID-19–related clinical and patient materials, and declared that 

it will make any necessary revisions to recommendations [16]. In the 

meantime, owing to the many unknowns regarding SARS-CoV-2 

infection in pregnant women, clinicians in India have been advised 

to alert patients to the potential increased risk for severe COVID-

19 symptoms during pregnancy. They have also been advised to 

stress to pregnant women and their families the need for 

precautions to prevent infection, paying particular attention to 

measures to protect those with greater occupational exposure to the 

virus. 

These recommendations notwithstanding, in order to 

provide the right guidance and advice to obstetric patients and 

pursue the most appropriate interventions, we need robust data, 

which can only be acquired through increased testing. It is 

imperative that we expand testing capacity to include all pregnant 

women even if they are asymptomatic. Although studies performed 

on women at 36 weeks’ gestation and beyond have revealed the 

effects of COVID-19 on late-stage pregnancy [17,18], we do not 

know the potential impact of exposure to the virus in first and 

second trimesters. Furthermore, although it has been established 

that proinflammatory cytokines, such as interleukin 6 (IL-6), that 

are elevated in COVID-19 patients are also elevated in pregnancy, 

the effect of elevated IL-6 levels on the course of COVID-19 in 

pregnant women is unknown. In addition, the placenta possess 

angiotensin-converting enzyme 2 (ACE2) receptors through which 

COVID-19 has been shown to enter host cells [19]. While available 

data suggest that vertical transmission of COVID-19 is uncommon 
[17], it is not known whether the presence of ACE2 receptors on the 

placenta negatively influences foetal and placenta health in 

symptomatic and asymptomatic pregnant women. For example, is 

risk of embryonic or foetal demise increased due to the presence of 

SARS-CoV-2 on the placenta? 

A COVID-19 antigen test can fill an important gap in the 

testing landscape by providing fast diagnoses in the clinic, but it is 

not perfect due to its high false negative rate [20]. However, when 

combined with more accurate PCR tests and blood tests that look 

for antibodies, antigen testing could play a large role in helping 
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public health officials better understand and limit the spread of 

COVID-19 in pregnant women. Although obstetric practitioners 

recognize that it would be helpful to obtain a COVID-19 test for all 

their patients, especially those in the second or third trimester, 

testing policies limiting testing to patients with respiratory 

symptoms make this difficult. In the future, as antibody tests 

become more available, it may be useful to re-test pregnant women 

who experienced negative obstetric outcomes for COVID-19 

antibodies to ascertain whether they were exposed to the virus and 

if SARS-CoV-2 infection was a contributing factor. Furthermore, a 

prospective multicenter follow up of all COVID-19 positive cases 

as well as matched controls (age, parity, socioeconomic status, and 

obstetric profile) would be equally informative.  

Conclusions  

The lack of robust data on the course of COVID-19 in pregnant 

women and its impact on foetal health has caused anxiety among 

pregnant women and health care providers, in addition to 

negatively impacting the delivery of quality care. Furthermore, it is 

currently not known, despite the low levels of mortality due to 

COVID-19 in this population, whether COVID-9 contributes to 

negative obstetric outcomes, such as miscarriages or premature 

delivery, and whether these outcomes vary between symptomatic 

and asymptomatic women. Universal screening of pregnant women 

would identify asymptomatic pregnant women, limiting the spread 

of SARS-CoV-2 infection to their caregivers and healthcare 

providers, and later to neonates in the postpartum period. 

Furthermore, it will inform clinical management of COVID-19 in 

pregnant women, informing policy and recommendations. Coupled 

with contact tracing, rapid isolation, and supportive quarantine, it 

could slow the spread of COVID-19, especially now as lockdowns 

are being eased throughout India. Successful implementation of 

these strategic shifts will require the active engagement of 

communities and public and private stakeholders, specific 

measures to ensure access for socially vulnerable populations, 

transparency and frequent communication with the public, and a 

high degree of cooperation from individuals. 
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