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Discussion 

SARSARS-CoV-2 infection poses increased risks of poor outcomes 
during pregnancy, including preterm birth and stillbirth. There is 
also developing concern over the effects of SARS-CoV-2 infection 
on the placenta, and these effects seem to vary between different 
viral variants. Vast majority of placentas from mothers infected by 
SARS-CoV-2 show no specific gross of histologic findings regardless 
of maternal symptom severity or bulk detection of virus in the 
plaplacenta. COVID-19 placentitis occurs in 1 - 3% of placentas of 
infected mothers and is associated with transplacental maternal - 
fetal transmission of SARS-CoV-2.

 Despite these risks, many pregnant individuals have been reluctant 
to be vaccinated against the virus owing to safety concerns. Current 
extensive data confirms the safety and effectiveness of COVID-19 
vaccination during pregnancy, although it will also be necessary to 
determine the effectiveness of these vaccines specifically against 
newly emerging viral variants, including Omicron. 

Epidemiology
CCOVID-19 produces severe life threatening disease in pregnant 
women. Preterm birth is increased due to maternal compromise in 
severe COVID but not in women with mild symptoms) and 
stillbirth rate can be increased.
SpSpread to the placenta is uncommon (7%) and fetal transmission 
through the placenta is rare (1 - 3%) and is typically associated with 
severe maternal disease. Cases of fetal transmission are almost 
always associated with histologic COVID-19 placentitis , recognized 
as chronic histiocytic intervillositis and trophoblast necrosis. 
However, predictive value of COVID placentitis or viral detection in 
placental tissue for fetal infection or clinical outcome is low.

PPathophysiology
COVID placentitis may arise due to direct cytotoxicity by active viral 
replication in the syncytiotrophoblast or immune mediated 
damage secondary to inflammatory / cytokine response to 
COVID-19 infection. Fetal vascular malperfusion (fetal thrombosis) 
may be more frequent among the acute SARS-CoV-2 as compared to 
the nonacute SARS-CoV-2 group (53.8% versus 18.8%; P = 0.002).

PPrognostic factors
No known risk factors for placental viral spread and COVID 
placentitis among women with SARS-CoV-2 infection. Cases of 
fetal transmission are almost always associated with COVID-19 
placentitis; however, specificity and sensitivity of COVID 
placentitis for fetal infection and poor clinical outcome is low.

Introduction: Cases of unvaccinated pregnant women with 
SARS-COVID infection in 3rd trimester and subsequently had an 
intrauterine fetal morbidity and mortality with SARS-COVID 
placentitis. 

CasCase 1:  26 year old smoker, multigravida with high BMI presented at 
32+4 week gestation with reduced fetal movement in October 2021. 
It was her third pregnancy and first pregnancy was straightforward, 
uneventful and had normal vaginal delivery at term with average 
weight baby. Another pregnancy was miscarriage.
ShShe was admitted on day 9 of positive COVID test and had declined 
COVID vaccination. She was asymptomatic with normal 
observations and the blood tests were normal. The growth scan at 
28th week gestation was normal. 
AAdmission CTG was pathological and in spite of conservative 
measures, it did not recover. Decision was made for emergency 
caesarean section and baby was delivered by category 2 LSCS after 
loading dose of magnesium sulphate, maintenance dose  and one 
dose of steroid. Male 1.85kg baby was delivered with suboptimal 
cord gases results who needed resuscitation with inflation breaths 
and was transferred to the neonatal unit. Postnatal period was 
uneuneventful. 
Placenta histology showed typical features of  COVID placentitis 
with increased peri villous fibrin deposition, chronic intervillositis 
and villous trophoblast necrosis. Immunohistochemistry for 
SARS-COV-2 was positive. There was evidence of inutero release of 
meconium.
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Case 2: 34 year old primigravida presented in labour at 38+5 
gestation on day 11 of positive COVID test. She was counseled for 
COVID vaccination since antenatal booking period but she 
declined. 
ShShe had controlled thyrotoxicosis on Propylthiouracil and had 
regular follow up under the joint care of endocrinologist. Her 
antenatal period was uneventful until admission and all the 
antenatal blood tests and fetal growth scans were within normal 
range. 
AAt the beginning of October 2021, she contracted COVID, was 
moderately unwell with breathlessness but did not need hospital 
admission. After coming out of isolation at 38weeks and 5 days 
gestation, she was reviewed for antenatal check which was found to 
be within normal range. The next day, she attended the maternity 
ward with spontaneous rupture of membrane and was found to have 
offensive and light meconium stained amniotic fluid.
ShShe was clinically well with normal observations and was examined 
to be in established labour. Fetal heart beat was undetectable and 
sadly, it was confirmed IUFD by real time ultrasound. She 
progressed labour quickly and spontaneous vertex delivery was 
completed without complication. Completely externally normal 
looking, fresh stillborn female baby, weighing 4.028 kg was 
delivered. She was supported by the bereavement team and 
postnatalpostnatal period was uneventful.
Post-mortem examination revealed baby showing signs of acute 
asphyxia. Placental analysis confirmed COVID placentitis with high 
viral load which had led to acute placental failure. 

Pregnancy is associated with increased disease severity in those 
infected with SARS-CoV-2: a meta-analysis of 92 studies 
comparing outcomes for pregnant patients with COVID-19 
found that pregnancy increases the risk of needing intensive 
care, invasive ventilation  and extracorporeal membrane 
oxygenation, although the risk of all-cause mortality was not 
increased.
AA more recent meta-analysis of 111 studies also found that 
infection significantly increased the odds of premature delivery, 
pre-eclampsia, stillbirth , neonatal mortality and maternal 
mortality. Further large studies have also found increased risks 
of maternal morbidity and mortality, preterm birth (PTB) and 
perinatal death associated with SARS-CoV-2 infection in 
pregnancy. There is also evidence that both maternal and 
neonatalneonatal outcomes were worse during the Delta wave of the 
SARS-CoV-2 pandemic than in preceding periods.
The increased risk of PTB associated with SARS-CoV-2 
infection seems to be driven largely by iatrogenic PTBs, 
increased risk of stillbirth and pre-eclampsia are more likely to 
be associated with inflammatory changes affecting the 
placenta.


