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Summary of updates

Please note that version 1 of this occupational health guidance was published as a chapter in the RCOG’s 
general Coronavirus (COVID-19) Infection in Pregnancy guidance. The occupational health guidance will now 
be published as a separate document given the audiences for each document are distinct. It is hoped that 
this will make it easier for all healthcare professionals to stay updated as new versions of each document are 
published in line with emerging evidence.

The occupational health guidance will continue to be referenced in the general Coronavirus (COVID-19) 
Infection in Pregnancy guidance.

Version Date Summary of changes

2.1 30.3.20 2.2: Update - Assessment of the risk of vertical transmission has been changed to 
‘probable’, in line with a single case report published 26.3.20 that showed the first 
convincing evidence of COVID-19 being transmitted to the baby during pregnancy. 
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1.	 Introduction
Everyone in the UK is advised to follow guidance from the Government to lessen the spread of COVID-19.  As 
of 23 March 2020, this has been updated to guidance to stay at home, with the exception of a limited number 
of circumstances, detailed here.

However, for individuals in key professions, travelling to and participating in work remains essential in this 
national emergency.

For pregnant women in these key professions, and in particular for pregnant healthcare professionals, the 
following information may be helpful when discussing how best to ensure health and safety in the workplace 
with their occupational health teams.

2.	� Available information about risks of contracting 
COVID-19 in pregnancy

COVID-19 poses a risk to all members of the population, particularly to people with co-morbidities. The groups 
who appear to be at the lowest risk of developing severe disease are children and healthy adults. It is reassuring 
that there is as yet no robust evidence that pregnant women are more likely to become infected than other 
healthy adults. 

2.1 Risk to pregnant women

It is known from other respiratory infections (e.g. influenza, SARS)1,2 that pregnant woman who contract 
significant respiratory infections in the third trimester (after 28 weeks) are more likely to become seriously 
unwell. This may also lead to preterm birth of the baby, intended to enable the mother to recover through 
improving the efficiency of her breathing or ventilation.3,4

Given these additional considerations for pregnant women who become seriously unwell in the later stages of 
pregnancy, the Government has taken the precautionary approach to include pregnant women in a vulnerable 
group.  This is so that pregnant women are aware of the current lack of available evidence relating to this virus 
in pregnancy; and particularly, to encourage awareness that pregnant women in later stages of pregnancy could 
potentially become more seriously unwell. 

https://www.gov.uk/coronavirus
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2.2 Risk to the baby

Currently, there is no evidence to suggest that COVID-19 causes problems with the baby’s development or 
causes miscarriage.  With regard to vertical transmission (transmission from mother to baby antenatally or 
intrapartum), emerging evidence now suggests that vertical transmission is probable. There has been a report 
of a single case in which this appears likely, but reassuringly the baby was discharged from hospital and well. In 
all previously reported cases, infection was found at least 30 hours after birth. The proportion of pregnancies 
affected by vertical transmission and the significance to the neonate is not yet known. 4-11

No previous coronavirus has been shown to cause fetal abnormalities; and, while COVID-19 is new, the 
absence of reports of an increased incidence of fetal abnormality at routine scans in Asia indicates this is likely 
to be the same for the novel coronavirus.  

Although the evidence to date available offers no evidence of harm, it is not possible to give absolute assurance 
to any pregnant woman that contracting COVID-19 carries no risk to her baby and no risk to her over and 
above that experienced by a non-pregnant healthy individual.  The information above combines the limited 
evidence from COVID-19 so far with evidence extrapolated from other similar viral illnesses. We are actively 
seeking more evidence and will update this guidance when this is available.  

3.	� Recommendations for pregnant healthcare 
workers

In the UK, there already exist significant protections in law for pregnant workers. These must be followed in 
relation to COVID-19. NHS Employers should do everything possible to maintain the health of their pregnant 
employees. The central aspect of this protection is based on risk assessment of each individual pregnant 
worker’s working environment and the role they play. 
 
Acknowledging the evidence above and following discussion with the Government and UK Chief Medical 
Officers, the following recommendations should guide pregnant healthcare workers and occupational health 
teams in conducting this risk assessment. 
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3.1 Protection of all pregnant healthcare workers

In light of the limited evidence, pregnant women of any gestation should be offered the choice of whether 
to work in direct patient-facing roles during the COVID-19 pandemic. This choice should be respected and 
supported by their employers. Suitable alternative duties might include remote triage, telephone consultations, 
governance or administrative roles.  This is in line with the national guidance that workers, including healthcare 
professionals, who are also identified by the Government as vulnerable to COVID-19 should be able to 
participate in their own risk assessment.

3.2 Choices for pregnant healthcare workers prior to 28 weeks’ gestation

Pregnant women who choose to work in patient facing roles after occupational health risk assessment, prior 
to the third trimester of pregnancy, should be supported to do so by minimising risk of transmission through 
established methods. 

It may not be possible to completely avoid caring for all patients with COVID-19. As for all healthcare workers, 
use of personal protective equipment (PPE) and risk assessments according to current guidance will provide 
pregnant workers with protection from infection. The arrival of rapid COVID-19 testing will significantly assist 
in organising care provision, and this guidance will be updated appropriately when such tests are commonly 
available. 

Some working environments (e.g. operating theatres, respiratory wards and intensive care/high dependency 
units) carry a higher risk of exposure to the virus for all healthcare staff, including pregnant women, through the 
greater number of aerosol-generating procedures (AGPs) performed. These procedures are summarised in the 
PHE publication ‘Guidance on Infection Prevention and Control’.  When caring for suspected or confirmed 
COVID-19 patients all healthcare workers in these settings are recommended to use appropriate PPE.  
Where possible, pregnant women are advised to avoid working in these areas with patients with suspected or 
confirmed COVID-19 infection. 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control#equipment
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3.3 �Healthcare workers after 28 weeks’ gestation or with underlying health 

conditions

For pregnant women from 28 weeks’ gestation, or with underlying health conditions such as heart or lung 
disease at any gestation, a more precautionary approach is advised. Women in this category should be 
recommended to stay at home. For many healthcare workers, this may present opportunities to work flexibly 
from home in a different capacity, for example by undertaking telephone or videoconference consultations, or 
taking on administrative duties.

All NHS employers should consider how to maximise the potential for homeworking given current relaxation 
of NHS Information Governance requirements, wherever possible.

Staff in this risk group who have chosen not to follow government advice and attend the workplace must not 
be deployed in roles where they are working with patients.  Services may want to consider deploying these 
staff to support other activities such as education or training needs (e.g. in IPC or simulation).  

These measures will allow many pregnant healthcare workers to choose to continue to make an active 
and valuable contribution to the huge challenge facing us, whether at home or in the workplace, until the 
commencement of their maternity leave.

https://www.nhsx.nhs.uk/key-information-and-tools/information-governance-guidance
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DISCLAIMER: The Royal College of Obstetricians and Gynaecologists (RCOG) has produced this 
guidance as an aid to good clinical practice and clinical decision-making. This guidance is based on 
the best evidence available at the time of writing, and the guidance will be kept under regular review 
as new evidence emerges. This guidance is not intended to replace clinical diagnostics, procedures 
or treatment plans made by a clinician or other healthcare professional and RCOG accepts no 
liability for the use of its guidance in a clinical setting. Please be aware that the evidence base for 
COVID-19 and its impact on pregnancy and related healthcare services is developing rapidly and the 
latest data or best practice may not yet be incorporated into the current version of this document. 
RCOG recommends that any departures from local clinical protocols or guidelines should be fully 
documented in the patient’s case notes at the time the relevant decision is taken.


