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and practice of personal protective equipment. Besagre urged to follow national guidelines
and their institutional recommendations regardiasgt ipractices to protect their patients and
themselves. These reports are made available Bya&8% courtesy reference source for its
members. The reports contain recommendations awlyshould not be used as the sole basis to
make medical practice decisions or for disciplinaction against any employee. The statements
and recommendations contained in these reporgramarily based on the opinions of experts,
rather than on scientifically-verified data. ASEkea no express or implied warranties regarding
the completeness or accuracy of the informatiathé@se reports, including the warranty of
merchantability or fitness for a particular purpdseno event shall ASE be liable to you, your
patients, or any other third parties for any decishade or action taken by you or such other
parties in reliance on this information. Nor doesityuse of this information constitute the
offering of medical advice by ASE or create anygbian-patient relationship between ASE and

your patients or anyone else.
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Background

The American Society of Echocardiography has régeekeased a statement on the “Protection
of Patients and Echocardiography Service ProviDersng the 2019 Novel Coronavirus
Outbreak” which will be continually updated as mdeta become availabtélhe pediatric and
congenital heart disease (PCHD) population adds#&anding variable to this pandemic,
which this supplement to the main staterheméans to address. Readers are recommended to
review the main statemehthis supplement will discuss how the PCHD popalais different
from the adult population, including transmissigkrand indications for echocardiography;
variations in protocols; and recommendations ftalfechocardiography and transesophageal

echocardiography (TEE) for the PCHD population.

Although children as an entire group appear totheveer risk for severe disease compared to
adults, certain ages are more susceptible to seNsrase than others (particularly infants and
pre-school aged children, and possibly prematdfemts)? The overall lower prevalence of
severe disease paradoxically means that a largberunifiinfected children may be
asymptomatic or minimally symptomafi¢. When combined with the high viral loads present i
nasopharyngeal and fecal secretibh&equency of other upper respiratory tract virl c
infections® necessity of adults accompanying children to n&diare, and limited capabilities to
avoid droplet expression in infants and toddlechpeardiographic scanning of children may
create an increased risk of staff and communitysype. Consequently, PCHD
echocardiography providers will be exposed to SARS~2, perhaps often unknowingly,
requiring adjustments in practice to provide expare and limit further community

transmission.
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Indications for the use of echocardiography inRIGHD population also differ from the adult
population® For PCHD patients, echocardiography will remaitiaal for the assessment of
children with suspected heart disease, managenehtldren and young adults with acquired
and congenital heart disease at different stagespair, palliation or transplant, and children at
risk of functional heart disease (e.g. receivingrobtherapy) or cardiac complications from
respiratory infection. Fetal and transesophagaabeardiography represent important clinical
scenarios requiring variations in management. rneges will continue and fetal heart disease
remains critical to diagnosis and manage, albeitewbducing risk for infection of the mother or
provider. Avoidance of provider transmission te gremature infant population with lung

disease of different etiologies is similarly craic
Whom to I mage?
Review of Indications

As a general principle, transthoracic echocardimgrél TE), stress echocardiograms,
transesophageal echocardiograms (TEE), and fdtacacdiograms should only be performed if
they are expected to provide clinical benefit. Bemis on whether or not an echocardiogram
should be performed in a PCHD patient may be guietthe appropriate use criteria established
by the ASE and other societi€$with risk of SARS-CoV-2 infection highlighting theeed to

avoid rarely appropriate exams. In addition, nplétisocieties (AIUM, ISUOG and AHA) have
established guidelines for indications for fetdi@cardiography referral. A full discussion of
how to determine botiwho should be imaged as well aben imaging should be considered is
presented in the main statemé&agknowledging that adjustments to these decishosld be

made by each individual institution.
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Fetal echocardiographic evaluation presents difterkallenges; there is a finite gestational
period within which pregnancy decision-making aedmatal/neonatal management plans are
made. The AHA divides fetal echocardiography mefierinto risk levels based on indication.
Triage and scheduling of these patients in gerarabe determined based on an assessment of
level of risk relating to the indication for refatias well as the fetal diagnosis. TEE carries a
heightened risk of spread of SARS-CoV-2 sincefit ggvoke aerosolization of a large amount
of virus. Whether the intubated PCHD patient hg\anTEE exposes the care team to a greater
risk with this modality compared to TTE remains leac. Considerations for both fetal
echocardiography and PCHD TEE are discussed integréatail in the Advanced Imaging

section below.
Wheretoimage?

The increased possibility that children may bedtéd with no or minimal symptoms may limit
the utility of adult-focused screening measurebis Thay then necessitate adjustments to both
inpatient and outpatient procedures such as ddsgignahich studies should be performed as
portable studies, or designation of specific eeiodcan rooms or outpatient clinic sites. Given
the higher risk of asymptomatic transmission iridilen, some centers in endemic regions are

also choosing to test all new pediatric admissfonSARS-CoV-2.

For institutions where fetal imaging occurs witkte cardiology clinic, consideration should be
given for pregnant women to be sequestered in araeparea from the pediatric patients, both
in the waiting room and echo lab. Unlike previousahoutbreaks (H1N1, SARS-CoV, MERS-
CoV) which were found to be associated with seeeraplications in pregnant women,

currently the limited information available suggettat pregnant women are not more
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susceptible to SARS-CoV-2 infection or more pramééveloping severe complications if
infected’® Given the uncertainty and possibility of increasell as more data become
available, the CDC cautions that it is always int@ot for pregnant women to protect
themselves from illnesses, though the current recendation is for them to follow the same
precautions as the general public to avoid infectior fetal cardiology visits, a maximum of
one support person who undergoes the same scrgaoicgss as the patients may accompany
the pregnant women to the visit; however to minarexposure, the echocardiogram scanning
room should be limited to the pregnant woman akome sonographer. Counseling of the
family should be limited to the pregnant woman and support person at most, though if
possible having the support person be offsite amtigipate in the counseling session using
telemedicine may be beneficial. Telemedicine caasioh without fetal echocardiogram should
be considered when the visit is limited to folloyw-counseling of established fetal
cardiovascular disease. If the fetal echocardiogrambe performed and then read remotely
(e.g. for known CHD, SSA/SSB antibody or arrhythfiokbow-up), telemedicine should be
considered for relaying findings and performingeeling. This may be particularly useful if
the fetal echocardiogram can be done in the Maltéreial Medicine (MFM) office, where

visits can be consolidated to include routine diistd care. Home fetal heart rate monitoring
with telemedicine consultation instead of interemttfetal echocardiography can also be

considered in cases of fetal arrhythmia to mininiaw-up clinic visits.

6 American Society of Echocardiography ASEcho.org



How to image?
Protocols

Infants or children presenting with known or suspdcongenital heart disease, cardiomyopathy
or myocarditis may have intercurrent respiratadnes$ses and thus may be under suspicion for
SARS-CoV-2 infection. This will require modificats of PCHD imaging protocols away from
“‘complete” studies and towards more focused exarwmvever, the breadth of congenital heart
disease, and the challenges of systolic and diadtwiction assessment in the PCHD population
mean that unless the patient is in immediate néadsessment of only systolic function or
pericardial effusion, "traditional" TTE by cardigip (pediatric or ACHD) is preferred over point
of care ultrasound (POCUS) in the pediatric emergeenter or intensive care unit. If a
POCUS exam is performed, images should be savedrahtved in a manner that allows review
and remote interpretive assistance from experiepedatric echocardiographers as well as
comparison of cardiac structure and function oweet Review of POCUS studies may also help

focus future imaging studies.

Additional recommendations for focusing exams,ipalarly in patients with suspected or
confirmed COVID-19, are presented in the main state! These include the use of live feeds
and/or remote feedback to limit personnel in thiggp&room, and matching of sonographer skill
to study indication to maximize diagnostic accuratyle minimizing scan time. As for adult
patients, scans should be reviewed, and resultsded and communicated to the ordering team

as quickly as possible to facilitate care.
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For fetal echocardiographic studies, a completéyssthould be performed for all new
consultations in order to minimize the need fore@studies. Centers should have well-defined
study protocols and checklists available as theysisibeing performed and as it is reviewed
prior to the pregnant woman leaving the exam rdéon.follow-up scans deemed necessary, a
focused study based on a predetermined checktistdgad by the fetal cardiologist may be
utilized. Prolonged scanning should be avoidedangvaginal fetal echocardiographic studies

should not be performed.
Protection

Imaging of the pediatric patient with possible onftrmed COVID-19 differs from imaging of

the adult in several ways. Children may frequebéyasymptomatic or minimally symptomatic,
which may unknowingly expose the provider to ini@ct Children are often unable to
cooperate and follow instructions; cardiac anatomay be highly variable and require longer
scan times to assess; and sedation may be necéssaven routine transthoracic studies. Thus
protection procedures require modification to thesmmmended for general adult
echocardiography as presented in the main statenienése PCHD modifications are presented
below. Additional information regarding the rolelearners, options for echocardiography
education in the absence of direct scanning, apaitant general considerations for reducing

transmission outside of the scan room are presémtidé main statement.
Personnel

As for the adult patient, imaging should be perfednaccording to local standards for the

prevention of virus spread, including use of Peaté&motective Equipment (PPE). Meticulous
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and frequent hand washing is crucial and applieésésonographer, patient when possible, and
to a single caregiver who is likely to contact patiand sonographer while helping to facilitate
the cooperation of an active child. A surgicakfacask should be worn by symptomatic
patients, provided appropriate pediatric and asiaktd masks are available and institutional
resources allow this strategy for source corltrdh addition to the aerosolized transmission of
SARS-CoV-2, potential for fecal transmission hasrbeeported:*? Diaper care should
therefore be avoided if possible during the examd,iinecessary performed with appropriate

virucidal hygiene.

The performance and interpretation of pediatric f@tal echocardiographic studies, especially
those in suspected or confirmed COVID-19 casegjldhze limited to essential personnel.
Potentially complicated exams should be directeekfmerienced sonographers who are most
likely to be able to perform an appropriately diethi accurate, and expeditious exam without the
need for additional hands-on support. In manytustns, PCHD fellows provide crucial off-
hours scanning and interpretation, but their $&itel should be matched to patient complexity
with availability of additional imager expertise arhan expeditious exam cannot be obtained.
In addition to limiting the number of echocardiogng practitioners involved in scanning,
consideration should be given to limiting the exyresof staff who may be particularly
susceptible to severe complications of COVID-1@ffSvho are >60 years old, have chronic
conditions, are immunocompromised or are pregnayt\wsh to avoid contact with patients

suspected or confirmed to have COVID-19, dependmipcal procedures.

For intraoperative TEE, which is an essential dbator to the effective surgical treatment of
congenital heart disease, strong considerationldlo@ugiven to requesting that the
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anesthesiologist place the TEE probe immediateér airway intubation while using

appropriate aerosol precautions. Probe removalldho® performed while under deep general
anesthesia while intubated, with the probe immedjatleaned and then placed in a transport
container for disinfection. There should be at hore person to handle the probe and another to
operate the machine controls, along with anothadtainister anesthesia or sedation. Many
pediatric echocardiographers are capable of simettasly manipulating the TEE probe and
operating the machine; this practice should be @rged to reduce exposure of an additional
provider, presuming skill with this technique ahdttuse of this technique will not increase total

scan time.

Equipment

Equipment care is critical in the prevention of S;\RoV-2 transmission. Options to decrease
fomite transmission may include covering probes maghine consoles with disposable plastic
and foregoing the use of ECG stickers, or settgideacertain machines or probes for use on
patients with suspected or confirmed infection. igirty, setting aside a separate machine for
sole use in expected high-risk groups such asdbaatal intensive care unit is encouraged when
possible. Equipment cleaning should be perforamrding to institutional and vendor
guidelines. Additional guidelines for the disintiea of ultrasound equipment are available
through the AIUM'® Smaller, laptop-sized portable machines are reasdly cleaned, but use

of these machines should be balanced against pdteateoffs in image quality and

functionality.
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Advanced | maging:
Fetal Echocardiography

Fetal echocardiography and the care of pregnantemawquire a separate triaging system,

which can be divided into three subgroups (TabbttRigure 1).

» Fetal echocardiogram for low risk patients: if éailed second trimester fetal anatomic
scan including adequate cardiac screening view$®eamonfirmed by combined
experience of practitioners (fetal cardiologistwitaternal-Fetal Medicine

specialist/Obstetrician), no fetal echocardiogramvaluation is scheduled.

» Fetal echocardiogram for moderate risk patientsydketal echocardiography
evaluation to a later date when SARS-CoV-2 risftasreased or after 28 weeks

gestation (or earlier in specific situations, ddsenl in more detail below).

» Fetal echocardiogram for high risk patients or ntgdinical indications: schedule and
perform promptly (though consider alternatives sastowest risk facility for imaging

and telemedicine for consultation to minimize risk)

This triage system requires close communicatioh wie referring Obstetrical and Maternal-
Fetal Medicine teams; noting that the recommendgatithms presented are not evidence-based
but do represent shared perceived best practiceksaanbe modified by each institution to best
match local resources. Once it is decided thadtal Eardiology visit is needed, the timing of

the Fetal Cardiology visit is based on multipletéas: 1) the risk profile of the indication (see
Table); 2) the adequacy of the anatomy scan witti@a views (determined by local

collaborative experience of the referring doctad &tal cardiologist, or if needed, direct review
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of the cardiac screen, or discussion with the refgrdoctor); 3) the gestational age of the fetus
which influences both pregnancy decision-making a@ed for additional testing (e.g.
amniocentesis, ultrasound, MRI, gestational agd w&eks) and delivery planning for fetal
CHD (gestational age 34 weeks). For those deferred to a later datatioreof a virtual

“waiting list” should be considered for scheduliimgassure that all patients at risk are evaluated
prior to delivery. Fetal cardiovascular diseasegintng transplacental therapy (e.g. fetal
tachyarrhythmia or autoimmune-mediated evolvinggeital heart block) should be considered
urgent indications for echocardiography and coasiol, and scheduling and evaluating these
patients should follow the admitting institution®&ID-19 policies for urgent admissions.
Performance of fetal cardiac interventions (i.dldea aortic or pulmonary valvuloplasty, atrial
septal stenting) remains at the discretion of tiséitution, though given the current body of
evidence on risk-benefit ratio, delaying or notrdpthe procedure may be considered. The
timing and performance of fetal interventions f@m-twin transfusion syndrome (TTTS) are

beyond the scope of this document.

The possibility of prenatal or perinatal infectisimould be considered when neonates are
transferred to the neonatal or pediatric cardigenisive care unit following delivery. There is
inconclusive data regarding vertical transmissibBARS-CoV-2; however, if a pregnant
woman tests positive for the virus within 14 daysl@ivery, the newborn should be tested

and treated as positive, with use of appropriaté, Riatil a negative result is confirmed.
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Transesophageal Echocardiography

Transesophageal echocardiography carries a hegghtesk of spread of SARS-CoV-2 since
aerosolization of virus may be provoked duringghacedure. This is of particular concern if
the TEE is performed without concomitant endotrath@ubation, due to the coughing or
gagging that may accompany probe placement andowlation. However, aerosolization and
provider exposure may be possible even with anteaclzeal tube in place due to the
instrumentation and manipulation of the orophargvat occurs with TEE probe placement.
TEEs therefore deserve special consideration eraeting when and whether they should be
performed, and under what precautions. TEE shieldonsidered an integral part of PCHD
perioperative care or care during PCHD cardiacetattinterventions. Outside of these
scenarios, TEE should be considered a high-riskguhare and the benefits of a TEE
examination weighed against the risk of exposureeaithcare personnel in a patient with
suspected or confirmed COVID-19 and the availabdit PPE. TEEs should be postponed or
canceled if an alternative imaging modality (effjaais TTE views, agitated saline contrast or
other ultrasound enhancing agent with TTE) canipethe necessary information. Contrast
enhanced computed tomography (CT) and magnetioaese imaging (MRI) may also be
considered as alternatives to TEE. The benefitsroiding an aerosolizing procedure should be
balanced against the risk of transport, need iofdist a different scan room, as well as the
baseline risks in children of iodinated contrast eadiation with CT, and longer scan times for

MRI.

Given the unreliability of symptoms to predict CAD/19 status in children, use of a
standardized algorithm for TEE procedures is recendad. An example is presented below
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and in Figure 2. Modification and implementatidraay TEE algorithm should be coordinated

with all members of the perioperative team at eastitution to best match resources and

equipment. Ideally, as SARS-CoV-2 testing becomere available at the hospital level with

more rapid resulting, all patients for whom TEBplanned (i.e. most surgical patients, and some

interventional cardiac catheterization patient®usth have SARS-CoV-2 testing performed

during pre-op screening.

14

1. All pediatric patients for TEE are presumed positinless they have had a negative

COVID-19 test within 48 to 72 hourdf documented negative COVID-19 testing,
then TEE may proceed using standard precautions (gloves, mask, and eye

protection).

. Forpediatric patientswithout COVID-19 negative testing within 72 hourswho are

intubated prior to arrival to the Cardiovascular Operating Room
(CVOR)/interventional suite, the risk for aerosolization is considered lowole
placement may be performed by anesthesia to misipgzsonnel performing
oropharyngeal manipulation or by cardiology acaogdbp institutional standard

procedures and following standard precautions.

. Forasymptomatic patients without COVID-19 negative testing within 72 hourswho

requireintubation in the CVOR/interventional suite, anesthesia should intubate
donning appropriate PPE/Powered Air Purifying Redprs (PAPR). This should be
followed by a wait period (typically 20-30-minutdspending on local protocols and
environmental factors) to permit complete air tweroin the room, during which no one

should enter. Strong consideration should be gioerEE probe placement by
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anesthesia immediately following airway stabilieativhile still under aerosol
precautions and prior to the air turnover periothtoimize the risk of exposure of
additional personnel. After the wait period, probanipulation may be performed by
cardiology according to institutional standard @aares and following standard
precautions.

4. ForCOVID-19 positive or symptomatic children without COVID-19 negative testing
within 72 hours, strict isolation is mandated. Strong considerashould be given to
probe placement by anesthesia to minimize riskipbsure associated with
oropharyngeal manipulation and according to instihal standard procedures.

a. All personnel in the CVOR, interventional suite ,ppocedure room must wear
strict isolation gear at all times.

b. All personnel must have training in donning andfidgf PPE/PAPR

c. Only essential personnel in CVOR to preserve PREatigate exposure risk (1

echo person only)
Conclusion

The provision of echocardiographic services toRB#D population remains crucial during this
SARS-CoV-2 outbreak. Differences between the aahudt PCHD populations require
modifications to prior practices. These PCHD migdifons are summarized in Figure 3.
Working together with our adult Cardiology, Anestae Maternal-Fetal Medicine and Pediatric
colleagues, we can continue to provide high quabktye while minimizing risk to ourselves, our

patients and the public.
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Figurel

Fetal Cardiology Clinic Scheduling Algorithm duri@PVID-19 Outbreak
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Telemedicine
Visit

Schedule next available

Consolidate visits to minimize # of
patient visits and # of fetal clinics

per week at each site

Outside image review
Predetermined f/u visits far
CHD or fetal arrhythmias

Counseling

for scheduling

l l

Cardiac Cardiac

structures structures not

normal confirmed

GA <24
weeks

GAZ 24
weeks

Cancel or
Move to

dopol High Risk

schedule

Move to
Moderate

Provider or
family
concerns

Waitlist to
schedule when
COVID risk
decreased or at
=28 weeks
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Figure2

Suggested algorithm for performing TEE during COMID Outbreak

Is TEE Necessary for Are alt i
Yes | Perioperative Care N  Ared e:nat ve ol v
- or Intervertional o imaging strategies »| Yes
| Guidance? available?
Y Y Y :

P dwith VID - v Proceed with
roceed wit Covi -_19 Tgst_lng _ No Off-Axis TTE,
TEE using . Negative within COVID-19 Status COVID-19 Testing Contrast, CT/MRI

standard = 48-72 hours of Unknown Positive '
precautions procedure
\
Proceed with TEE

Patient intubated using precautions as

prior to arrival in |« \/ for Periop Algorithm
OR/Procedure Room Strict isolation gear
Limited personnel

| Intubation and probe placement
by anesthesia using airborne

precautions followed by 20-30

¢ $ minute air turnover period

Probe placement by Intubation and probe
anesthesia or placement by anesthesia
cardiology using using airborne precautions

standard precautions followed by 20-30 minute air
turnover period
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Figure3

Summary of Recommendations for Policies/Procedimesg COVID-19 Outbreak

» Defer/Reschedule Options
o Identify and defer all elective exams
o Identify and perform only urgent/emergency exams
0 Assess need for fetal echocardiogram and schedirig algorithm
» Assess patient COVID-19 status
o Negative
0 Suspected
o Unknown (for TEE, treat as suspected)
o Positive/confirmed
* Provide for appropriate levels of patient and pdeviprotection
» TEEs are considered high risk
o Defer or use alternative imaging strategies if fiodss
o Perform SARS-CoV-2 testing at preoperative visipassible
o Proceed with TEE using precautions based on algorit
* Institutional PPE conservation
o Defer non-urgent exams in suspected/confirmed cases
* Limit exposure during exams
o Problem-focused, limited examinations guided bgmpsitudies
0 Match personnel skills to exam to minimize scaretim
o Consider use of dedicated machine for suspectefific@d cases or high-risk units
o0 Minimize both respiratory and fecal exposure duesgm
* Reading room methods to reduce transmission
o Facilitate remote report generation and echo ctaisomh
o Frequent disinfection of computer keyboard, mosséaces, chairs, doorknobs
o Discourage congregating in the echo lab readingiroo
» Identify and appropriately reassign special at-geksonnel (>60 years, chronic iliness,
immunocompromised, pregnancy, etc.)
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Table: Fetal Cardiology Clinic Scheduling Structure dur@@VID-19 Outbreak

Category

Definition

Action

Examples

Low risk

Low risk referral indication
Fetal anatomy scan: Norm3g
cardiac screening exam
(verified by combined
experience of practitioners,
or if needed by discussion
w/ MFM or image review )

Cancel or do not
schedule

In vitro fertilization
Gestational Diabetes
Family history of CHD (excl. exceptions noted be)ov
Medication exposure

Single umbilical artery

Dichorionic twins (without additional concerns)

=<

Moderate risk

Moderate/high risk referral
indications when GA 24
weeks

Confirmed CHD when GA <
34 weeks

Re-schedule or
schedule after
COVID-19risk is
decreased or GA >
28 weeks (consider
creating a virtual
“waiting list” to
track patients)

2" opinion for CHD already identified; may scheduld
consider telemedicine review of images and counge
Fetal anatomy scan cannot confirm normal cardiac
structures; may schedule but consider telemedicine
review of images and counseling if needed
Pre-gestational diabetes with HgbA1C >8, increase
NT >3.5, or CHD with increased recurrence in 1st
degree relative (e.g. left sided obstructive lesion
heterotaxy, maternal AVSD)

High risk

Urgent clinical indication
Moderate/high risk referral
indication when GA < 24
weeks

Confirmed CHD when GA >
34 weeks

Schedule next
available

Suspected CHD (any GA)

Known CHD at risk for compromise or rapid
progression

Final visit for delivery planning for known CHD @
opinion for CHD

Genetic/extracardiac anomaly with need to assems
Fetal arrhythmia (excluding isolated prematureadtri
contractions), new and follow-up as indicated
SSA/SSB positive mother; new visit (provide fetal
heart rate home monitor if available; follow-upGa
of 20 and 26 weeks)

Fetal anatomy scan does not confirm normal cardial
structures

New monochorionic-diamniotic twin pregnancy,
particularly with concern for twin-twin transfusion
syndrome

Pre-gestational diabetes with HgbA1C >8, increase
NT >3.5, or CHD with increased recurrence in 1st
degree relative (e.g. left sided obstructive lesion
heterotaxy, maternal AVSD)

Maternal anxiety not ameliorated with telemedicine
consultation

ne

Telemedicine

Remote image review
Ongoing f/u care in
collaboration with MFM
Counseling

Perform as needed

Review of cardiac screening exams or fetal
echocardiograms done offsite

2" opinion for CHD already identified with complete
fetal echocardiogram available for review

Interval follow-up counseling for known CHD until >
34 weeks

Counseling sessions with maternal family/suppdtt o
site
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Resour ces

1. ASE COVID-19 resource page. https://www.asechocongd-19-resources/

2. Connect@ASE COVID-19 discussion page. https://conagecho.org/groups/534-

Coronavirus-(COVID-19)

3. American Institute for Ultrasound in Medicine (AlJMNuidelines for equipment

disinfection._https://www.aium.org/officialStatenisfb7 [aium.org]

4. Centers for Disease Control COVID-19 resource page.

https://www.cdc.gov/coronavirus/2019-nCoV/index.htm

5. Centers for Disease Control recommendations f@citidn prevention and control.

https://www.cdc.gov/coronavirus/2019-ncov/infecticontrol/control-

recommendations.html

6. Centers for Disease Control visual guide for ugiagsonal protective equipment.

https://www.cdc.gov/hai/pdfs/ppe/PPE-Sequence.pdf

7. ISUOG Safety Committee Position Statement: Saffopeance of obstetric and
gynecological scans and equipment cleaning in éinéext of COVID-19.

https://www.isuog.org/resource/isuog-safety-comeaitposition-statement-safe-

performance-of-obstetric-and-gynecological-scard-@guipment-cleaning-in-the-

context-of-covid-19.html

8. The Society for Maternal Fetal Medicine COVID-1ardsound Practice Suggestions.

https://s3.amazonaws.com/cdn.smfm.org/media/22#2&dund_Covid19 Suggestions_

(final)_03-24-20_(2)_PDF.pdf
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Category

Definition

Action

Examples

Low risk

Low risk referral indication
Fetal anatomy scan: Norm3g
cardiac screening exam
(verified by combined
experience of practitioners,
or if needed by discussion
w/ MFM or image review )

e Cancel or do not
schedule

In vitro fertilization
Gestational Diabetes
Family history of CHD (excl. exceptions noted be)ov
Medication exposure

Single umbilical artery

Dichorionic twins (without additional concerns)

=<

Moderate risk

Moderate/high risk referral
indications when GA 24
weeks

Confirmed CHD when GA <
34 weeks

¢ Re-schedule or

schedule after
COVID-19risk is
decreased or GA >
28 weeks (consider
creating a virtual
“waiting list” to
track patients)

2" opinion for CHD already identified; may schedulé

consider telemedicine review of images and counge
Fetal anatomy scan cannot confirm normal cardiac
structures; may schedule but consider telemedicine
review of images and counseling if needed
Pre-gestational diabetes with HgbA1C >8, increase
NT >3.5, or CHD with increased recurrence in 1st
degree relative (e.g. left sided obstructive lesion
heterotaxy, maternal AVSD)

High risk

Urgent clinical indication
Moderate/high risk referral
indication when GA < 24
weeks

Confirmed CHD when GA >
34 weeks

¢ Schedule next
available

Suspected CHD (any GA)

Known CHD at risk for compromise or rapid
progression

Fina