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Abstract: Background: The national lockdown and the different restrictions applied in 2020 during
the COVID-19 pandemic brought several changes to hospitalization procedures. The aim of this study
was to evaluate the patterns in access to emergency services and hospitalization in a tertiary-care
obstetric and gynecological emergency department (OG-ED) throughout the restrictions applied
during 2020. Methods: A single-center retrospective comparative study on data from January to
December 2020 was carried out on the following timeframes: January to February 2020 (before
COVID-19 pandemic), March to June 2020 (nationwide lockdown period), July to September 2020
(removal of restrictive measures), October to December 2020 (regional lockdown) and compared
to the same periods of 2019. All obstetric and gynecological patients with complete medical data
admitted to the OG-ED were included. Results: Overall, 4233 accesses for 2019 and 3652 for 2020 were
reported, with a decreasing trend of −13.7%. Between March and June 2020 (nationwide lockdown)
and 2019, the overall number of patients attending the OG-ED decreased compared to July–September
and October–December differences (∆ −23.5% vs. −3.1% and −5.9%; p = 0.001 respectively) for
2020–2019, but this reduction was not statistically significant when compared to January–February
(∆ −23.5% vs. −18.5%; p = 0.356). No significant differences for obstetric patients (∆ −1.8% vs. −1.0%
vs. −2.3% and +1.9% respectively; p = 0.883) were noted. Hospitalizations showed a stable trend
with an increase between October–December 2019 and 2020 (∆ +4.6%; p = 0.001 vs. January–February
(+2.4%) and March–June (+2.6%) 2019–2020), mainly related to regional lockdowns. Conclusions:
In contrast to available national studies, in our institution, the overall rate of OG-ED admissions
was slightly reduced with a similar trend of decrease even before COVID-19, with an increase in
admissions for serious issues, despite expectations that the suspension of elective admissions and
outpatient services would have led to an increase in non-urgent hospitalizations during the COVID-19
lockdown period.

Keywords: COVID-19; hospital admissions; emergency care; obstetric urgency; lockdown; restrictions

1. Introduction

On 11 March 2020, the World Health Organization (WHO) released its 51st status
report, in which the SARS-CoV-2 virus outbreak, also known as COVID-19, was classified

J. Clin. Med. 2023, 12, 7097. https://doi.org/10.3390/jcm12227097 https://www.mdpi.com/journal/jcm

https://doi.org/10.3390/jcm12227097
https://doi.org/10.3390/jcm12227097
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jcm
https://www.mdpi.com
https://orcid.org/0000-0003-3676-7716
https://orcid.org/0000-0003-2994-1093
https://orcid.org/0000-0002-1041-3189
https://orcid.org/0000-0003-4269-4269
https://doi.org/10.3390/jcm12227097
https://www.mdpi.com/journal/jcm
https://www.mdpi.com/article/10.3390/jcm12227097?type=check_update&version=1


J. Clin. Med. 2023, 12, 7097 2 of 12

as a pandemic [1]. Over the year 2020, to enforce social isolation and stop the spread of the
SARS-CoV-2 virus, the Italian government implemented several restrictions [2].

Such restrictions were repeated in different periods according to each wave that af-
fected Italy. In particular, the most severe lockdown was related to the wildtype SARS-CoV-2
variant and took place between March 9th and June 2020, in which a state of emergency,
also known as “lockdown”, was applied [3]. All non-essential activities, including office
labor, commerce, sports, and leisure pursuits, as well as unrestricted movement inside and
outside of the nation, were outlawed. Citizens were asked to not leave their home except
for emergency reasons (e.g., urgent care needs) [3].

With the reduction in the number of infected people, such restrictions were gradually
loosened to the use of masks in crowded areas between July and September 2020 [4,5].
However, with the second COVID-19 wave that took place from October 2020, with an
exponential increase in infected people, Italian regions were grouped into three different
epidemiological scenarios (known as yellow, orange, and red zones), with a nationwide
curfew from 10 p.m. to 5 a.m., shopping malls were ordered to be closed on weekends, and
distance education was used for high schools [4]. For regions in “orange zones”, a ban on
travel outside the municipality of residence and the closure of food services were extended,
while for regions in “red zones”, a ban on travel even within the municipality, the closure
of stores and markets, and the use of distance education from seventh grade onward were
applied [4].

During and after the lockdown, Italian hospitals significantly changed their routine
by postponing all non-urgent outpatient visits and planned operations [6]. All urgent
and emergent needs, including mandatory outpatient check-ups, were assured. This was
carried out to relieve pressure on the intensive care units (ICUs) of hospitals that served
COVID-19-positive patients and to save costs [6]. During the pandemic, ICU accessibility
was crucial and lifesaving [7].

Consequently, after the initial SARS-CoV-2 infection spread to Italy, there was an
abrupt and significant decline in emergency department visits. Overall, emergency de-
partment attendance drastically dropped by 41.8% from the previous year starting on
21 February [8]. Both medical and surgical wards were changed to COVID-19 units, and
new supplemental sub-intensive and ICUs were established for COVID-19 patients. Elec-
tive surgery and outpatient visits were also decreased [9].

The administration of the obstetrics and gynecology emergency department (OG-
ED) likewise faces open challenges regarding overcrowding and all associated complica-
tions [10]. Nearly one-third of trips to the OG-ED are for non-urgent treatments. Therefore,
during the COVID-19 pandemic, the renovation of emergency services could markedly
modify access and hospitalizations in large OG-EDs [11].

The aim of this study was to analyze how the restrictions used during the lockdown
period and subsequent months of 2020 affected the trends of the access of emergency
services and hospitalization in a tertiary-care OG-ED, compared to the corresponding
periods of the previous year.

2. Materials and Methods

We conducted a single-center retrospective analysis on emergency medical records
including a wide time window from January to December 2020 in a tertiary-care university
emergency section related to the Obstetrics and Gynecology Unit, AOU Luigi Vanvitelli,
Naples, Italy.

According to the Italian pandemic waves of 2020, three different timeframes
were obtained:

- January to February 2020 (before COVID-19 pandemic);
- March to June 2020 (nationwide lockdown period);
- July to September 2020 (removal of restrictive measures);
- October to December 2020 (regional lockdown according to red, yellow and green

zones related to each region’s contagion curve) [12].
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Each one of the above-mentioned time windows was compared to the corresponding
period of 2019, before the spreading of COVID-19.

The Helsinki Declaration, the Committee on Publication Ethics (COPE) standards
(http://publicationethics.org/, accessed on 7 October 2023), and the Reporting of studies
Conducted using Observational Routinely collected health Data (RECORD) Statement are
followed in the design, analysis, interpretation of data, writing, and revisions, available
through the Enhancing the Quality and Transparency of Health Research (EQUATOR)
network (www.equator-network.org, accessed on 7 October 2023). Given that the study
was an observational one, the data obtained were anonymized to remove any information
that may be used to formally identify the patients. Each participant in this study received
information about the methods and provided their written agreement to enable data to be
collected and analyzed for research.

The study included all the OG-ED admissions, classifying all pregnant patients as
obstetric patients (from 0 to 22 gestational weeks, from 22 to 35 weeks, and from 35 weeks to
term, whether single or multiparous women), as well as puerperal patients as gynecological
patients. The study’s findings were included for all patients who used the OG-ED.

Patients with missing data from the centralized hospitalization system, patients who
left the OG-ED before the final diagnosis, or that denied consent to acquire data were
therefore excluded from the analysis.

The primary outcome was the evaluation of changes in OG-ED admissions between
each 2020 timeframe related to restrictive COVID-19 measures compared to the same
timeframes in 2019. The secondary outcome was the evaluation of changes in terms of
color code access and hospitalizations between the aforementioned timeframes. Moreover,
a descriptive analysis of reasons for OG-ED access and hospitalizations was carried out to
better describe the clinical scenarios.

Gynecologists, midwives, anesthetists, neonatologists, social workers, and nurses are
part of the multidisciplinary team at the OG-ED. Our OG-ED operates around the clock in
conjunction with the radiology and laboratory departments. Professional midwives handle
the triage. The on-call doctor then assesses the patients in accordance with the codes. The
following categories apply to the administration of triage codes in the hospital protocol
when the patient is admitted: The yellow code means “urgency”, which is the threat of
impairment of a vital function of the woman or fetus at a gestational age of 23 weeks to be
evaluated within 15 min; the red code means “emergency”, which is the current impairment
of a vital function of the woman or fetus at a gestational age of 23 weeks; the green code
denotes “non-urgency”, or services that may be delayed and reviewed within three hours;
the white code denotes treatments that are comparable to outpatient care. The patient
is discharged from the OG-ED with a discharge color when the final diagnosis has been
determined, which is frequently different from the color that was allocated during triage.
The color code assigned at the admission was used to evaluate the primary and secondary
outcomes of the study.

Data were obtained and anonymously collected from the hospital management soft-
ware for emergency access, hospitalization, and medical charts (Hero4 version 4.30, Dedalus
Global S.p.A., Florence, Italy).

For each patient, the following data were collected: Month and year of the access; type
of access (obstetric or gynecological); gestational age; cause of the access; OG-ED triage
admission; hospitalization following OG-ED access.

Because standard clinical procedures have been followed, the study did not need
approval from an institutional or ethical review body since it was classified as retrospective
chart analysis of routine clinical practice.

http://publicationethics.org/
www.equator-network.org
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Statistical Analysis

SPSS software (IBM Corp. Version 27.0, Armonk, NY, USA) was used for statistical
analysis. Categorical data were analyzed by means of the chi-square test for independence,
expanded Fisher exact test, and Bonferroni–Holms corrections for multiple testing for the
primary and secondary outcomes, as appropriate. After the application of multiple testing
corrections, a p-value (p) < 0.0125 was considered statistically significant.

3. Results
3.1. Primary Outcome: OG-ED Accesses

Overall, from January to December, 4233 accesses at the OG-ED were reported for
2019 while 3652 women were admitted in 2020, showing a decreasing trend of −13.7%

Table 1 shows that between March and June 2020, when the country was in to-
tal lockdown, the overall number of patients attending the OG-ED decreased (1124 in
2020 vs. 1477 in 2019). However, the analysis of differences among paired timeframes
showed a marked reduction between March and June 2019–2020 with July–September and
October–December timeframes (∆ −23.5% vs. −3.1% and −5.9%; p = 0.001, respectively)
but not January–February 2019–2020 (∆ −23.5% vs. −18.5%; p = 0.356) (Table 1).

Similarly, there were no retrievable differences regarding the change in rates between
obstetric and gynecological accesses among paired timeframes (Table 1).

3.2. Secondary Outcome: Changes in Color Code of Accesses

Table 2 summarizes data for the comparisons of OG-ED access color codes for the
study period’s timeframes.

While the number of green codes fell due to severe lockdown in March–June compared
to other paired timeframes (∆ −12.0% vs. −8.4% and −4.1% from July–September and
October–December, respectively; p = 0.001), a significant increase in yellow codes was
observed in the same period (∆ +7.9% vs. +5.1% and +1.2% from July–September and
October–December, respectively; p = 0.001) (Table 2). However, such trends were also seen
in the January–February 2019 and 2020 timeframes (∆ −16.4%; p = 0.001 for green codes
and +9.7%; p = 0.001 for yellow codes, respectively) (Table 2).

3.3. Descriptive Analysis of OG-ED Accesses

Gestational age at the OG-ED access with related reason for admission are reported in
Table 3.

3.4. Hospitalizations

Table 4 shows how many patients evaluated in the OG-ED between March and
December of 2019 and 2020 were hospitalized.

There was a significant increase in hospitalizations from October–December relative
to March–June and July–September (∆ +4.6% vs. +2.4% and +2.5%, respectively; p = 0.001)
2019–2020.

They were mainly related to abdominal pain after 22 weeks, labor, non-stress tests,
hypertension, diabetes, or other pregnancy complications (raised transaminases or bile
acids) or syncope (Table 4).
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Table 1. Accesses to the OG-ED: Comparison of 2019 and 2020.

January–
February

2019

January–
February

2020
∆ (%)

March–
June
2019

March–
June
2020

∆ (%)
July–

September
2019

July–
September

2020
∆ (%)

October–
December

2019

October–
December

2020
∆ (%) p-Value

Accesses to
OG-ED 764 623 −18.5 1477 1124 −23.9 * 1079 1046 −3.1 913 859 −5.9 0.001

Obstetric
accesses

649/764
(84.9%)

518/623
(83.1%) −1.8 1258/1477

(85.2%)
946/1124
(84.2%) −1.0 922/1079

(85.4%)
859/1046
(82.1%) −2.3 759/913

(83.1%)
730/859

(85%) +1.9

0.883
Gynecological

accesses
115/764
(15.1%)

105/623
(16.9%) +1.8 219/1477

(14.8%)
178/1124
(15.8%) +1.0 157/1079

(14.6%)
187/1046
(17.9%) +2.3 154/913

(16.9%)
129/859

(15%) −1.9

* p = 0.001 vs. July–September and October–December.

Table 2. Comparison of OG-ED accesses according to triage color codes for evaluated timeframes.

January–
February

2019

January–
February

2020
∆ (%)

March–
June
2019

March–
June
2020

∆ (%)
July–

September
2019

July–
September

2020
∆ (%)

October–
December

2019

October–
December

2020
∆ (%) p-Value

Color code

White 68/764
(8.9%)

86/623
(13.8%) +4.9 178/1477

(12.1%)
145/1124
(12.9%) +0.8 143/1079

(13.3%)
159/1046
(15.2%) +1.9 118/913

(12.9%)
130/859
(15.1%) +2.2 0.004

Green 658/764
(86.1%)

434/623
(69.7%) −16.4 1240/1477

(84%)
809/1124

(72%) −12.0 810/1079
(75.1%)

698/1046
(66.7%) −8.4 628/913

(68.8%)
556/859
(64.7%) −4.1 0.001

Yellow 36/764
(4.7%)

90/623
(14.4%) +9.7 53/1477

(3.5%)
128/1124
(11.4%) +7.9 91/1079

(8.4%)
141/1046
(13.5%) +5.1 129/913

(14.1%)
131/859
(15.3%) +1.2 0.001

Red 2/764
(0.3%)

13/623
(2.1%) +1.8 6/1477

(0.4%)
42/1124
(3.7%) +3.3 35/1079

(3.2%)
48/1046
(4.6%) +1.4 38/913

(4.2%)
42/859
(4.9%) +0.7 0.213
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Table 3. Descriptive analysis of accesses to OG-ED between 2019 and 2020.

January–February
2019

January–February
2020 March–June 2019 March–June 2020 July–September

2019
July–September

2020
October–December

2019
October–December

2020

Gestational age at access
(weeks)

<22 248/649 (38.2%) 173/518 (33.4%) 429/1258 (34%) 271/946 (28.6%) 259/922 (28.1%) 250/859 (29.1%) 255/759 (33.6%) 184/730 (25.2%)

>22 and <35 91/649 (14.1%) 66/518 (12.7%) 187/1258 (15%) 124/946 (13.1%) 121/922 (13.1%) 119/859 (13.9%) 116/759 (15.3%) 103/730 (14.1%)

>35 304/649 (46.8%) 264/518 (51%) 634/1258 (50.4%) 540/946 (57.1%) 524/922 (56.8%) 482/859 (56.1%) 377/759 (49.7%) 436/730 (59.7%)

Reason

Hyperemesis 11/649 (1.7%) 11/518 (2.1%) 15/1258 (1.2%) 2/946 (0.2%) 15/922 (1.6%) 12/859 (1.4%) 16/759 (2.1%) 1/730 (0.1%)

Metrorrhagia before the
22nd gestational week 68/649 (10.5%) 88/518 (17.1%) 98/1258 (7.8%) 136/946 (14.4%) 80/922 (8.7%) 109/859 (12.7%) 125/759 (16.5%) 100/730 (13.7%)

Pain before the 22nd
gestational week 164/649 (25.3%) 60/518 (11.6%) 301/1258 (24%) 98/946 (10.4%) 151/922 (16.4%) 109/859 (12.7%) 93/759 (12.3%) 62/730 (8.5%)

Metrorrhagia after the
22nd gestational week 10/649 (1.5%) 10/518 (1.9%) 7/1258 (0.6%) 25/946 (2.6%) 20/922 (2.1%) 24/859 (2.8%) 31/759 (4.1%) 16/730 (2.2%)

Abdominal pain after the
22nd gestational week,
labor, non-stress test

335/649 (51.6%) 218/518 (42.1%) 734/1258 (58.3%) 442/946 (46.7%) 496/922 (53.8%) 382/859 (44.5%) 306/759 (40.3%) 358/730 (49%)

Pre-labor rupture of
the membranes 23/649 (3.5%) 42/518 (8.1%) 28/1258 (2.2%) 75/946 (7.9%) 58/922 (6.3%) 100/859 (11.6%) 69/759 (9.1%) 88/730 (12%)

Fetal growth restriction,
reduction of fetal

movements,
oligohydramnios,
polyhydramnios

1/649 (0.2%) 23/518 (4.4%) 7/1258 (0.6%) 26/946 (2.7%) 17/922 (1.8%) 22/859 (2.6%) 28/759 (3.7%) 19/730 (2.6%)

Post-term
pregnancy/scheduled

hospitalization
7/649 (1.1%) 10/518 (1.9%) 16/1258 (1.2%) 41/946 (4.3%) 27/922 (2.9%) 21/859 (2.4%) 20/759 (2.6%) 26/730 (3.6%)
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Table 3. Cont.

January–February
2019

January–February
2020 March–June 2019 March–June 2020 July–September

2019
July–September

2020
October–December

2019
October–December

2020

Hypertension, diabetes or
cholestatic/hepatic issues

(raised transaminases
and/or bile acids), syncope

6/649 (0.9%) 15/518 (2.9%) 8/1258 (0.6%) 49/946 (5.1%) 10/922 (1.1%) 38/859 (4.4%) 16/759 (2.1%) 32/730 (4.4%)

Post-discharge
complications 6/649 (0.9%) 15/518 (2.9%) 8/1258 (0.6%) 11/946 (1.2%) 18/922 (2%) 8/859 (0.9%) 11/759 (1.4%) 7/730 (1%)

Others 18/649 (2.8%) 26/518 (5%) 36/1258 (2.9%) 43/946 (4.5%) 30/922 (3.3%) 34/859 (4%) 44/759 (5.8%) 21/730 (2.9%)

Table 4. Hospital admissions from OG-ED: comparison of results for 2019 and 2020.

March–June 2019 March–June 2020 July–September
2019

July–September
2020

October–December
2019

October–December
2020 p-Value

Hospitalization Number/
Accesses % Number/

Accesses % Number/
Accesses % Number/

Accesses % Number/
Accesses % Number/

Accesses %

300/1250 24.0 239/904 26.4 277/851 32.5 328/935 35.0 252/748 33.7 277/723 38.3 0.001

Gestational age at
hospitalization (weeks)

<22 62/429 14.4 36/259 13.8 40/250 16.0 58/271 21.1 47/255 18.4 40/184 21.7

0.519>22 and <35 17/187 9 14/121 11.6 18/119 15.1 18/124 14.5 12/116 10.3 18/103 17.4

>35 221/634 35 189/524 36.1 219/482 45.4 252/540 46.6 193/377 51.2 219/436 50.2

Reason for obstetric
hospitalization

Metrorrhagia before the 22 GW 25/98 25.5 23/80 28.7 31/109 28.4 43/136 31.6 35/125 28.0 31/100 31.0

<0.001

Pain before the 22 GW 32/301 10.6 7/151 4.6 2/109 1.2 3/98 3.0 6/93 6.4 2/62 3.2

Metrorrhagia after the 22 GW 2/7 28.6 3/20 15.0 1/24 4.2 1/25 4.0 6/31 19.3 1/16 6.2

Abdominal pain after the 22 GW,
labor, non-stress test 194/734 26.4 119/496 24.0 121/382 31.7 139/442 31.4 107/306 34.9 121/358 33.8
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Table 4. Cont.

March–June 2019 March–June 2020 July–September
2019

July–September
2020

October–December
2019

October–December
2020 p-Value

Hospitalization Number/
Accesses % Number/

Accesses % Number/
Accesses % Number/

Accesses % Number/
Accesses % Number/

Accesses %

Fetal growth restriction,
reduction of fetal moves,

oligohydramnios,
polyhydramnios

1/7 14.3 6/17 35.3 12/22 54.5 14/26 53.8 8/28 28.6 12/19 63.1

<0.001
Hypertension, diabetes or

cholestatic/hepatic issues (raised
transaminases and/or bile

acids), syncope

5/8 62.5 9/10 90.0 18/38 47.4 24/49 49.0 11/21 52.4 18/32 56.2

Reason for gynecological
hospitalization

Pelvic abdominal pain (also
scheduled admissions for cysts,

prolapse, renal colic, ovarian
carcinoma, myoma)

12/137 8.7 8/70 11.4 12/60 20.0 14/68 20.6 6/48 12.5 12/58 20.7

0.001

Menometrorrhagia (including
cervical and endometrial cancer) 4/33 12.1 7/41 17.1 12/66 18.2 10/57 17.5 9/48 18.8 12/48 25.0

GW: gestational weeks.
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4. Discussion

During the lockdown period (March to June 2020), most hospital facilities were over-
whelmed by COVID-19 cases, making them inaccessible to non-COVID patients, including
pregnant women, due to health restrictions imposed by the government, resulting in a
decrease in OG-ED accesses of about 13% [13,14]. Although the suspension of elective
admissions and outpatient services for high-risk pregnancies was expected to result in an
increase in hospitalizations during the COVID-19 period [15,16], this retrospective study
showed that the overall rate of emergency admissions slightly decreased in the evalu-
ated timeframes [17] but had a declining trend that may have already been present in the
pre-COVID-19 era [18].

To date, four studies have reported the influence of COVID-19 on OG-ED accesses in
Italy [11,19–21]. All of them reported in favor of a significant impact on admissions and
hospitalizations which could have deeply reduced the quality of health in pregnant and
non-pregnant women. However, our study showed a non-significant decrease when, for
the first time, a side-by-side comparison based on the different subtypes of restrictions
between two consecutive years with and without COVID-19 restrictions was made.

The study from Carbone et al. [21] reported data from the same Italian region as our
research. They reported a significant reduction of both admissions and hospitalizations in
each month of 2020 compared to 2019. Conversely, we reported that only the lockdown
period (March to June 2020) was deemed to have a substantial impact on OG-ED admissions,
while hospitalizations remained mainly untouched. The use of different admission policies
could be one of the most compelling explanations. Differently from our institution, the
hospital of Carbone et al. [21] was a referral center for COVID-19-positive pregnancies,
which might also explain the different rates of admissions and hospitalizations.

Amadori et al. [11] reported a reduction of more than the half for accesses from 2019 to
2020, which was similar to Grandi et al.’s [20] study results, which showed that there was a
reduction in accesses and hospitalizations when comparing the timeframes 1–30 November
2019 and 11 March–9 April 2020. Similar results were also reported by Dell’Utri et al. [19]
for the timeframes 23 February–23 June 2019 and 2020.

Conversely, we reported that the same trends of an overall decrease in OG-ED ad-
missions and changes concerning the reduction of non-serious cases and the increase in
those with higher priority were present even before the inclusion of the restraint measures
due to COVID-19. In some situations, the reduction of cases marked as green codes was
even greater than when the national lockdown was applied; in fact, we recorded a 16.4%
reduction between January and February 2019–2020 compared to 12.0% of the March–June
period of the same two years. This condition was also noted for the increase in yellow
codes, with a greater increase even before the implementation of the restrictive measures.

Multiple explanations could be attributed to these findings. Firstly, one reason may the
increased fear of contagion related to media reports that may have played a conditioning
role on public health even before the restrictions [22]. On the contrary, analyzing the data
on admissions and hospitalizations in 2019 more deeply, our and other hospitals might
show a decreasing trend that was already present, so the impact of restrictive measures
on the total cost computation related to hospitalizations would be even less than what
was expected. Therefore, this evidence needs further retrospective analyses to overcome
previous limitations.

During the lockdown, we also noted increased gynecological hospitalizations resulting
from pelvic abdominal pain, particularly acute adnexal pathologies, and oncological emer-
gencies. This strengthens the evidence that the reduced outpatient and regular activities of
Italian hospitals increased the need for urgent admissions and hospitalizations and that
pain, rather than blood loss, is still reported as the most unpleasant and worrying symptom
that pushes women to seek emergency care [23,24].

From July to September 2020, we could not observe changes in obstetric patients’
accesses. This was partially expected because during this period there was a reopening,
albeit partial, of facilities and outpatient clinics, so that patients were freer both in terms
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of travel and access to services [25]. This suggests that while the national closure caused
a large proportion of people to minimize travel for fear of infection, the introduction of
regional lockdowns did not have a negative impact on hospital access, probably due to
greater awareness of the nature and mode of infection [26–28].

Interestingly, hypertension and obstetrics women with gestational diabetes or cholestatic
and hepatic issues were all increased in 2020 compared to 2019. With this finding, in
accordance with Carbone et al. [21] and La Verde et al. [12], it was reasonable to suppose
that the lifestyle restrictions of the lockdown would have raised the likelihood of the
emergence of such issues. Indeed, a decrease in physical activity, an increase in house rest,
an associated rise in maternal weight, as well as stress and worry, might all be potential
contributors to the rise in blood pressure [29–32].

However, this study has several limitations. Possible flaws in the recording of data
might have influenced the retrospective collection of patient data. In the computerized
records, the final diagnoses were heterogeneously categorized, therefore their inclusion in
a specific subcategory could be biased by the operator’s decisional process. Similarly, all
the biases in its retrospective design (including selection bias) should be considered while
reading the results. Concerning the admission to the OG-ED, although the triage midwives’
characterization of the primary complaint was often uniform, it is also conceivable that they
had a varied interpretation of the patients’ concerns. It appears plausible to assume that
this minor scenario may occur again in additional, related epidemiological scenarios [9].

Nonetheless, there are several points of strength that could be attributed to our analysis.
First, the introduction of a dedicated pathway with universal antigen screening tests and
the strict scheduling of maternity admissions with prior SARS-CoV-2 molecular swabs
have helped to ensure trust and safety, preventing a reduction in emergency services in our
emergency department and outpatient facilities. Moreover, the exclusion of patients with
missing data was useful to avoid confounding.

5. Conclusions

Our study did not show a marked reduction in the number of OG-ED admissions due
to COVID-19, showing that OG-ED accesses were decreasing even before the application of
national restrictions. Obstetric care seemed less affected by the pandemic, highlighting the
importance of antenatal care and screening at all stages. However, there were differences
between the pandemic and pre-pandemic periods in terms of presenting to the OG-ED.
Although the suspension of elective admissions and outpatient services for high-risk
pregnancies was expected to result in an increase of hospitalizations during the COVID-19
lockdown period, the only significant trend of increased hospitalizations was seen during
the regional lockdown period (October–December 2020), probably due to reasons not
related to the COVID-19 emergency.
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