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However, because we collected multiple urine samples per
woman, we were able to use the EAR for iodine for pregnant
women of 160 mg/L3 in conjunction with techniques
described previously4 to estimate prevalence of inadequate
and excessive iodine intakes. As described in our methods,
we used statistical modeling to separate within-person
variation from between-person variation and then
removed the excess within-person variation. In addition, we
used a complex transformation to approximate normality by
using specialized software developed for dietary intake distribution estimation.
The WHO median UIC cut points are designed to identify
populations at highest risk of iodine deﬁciency when resources are limited. In contrast, pregnancy cohort studies
with multiple urine specimens per participant can use more
sophisticated statistical methods that allow for more precise
prevalence estimates. Although it is true that we do not have
daily urine volume, a 24-hour urine collection is impractical
for population research, and more importantly, it has been
shown that spot UICs are a reasonable estimate of a 24-hour
UIC.5 Furthermore, we found stable UICs across gestation
even though glomerular ﬁltration rate increases across pregnancy, giving some assurance that results were not impacted
by large differences in urine volume.
The importance of iodine in brain development calls for
attempts to improve precision when estimating population
prevalence of inadequate intake. By using the techniques
ﬁrst described for use in pediatric populations4 and replicating it here in a pregnancy cohort, we have illustrated a
method that can be used to characterize iodine status in
different regions of the United States among different population subgroups with varied dietary patterns. Importantly,
we now have a national consortium of pregnancy cohorts
(https://www.nih.gov/echo) to which these methods could
be applied.
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Coronavirus disease 2019 and its controversial
results during pregnancy
TO THE EDITORS: It is with great interest that we read the
article "Coronavirus Disease 2019 (COVID-19) and pregnancy: what obstetricians need to know," written by Rasmussen et al.1 The article reported that, despite limited
available data on the treatment of pregnant women with
COVID-19, the serious clinical course of this disease might be
avoided if the management of COVID-19 by healthcare

professionals is based on the recommendations for the initial
pregnancy care of women with severe acute respiratory syndrome or Middle East respiratory syndrome.
The article indicated that pregnant women and their fetuses are particularly susceptible to poor outcomes, owing to
the physiological changes that occur during pregnancy, which
render pregnant women more vulnerable to serious
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infections.1 This information is corroborated by a systematic
review of 108 cases, in which it was found that although the
majority of mothers were discharged without major complications, serious maternal morbidity rates were reported.2
However, these 2 publications differ from another article in
which it was concluded that there were no serious
complications—in the observed pregnant women—in addition to those complications already described in the
nonpregnant female population.3 To date, the susceptibility of
pregnant women to severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) infection and its associated
complications has been a very controversial topic that remains unresolved.
The authors characterized the current pandemic as an
unprecedented global health crisis. As a consequence of this
situation, academic circles try to gather as much information
about SARS-CoV-2 as possible. The lack of conclusive information regarding the prevention and treatment of SARSCoV-2 infections prevents the development of a single strategy for the management of the infected population, whether
pregnant or not.
However, taking into account that the basis of care for any
pregnant woman is to prevent the disease spread by standard
interventions, basic health measures must be put in place to
prevent minor respiratory complications from becoming
fatal. This requires aggressive implementation of an outbreak
control and management model as soon as the virus reaches
the community.4 In addition, surveillance of COVID-19 cases
should include more detailed information on the health status of pregnant women in addition to maternal and fetal
outcomes to ensure accurate data collection.
-
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Coronavirus disease 2019 and pregnancy
TO THE EDITORS: We appreciate the interest in our work
and the opportunity to respond to the issues raised by
Volpato et al.1 Since the online publication of our paper on
February 24, 2020,2 data from many additional studies have
been published, addressing the effects of coronavirus disease
2019 (COVID-19) on the pregnant woman and her fetus.
For example, updates on surveillance data from the United
States on COVID-19 and pregnancy were recently published: these data show that among over 400,000 women of
childbearing age with symptomatic COVID-19, pregnant
women were more likely to be admitted to an intensive care
unit, to require invasive ventilation, to receive extracorporeal membrane oxygenation, and to die than nonpregnant
women.3 Infants born to these women also seem to be at
increased risk: among nearly 4000 infants born to women
with COVID-19 during pregnancy in 16 jurisdictions in the
United States, infants born to severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2)einfected women were
more likely to be born preterm (12.9% were preterm,
compared with a national estimate of 10.2%).4 These data
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are consistent with a large systematic review that suggests
that infants born to mothers with COVID-19 are at a 3-fold
increased risk of preterm birth and of neonatal intensive
care unit admission.5 These ﬁndings emphasize the
importance of implementation of COVID-19 prevention
measures in pregnant women and the importance of collecting data on SARS-CoV-2einfected pregnant women and
their infants.
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