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1. Introduction 

 

Varicella, the primary infection with herpes varicella zoster virus, in pregnancy may cause 
maternal mortality or serious morbidity. It may also cause fetal varicella syndrome and 
varicella infection of the newborn, previously known as neonatal/congenital varicella. 
 

2. Purpose and outcomes 
 

 The guideline aims to ensure that staff are aware of the management of 
pregnant women who either develop chickenpox or are at a high risk of 
developing it 

 To maintain a multidisciplinary approach to care 

 To reduce the incidence of perinatal and maternal morbidity and mortality 
associated with chickenpox in pregnancy 

 
3. Abbreviations 

 

FVS - Fetal varicella syndrome 
HZ -  Herpes Zoster 
Ig G -  Immunoglobulin G  
Ig A -  Immunoglobulin A 
VZ - Varicella zoster 
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VZIG -  Varicella Zoster Immune  Globulin 
VZV -  Varicella zoster virus  
 

4. Definitions used 
 

 Varicella zoster (varicella): The primary infection with herpes varicella zoster virus 
(VZV) 

 VZV: DNA virus of the herpes family 

 Herpes zoster (HZ) / zoster / shingles: Reactivation of the primary varicella 
infection to cause a vesicular erythematous skin rash in a dermatomal distribution. 

 VZIG: Human immunoglobulin product manufactured from the plasma of non-UK 
donors with high VZV antibody titres 

 Fetal varicella syndrome (FVS): If the pregnant woman develops varicella or 
shows serological conversion in the first 28 weeks of pregnancy, she has a small 
risk of fetal varicella syndrome which is characterised by one or more of the 
following: 

o Skin scarring in a dermatomal distribution 
o Eye defects (microphthalmia, chorioretinitis, cataracts) 
o Hypoplasia of the limbs 
o Neurological abnormalities (microcephaly, cortical atrophy, 

mental retardation and dysfunction of bowel and bladder 
sphincters). 

 Varicella infection of the newborn: VZV infection in early neonatal life resulting 
from maternal infection near the time of delivery or immediately postpartum or from 
contact with a person other than the mother with chickenpox or shingles during this 
time 

 Significant contact: Contact with an infected person in the same room for 15 
minutes or more, face to face contact and contact in setting of a large open ward. 

 
5. Key Responsibilities/Duties 

 

 Medical staff to be aware of the indications for VZIG in susceptible pregnant women 

 Doctor to be aware of indications, dose and duration of aciclovir for treatment of 
pregnant women with chickenpox 

 Doctor to consider admitting pregnant women with chickenpox who are at high risk of 
complications 

 Medical staff to liaise with Consultant Virologist if any doubt or advice uncertain 

 
6. Background 

 

6.1 Mode of infection and clinical features 

 VZV is highly contagious and transmitted by respiratory droplets and by direct 
personal contact with vesicle fluid or indirectly via fomites. 

 The incubation period is 1-3 weeks and the disease is infectious 48 hours before 
the rash appears and continues to be infectious until the vesicles crust over (usually 
about 5 days). 

 The primary infection is characterised by fever, malaise and a pruritic rash that 
develops into crops of maculopapules which become vesicular and crust over before 
healing. 

 
6.2 Complications of chickenpox in pregnancy 

Primary varicella zoster (VZ) infection in pregnancy can be associated with an adverse 
outcome in three possible ways: 

 

 Maternal VZ infection: 
Primary VZ infection is much less common in adults but it is associated with greater 
morbidity,namely pneumonia, hepatitis and encephalitis. 
Pneumonia occurs in approximately 10% of pregnant women with chickenpox and 
severity increases with advancing gestation. Mechanical ventilation may be required 
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and mortality rates between 3-14% have been reported 
 

 Fetal Varicella Syndrome 
The risk is estimated to be approximately 1-2% upto 20 weeks. The risk is less than 
1% if maternal infection occurs in first trimester and is not associated with an 
increased risk of spontaneous miscarriage at this time. FVS is extremely rare if 
maternal infection occurs between 20 and 28 weeks. No case of FVS has been 
reported when maternal infection has occurred after 28 weeks.  FVS does not occur at 
the time of the initial fetal infection but results from a subsequent herpes zoster 
reactivation in utero and only occurs in a minority of infected fetuses. The prenatal 
diagnosis of FVS is essentially by ultrasound. Cordocentesis and amniocentesis for 
VZ antibodies are of limited value. 

 

 Varicella Infection of the Newborn 
Transplacental passage of the virus appears to increase as gestation advances. Risk 
of severe neonatal infection is greatest when the onset of the rash is 5 days before 
and up to 2 days after delivery. Babies with no clinical evidence of varicella infection 
at birth can develop HZ in infancy, consistent with reactivation of the virus after a 
primary infection in-utero. 

 
7. Recommendations 

 

7.1 Pre-conceptual management of a woman found to be seronegative for varicella-
zoster virus Immunoglobulin G (VZV IgG): 

 Consider varicella vaccination which consists of two injections 4-8 weeks apart.  
Pregnancy should be avoided for at least 4 weeks following the second vaccination 
because the vaccine contains a live attenuated virus. 

 
7.2 Management of a pregnant woman with no/doubtful past medical history of 

chickenpox or known to be seronegative for VZV IgG 

 Varicella vaccination should not be given during pregnancy because it contains a 
live attenuated virus 

 Advise to avoid contact with chickenpox and shingles during pregnancy and to 
inform healthcare professionals of any potential exposure without delay 

 
7.3 Management of a pregnant woman following significant contact with chickenpox or 

shingles 

 Any pregnant woman who comes into contact with chickenpox or shingles must 
have a careful childhood and recent contact history taken. 

 It is very important to elucidate the contact history with particular respect to the 
certainty of the infection, the infectiousness (vesicular rash or development of rash 
within 48 hours of contact) and the degree of exposure. It is important to know exactly 
when contact with the infected individual occurred. 

 If the pregnant woman has a previous history of chickenpox or shingles, she is 
immune to primary VZ infection and no further action need be taken but she should be 
asked to notify her doctor or midwife early if a rash develops. 

 If the pregnant woman has no/doubtful previous history of varicella, then check serum 
for VZV IgG. At least 80-90% of women will be positive and can be reassured. The 
virology laboratory may be able to use serum stored from booking antenatal bloods 
thus saving time. Contact either the virology lab, or Consultant Virologist. If a new 
sample is required, send 10mls of clotted blood (red top bottle) to Microbiology. 

 

N.B. If the taking of samples is delayed more than 10 days, incubation could already 
have taken place, and there is no point in giving the VZIG. Even if samples are 
delayed, the microbiologist can give advice on what will be the risks to the mother and 
infant on the basis of the results 
 

 If the pregnant woman is not immune to VZV and has had a significant exposure 
to chickenpox or shingles, she should be given VZIG as soon as possible after 
contact. (definitely within 10 days of exposure/appearance of rash in index case if 
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continuous exposure). If the immune status is unknown, the administration of VZIG 
can be delayed until serology results are available (if laboratory turnaround time is 
within 24-48 hours). 

 

N.B. There is limited evidence that passive immunisation with VZIG prevents or 
reduces the severity of maternal infection or FVS. Rare anaphylactoid reactions have 
occurred in individuals with hypogammaglobulinaemia who have IgA antibodies or in 
those that have atypical reactions to blood transfusion. No case of blood borne 
infection has been reported with its use. 

 

 The woman should be regarded as potentially infectious from 8-28 days after 
exposure if VZIG is administered  and 8-21 days after exposure if no VZIG is 
administered 

 A second dose of VZIG may be required if a further exposure is reported and 
more than 3 weeks have elapsed since the last dose. 

 
7.4 Management of a pregnant woman with chickenpox 

 Due to a shortage of VZIG, the use has been restricted since October 2018. Refer 
to Varicella Zoster Immunoglobulin guideline on KOHA for most recent updates or if 
in doubt, contact Consultant Virologist 

 The pregnant woman with varicella should be isolated from all other pregnant 
women and neonates until the lesions have crusted over (usually about 5 days from 
onset of the rash) 

 Contact a Consultant Virologist . 

 Offer symptomatic treatment and hygiene measures to prevent secondary bacterial 
infection of the lesions 

 All women with chickenpox who are more than 20 weeks pregnant should be 
prescribed oral aciclovir if they present within 24 hours of the onset of rash. 
Oral aciclovir (800mg five times a day for 7 days) reduces the severity and duration 
of the illness. Aciclovir should be used cautiously before 20 weeks of gestation. 
Women should be informed of the potential risk and benefits of treatment with 
aciclovir (no increase in the risk of fetal malformation although theoretical risk of 
teratogenesis in the first trimester) 

 VZIG has no therapeutic benefit once chickenpox has developed 

 Refer to FM specialist at 16- 20 weeks' gestation or 5 weeks after infection  for 
discussion and detailed USS 

 Hospitalise and consult a senior physician in following conditions: 
o if any respiratory symptoms occur  
o if any neurological symtpoms occur i.e. photophobia, seizures, drowsiness 
o if the lesions are dense and haemorrhagic 
o if new lesions continue to develop 6 days after the onset 

 Consider a hospital assessment even in absence of complications in women who 
are at greater risk of pneumonitis. They are: 

o those who smoke cigarettes 
o those with chronic obstructive lung disease 
o those who are taking corticosteroids 
o those who have a more extensive or haemorrhagic rash 
o those who are in the latter half of pregnancy 
o greater than 100 skin lesions and presence of pharyneal lesions 

 Varicella pneumonia is an indication for treatment with intravenous Acyclovir. In 
certain circumstances it may be necessary to consider mechanical ventilation. In 
the third trimester of pregnancy this may be facilitated by delivery, but elective 
delivery at this time will be associated with a high risk of neonatal varicella. 

 If the maternal infection occurs in the last four weeks of pregnancy, there is a 
significant risk of varicella infection of the newborn.  Elective delivery should 
i d e a l l y  be avoided until 7 days after the onset of maternal rash to allow for 
passive transfer of antibodies from the mother to the baby unless continuing with the 
pregnancy poses additional risks to the mother and/or baby. 

 Inform all the intrapartum care givers about maternal infection with chickenpox. Non-
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immune staff should avoid contact with woman if possible. 
 

 Inform neonatal unit. 

 Neonatal ophthalmic examination should be organised at birth. 

 If birth occurs within 7 days after the onset of maternal rash, or if the mother develops 
chickenpox within 7 days of giving birth, then the neonate should be given prophylactic 
VZIG +/- acyclovir as soon as possible. 

 
7.5 Management of a postnatal woman found to be sero-negative for VZV IgG 

 Consider varicella vaccination. The woman can be reassured it is safe to breastfeed 
following vaccination. NB; pregnancy should be avoided for at least 4 weeks following 
second dose. 

 
8. Anaesthetic recommendations and considerations 

 

Maternal varicella has implications for the anaesthetist. The optimal technique of anaesthesia 
is the subject of debate. 

 Spinal or epidural block: There is a concern that spinal or epidural block may 
introduce the virus into the CNS with resultant meningitis or encephalitis. Camann and 
Toumala advised against regional block for at least 2 weeks after the onset of 

varicella symptoms 
2
. However, regional anaesthesia has been advocated as the 

technique of choice in parturients with acute varicella due to the high risk of 

pneumonia 
3
. Brown et al suggested that the use of a pencil point needle may reduce 

the risk of introduction of viral material into the  

CNS 
4
. It would be prudent to avoid inserting a spinal /epidural needle through 

skin lesions. 

 General anaesthesia: General anaesthesia may be required to avoid extensive 

lesions on the back 
4
. The main concern with the use of general anaesthesia is a risk 

of postoperative pneumonia. There is evidence that general anaesthesia produces a 
decrease in immune function response. Nitrous oxide, inhalational agents e.g. 

isoflurane, sevoflurane, desflurane have all been implicated 5. 
 

9. Other Recommendations 
 

 On occasion a family member or sibling has varicella around the time mother and 
newborn baby are due for discharge from hospital. If the mother is immune to 
varicella there is no risk to the newborn. However, if she is not immune the newborn 
should be given VZIG. 

 All reasonable steps should be taken to isolate individuals, including health care 
professionals, with VZ infection, from pregnant women attending hospital or general 
practitioner surgeries.  (Guidelines re Infection Control manual. Staff should liaise 
with Occupational Health. 

 Staff who are thought (or known by previous testing) to be "not immune" should 
avoid contact with pregnant women with chickenpox. However, those who are 
exposed, should be tested for varicella antibodies, and if found to be susceptible 
should be warned they may develop varicella.  The incubation period is between 

1- 3 weeks. 
 

10. Management of VZV occurring in a clinical area 
 

Please refer to the ‘Trust Policy’ 

 
11. Monitoring Compliance and Effectiveness 

 
As per agreed business unit audit forward programme 
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