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Burton Hospitals NHS Foundation Trust 
Directorate of Women & Children’s Services 

Department of Paediatrics 
 

Management of Babies Born to Mothers with  
Herpes Simplex Virus Infection in Pregnancy 

 
 

1.0 Background 
 
The incidence of neonatal herpes simplex virus (HSV) infection in the UK is about two 
per 100,000.  Neonatal HSV infection is a potentially lethal infection and has significant 
morbidity in survivors.  Infants born by vaginal delivery to mothers who have their first 
episode of HSV infection during pregnancy are at high risk (50%) of developing HSV 
infection, especially if infection occurs late in pregnancy. 
 
The risk to infants delivered vaginally to mothers with an episode of recurrent genital 
HSV infection is much lower, at <5%. 85% of neonatal infections are due to HSV type 
2. 
 
 

2.0 Transmissions 
 

 Intrapartum - from maternal genital tract - 85% of cases 
 

 Transplacental spread (5% of cases), resulting in intrauterine HSV infection 
 

 Postnatal - 10% of cases. 
 
 

3.0 Clinical Presentation 
 
3.1 Intrauterine infection 
 
Apparent at birth as infants are severely affected by: 
 

 Skin vesicles or scars 

 Eye problems 

 Microcephaly or Hydranencephaly 
 
The severity of the disease is not related to the gestational age when exposure 
occurred (unlike rubella). 
 
 
3.2 Disseminated Disease 
 

 Most severe form of neonatal HSV 

 Symptoms usually begin within the first week of life 

 CNS involvement in 60-75% 

 Irritability 

 Seizures 
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 DIC 

 Shock 

 Respiratory distress, pneumonitis 

 Jaundice 

 Vesicular rash - but 20% may not have a rash 

 80% Mortality 

 High morbidity 
 
 
3.3 Encephalitis 
 
Encephalitis can present in combination with disseminated disease or superficial 
infection but 30% present with encephalitis alone. 
 

 Present at 16-17 days 

 Fits 

 Irritability 

 Poor feeding 

 Lethargy 

 pyrexia 
 
The presenting features can be very non-specific and the absence of a rash can make 
diagnosis difficult unless the possibility of infection in the mother or her partner is 
considered. 
 
3.4 Localised infection 
 
Vesicles: Typically appear in the second week of life 
 
Skin: Crops of vesicles on presenting part e.g. buttock in breech deliveries.  

Progressive spread of the rash and recurrences can occur up to 6 months of 
age. Mortality is low but neurological impairment occurs in 30%. 

 
Eye: Keratoconjunctivitis 
        Chorioretinitis 
 
Mouth: Vesicular lesions in oropharyngeal cavity. 
 
 

4.0 Diagnosis 
 
Early diagnosis and treatment are of critical importance to outcome. 
 
 

5.0 Management 
 
5.1 Delivery 
 
Caesarean section is indicated in primary maternal infection and in presence of active 
lesions. 
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5.1.1 Mother with history of recurrent genital HSV infection with no evidence of active 
lesion, irrespective of mode of delivery 

 

 Leave baby with mother on PN wards. 

 Observe for signs and treat if symptomatic. 

 Discharge when mother able to leave hospital. 
 
5.1.2 Mother with history of recurrent genital HSV infection with active genital lesions 

at time of delivery (presence of active lesion should be confirmed by a senior 
Obstetrician) or mother with primary genital HSV infection at time of delivery 

 

 Delivery by Caesarean section 

 Leave baby with mother on PN ward 

 Viral swabs* 

 Treat with Acyclovir if culture positive (20mg/kg 8 hourly IV for 14 days) 
 

If baby delivered vaginally 
 

 Admit baby to Neonatal Unit and isolate 

 Viral swabs from eyes and nasopharynx 

 Viral swabs from any skin lesions 

 Commence Prophylactic Acyclovir 20mg/kg 8 hourly IV for 14 days 
 
5.1.3 Mother with Primary genital herpes in the first trimester 
 

The risk to the fetus of stillbirth or intrauterine infection is not known but probably 
small 

 

 Leave baby with mother on PN ward 

 Viral swabs* 

 Treat with Acyclovir if culture positive (20mg/kg 8 hourly IV for 14 days) 
 

* Nasopharyngeal and conjunctival viral cultures taken at 24-48 hours of age 

(indicating true colonization rather than surface colonization). 
 
5.1.4 Mother with history of Genital HSV infection and ill baby 
 

 Isolate baby on the Neonatal unit 

 Viral swabs from eyes and nasopharynx 

 Viral swabs from any skin lesions plus EM (election microscopy) of any 
vesicular fluid. 

 LFT's 

 LP - including CSF examination for serology 

 Ophthalmological examination 

 Commence Acyclovir 20mg/kg 8 hourly IV for 14 days (21 days if CNS 
involvement). 

 
 

6.0 General Comments 
 
Neonatal HSV infection may follow recurrent maternal HSV infection, although it is 
more common following primary infection. Any at risk baby with signs suggestive of 
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neonatal HSV infection should be treated with Acyclovir until the baby's infection status 
is clarified. The Consultant Paediatrician should always be informed of any at risk 
baby, preferably before delivery. 
 
Treatment is indicated for all forms of Neonatal HSV disease. 
 
 

7.0 Breast Feeding 
 
Breast feeding is contraindicated if herpetic lesions are present on the breast. 
 
 

8.0 Monitoring Compliance 
 
As a minimum, an audit will be performed every three years in which a review of the 
patients’ notes will monitor compliance against the standards identified within this 
guideline. The audit will be identified as part of the Department of Obstetrics and 
Gynaecology Annual Audit Forward Plan each year, and registered in accordance with 
the Trust Clinical Audit Policy.  
 
The audit criteria to include documentation of the following: 
 

 Number of babies with positive culture for HSV 

 Duration of Acyclovir treatment 

 
Where an audit demonstrates compliance below 100% an action plan will be required. 
The aim of this action plan will be to strive for compliance of 100%. Content of the 
action plan will include the actions required, target date for completion of the actions, 
an identified lead for each action and a progress section. Standard to the action plan 
will be an action identifying how lessons learned will be disseminated to relevant staff 
groups and individuals. 
 
The action plan may also include referral as appropriate to other groups, particularly 
where deficiencies have been identified. Any actions identified as a result of referral to 
another group will be monitored by that group. 
 
Monitoring of actions arising from the audit will be undertaken in accordance with 
section 10.4 of the Trust Clinical Audit Policy. It is the responsibility of the 
departmental clinical audit lead to review progress of actions on the audit trail form. 
The timescale for review of the action plan will be stipulated as part of the action plan. 
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