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Chickenpox in Pregnancy

This is the fourth edition of this guideline, originally published in 1997 and reviewed in 2001 and 2007
under the same title.

Executve sur aryofreco1 endatpons
Varicella prevention
Can the non-immune woman be immunised prior to pregnancy or postnatally?

varc@ a vaccpnaton prepregnancy or postpartu s an optpon t-at s-p0d be consdered for
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period is between 1 and 3 weeks and the disease is infectious 48 hours before the rash appears and
continues to be infectious until the vesicles crust over. The vesicles usually crust over within 5 days.

Chickenpox (or primary VZV infection) is a common childhood disease that usually causes a mild
infection. Over 90% of individuals over 15 years of age in England and Wales are seroped
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The varicella immune status of women planning a pregnancy or receiving treatment for
infertility can be determined by obtaining a past history of chickenpox and by testing
the serum for varicella antibodies in those who have no history or an uncertain history of
previous infection. In 2009, the UK National Screening Committee reviewed the evidence for
antenatal screening for susceptibility to varicella-zoster infection. The committee concluded
that there was insufficient evidence to support antenatal screening because of a lack of
reliable information on the true incidence of VZV infection in pregnancy and on the outcomes
following treatment.t®

An economic model of postpartum vaccination of women who are seronegative for chickenpox
indicates that it is cost-effective.®> However, this is currently not listed as an indication for
varicella immunisation in the National Health Service and women in this category may have
to discuss the provision of free vaccination with their general practitioners.!

If a woman of reproductive age is vaccinated, she should be advised to avoid pregnancy for
4 weeks after completing the two-dose vaccine schedule and to avoid contact with susceptible
pregnant women should a post-vaccination rash occur. Transmission of vaccine virus is rare,
despite it being a live attenuated virus. Inadvertent exposures to the vaccine in pregnancy
have been reported to a register. There have been no cases of FVS and no increase in the risk
of fetal abnormality above the background risk.*

Small studies have not detected the varicella vaccine in the breast milk of women who have
been vaccinated postpartum.16’

4.2 Can varicella be prevented in the pregnant woman at her initial antenatal visit?
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40 ens.pldavod contact wt.qpotent@ y susceptP e ndvdud s_e g ot-¢r pregnant wo en
and neonates_ untY t-¢Yespns -ave crusted over .45 5 usudy abow days after t-¢ onset of
t-prasq

_rqj pto atc treat ent and -ygene s advsed to prevent secondary bacter@ nfecton of t-¢
espns

_;a acf ovr s-pil d be prescrbed for pregnant wo en w t-qc-4, enpox ft-gy present w t-ﬂ’ —
-purs of t-¢ onset of t-¢ ras-qand ft-py are ' * wee, s of gestatpn or beyond weé of acBovr
before * * weg, s s.p0d 3 so be consdered

_cfovr s notY censed for use n pregnancy and t-¢ r s and bene ts of ts use s-pid be
dscussed wi-qt-gwo an

Intravenous acf ovr sl d be g ven to A pregnant wo en w t-qsevere .4, enpox

VZIG -qs no t-grapeut c bene tonce c.4 enpox s dev@ oped and s-pU d t-prefore not be used
n pregnant wo en w.p -fve deva oped a c.4, enpox ras-q

Aciclovir is a synthetic nucleoside analogue that inhibits replication of the varicella-zoster
virus. A randomised controlled trial has shown that aciclovir administered orally (800 mg
five times a day for 7 days) reduces the duration of fever and symptomatology of varicella
infection in immunocompetent adults if commenced within 24 hours of developing the rash
when compared to placebo. This randomised controlled trial did not have sufficient power to
comment on the impact of early oral aciclovir on the serious complications of chickenpox.*

Data are accumulating to suggest that there is no increase in the risk of major fetal malformation

with aciclovir exposure in pregnancy.*-** A Danish registry-based cohort study of 837 795 live
births between 1996 and 2008+
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—psptd assess ent s.-pldd be consdered n a wo an at -4g-qr5 of severe or co P cated
C-+ enpox even n t-¢ absence of concernng sy pto sorsgns -4 assess entneedstotg e
P ace n an area w-¢re s-¢ WY not co e nto contact wi-qot-¢r pregnant wo en _ pproprate
treat ent s.p0d be decded mn consltaton wi.qan Utdscg mary tea t.-at ndudes an
obstetrc@n or feth edcme specd st_avrd ogst and a neonatd og st

4o en .psptd sed wt.qvarc®a s.pd be nursed n sdatpn fro babes  potentdy
suscept P e pregnant wo en or non11  une staff
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Spontaneous miscarriage does not appear to be increased if chickenpox occurs in the first
trimester.?

FVSis characterised by one or more of the following: skin scarring in adermatomal distribution;
eye defects (microphthalmia, chorioretinitis or cataracts); hypoplasia of the limbs; and
neurological abnormalities (microcephaly, cortical atrophy, mental retardation or dysfunction
of bowel and bladder sphincters).?>% It does not occur at the time of initial fetal infection but
results from a subsequent herpes zoster reactivation in utero and only occurs in a minority of
infected fetuses.

FVS has been reported to complicate maternal chickenpox occurring as early as 3 weeks®*® and
as late as 28 weeks®® of gestation. Pooled data from nine cohort studies detected 13 cases of
FVS following 1423 cases of maternal chickenpox occurring before 20 weeks of gestation: an
incidence of 0.91%.28 The risk appears to be lower in the first trimester (0.55%).28 These cohort
studies identified one case of FVS occurring among approximately 180 women who developed
chickenpox between 20 and 28 weeks of gestation.?® In addition, this review identified seven
case reports of FVS following maternal infection from 20-28 weeks and one where maternal
infection occurred at 28 weeks.?®% These case reports provide no denominators, so an
incidence rate for FVS following late second trimester infection cannot be quoted, but they
make the point that FVS is not confined to cases of maternal infection before 20 weeks. The
observational evidence presented in section 4.3 suggests that post-exposure prophylaxis in
susceptible pregnant women reduces the risk of developing FVS.

6.2 Can varicella infection of the fetus be diagnosed prenatally?

-0 enw.p deva@ op c.4 enpox n pregnancy s-p0 d be referred to a feth edcne specd® st_at

5 * wee s o wee s after mfecton_ for d scuss on and detaYed I trasound exa maton

Gwven t-at @ npocentess -@s a strong negatve predctive vd ue but a poor postwve predctve
vdue n detectng fetd da age t-at cannot be detected by non mvasva et-pds, wo en w-
dev@ op var c@ a nfect on dur ng pregnancy s-p0 d be couns® ed about t-¢ rg, s versus bene ts
ofa npcentess to detect var c& ar , ‘A by pdy erase c-fn react pn(, 'C <

A’I npcentess s-p0 d not be perfor ed beforet-¢5 nYespns .aveco Petdy .pded

Prenatal diagnosis of FVS is possible by ultrasound when findings such as limb deformity,
microcephaly, hydrocephalus, soft tissue calcification and fetal growth restriction can be
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| The proportion of women who develop chickenpox in pregnancy who are referred to a fetal
medicine specialist at 16—20 weeks of gestation or 5 weeks after infection (100%).
| The proportion of pregnant women with severe chickenpox who are given intravenous aciclovir
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DISCLAIMER

The Royal College of Obstetricians and Gynaecologists produces guidelines as an educational aid to good clinical practice.
They present recognised methods and techniques of clinical practice, based on published evidence, for consideration by
obstetricians and gynaecologists and other relevant health professionals. The ultimate judgement regarding a particular
clinical procedure or treatment plan must be made by the doctor or other attendant in the light of clinical data presented
by the patient and the diagnostic and treatment options available.

This means that RCOG Guidelines are unlike protocols or guidelines issued by employers, as they are not intended to
be prescriptive directions defining a single course of management. Departure from the local prescriptive protocols
or guidelines should be fully documented in the patient’s case notes at the time the relevant decision is taken.
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