Infections in Pregnancy

Chicken pox/shingles
· 90% women have antibodies to VZV – if develop shingles during pregnancy the fetus is not at risk as it will also be protected by antibodies

· Non-immune pregnant women are at risk if they come into contact with chicken pox or shingles – significant maternal/foetal morbidity & mortality
· Risk of congenital varicella syndrome 0.5% at 2-12 weeks, 1.4% at 12-28 weeks, 0% after 28 weeks

· If there is suspected exposure to chicken pox or shingles & uncertain if women has had previous chicken pox:

- organise serology for varicella zoster IgG antibody (ask to be done urgently)
- if VZ Ab –ve then consult specialist
- recommended to give VZ immunoglobulin within 10 days of exposure at any stage of pregnancy – does not prevent infection but may attenuate disease

- duration of protection from Ig is limited so if re-exposure 3/52 after Ig given then need to recheck VZ Ab status then give 2nd dose depending on results
- oral aciclovir prophylaxis should be given to susceptible women exposed who have underlying risk factors for severe disease and who did not receive VZ Ig
· If a pregnant woman develops chicken pox:
- refer to specialist & consider admission

- VZ Ig has no place in treatment once chickenpox has developed
- treat with aciclovir if <24hrs since 1st observed lesion; consider giving aciclovir if >24hrs since onset especially if significant risk of complications (IV aciclovir used if severe/progressive infection)
- advise to urgently report any symptoms that suggest complications & to avoid other pregnant women/neonates

- obstetrician should offer referral to specialist centre for detailed USS ~5/52 after infection; if suggestive then amniotic fluid can be tested for VZ DNA

- baby should be given VZ Ig if mother develops chicken pox between 7/7 prior to delivery & 28/7 after delivery 

Rubella

· Congenital rubella can cause multiple problems including deafness, heart and eye defects; if occurs at 8-10/40 severe foetal damage occurs in up to 90% cases
· Risk of foetal damage declines to about 10-20% by 16 weeks & is likely to just involve hearing impairment; foetal defects are rare after 16/40
· Immunity to rubella is not always lifelong & therefore screened for at booking
·  An antibody level of <10iu/ml is IgG negative (non immune)
· MMR vaccine is contraindicated in pregnancy but must be offered to IgG –ve women postpartum; should be advised not to conceive within 1/12 of vaccination
· If rubella infection suspected then seek specialist advice; diagnosis confirmed through lab testing 

· Therapeutic abortion is generally recommended after proven infection during 1st trimester after counselling about risk ass with congenital rubella syndrome
Slapped cheek

· Parvovirus infection is uncommon in pregnancy
· Majority of pregnant women have normal healthy babies
· If infection occurs at <20/40 risk of miscarriage is 15% (normally 5%) & risk of hydrops fetalis is 3%; in 2nd trimester there are various other adverse outcomes 

· There is no routine screening test for parvovirus B19 in pregnancy

· If possible infection has occurred:

- check parvovirus serology

- if +ve serology then specialist will arrange regular USS/antenatal screening
Screening
· Testing offered to all pregnant women (offer pre-natally if possible)
· HIV – tested for as vertical transmission can be reduced from 25% to <2% with antiretroviral therapy & Caesarean section
· Hepatitis B – tested for as newborn baby can be vaccinated which is 95% effective at preventing infection
· Syphilis – tested for as significant foetal morbidity & mortality which can be reduced by treating the mother
· Rubella immunity
Other infections

· Toxoplasmosis:
- not routinely screened for in the UK
- severity of foetal infection greatest in 1st trimester

- give info about primary prevention i.e. washing hands before handling food, washing all fruit/veg, thoroughly cooking raw meat/ready-prepared chilled meals, wearing gloves & washing hands after handling soil/gardening, avoiding cat faeces
· CMV:
- not routinely screened for

- around 40% foetuses affected if maternal infection

- advice about reducing exposure to toddler’s urine which is often source
· Hepatitis C:

- not routinely screened for

- only around 6% transmission to baby if HCV RNA +ve

· Chlamydia:

- associated with premature delivery, amnionitis & puerperal infection
- neonatal complications include neonatal conjunctivitis and neonatal pneumonia

- treated with erythromycin 500mg QDS x 7/7 (or amoxicillin 500mg TDS x 7/7)

· Genital herpes:

- 50% babies will be infected if active lesions
- if prev Hx then viral cultures taken weekly from 36/40; Caesarean indicated if infection at onset of labour

- primary infection should be treated with oral aciclovir
· Listeriosis – assocuated with premature delivery; infected baby has 50% mortality
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