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KEY POINTS: 

Algorithm for management of genital herpes in pregnancy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Recurrent genital herpes Primary acquisition of 

genital herpes in first or 
second trimester 

Primary acquisition of 

genital herpes in third 

trimester 

Treat episodes with 

standard doses of 
aciclovir if necessary 

(400mg tds for 5 days) 

Treat primary episode 

with standard doses of 
aciclovir (400mg tds for 

5 days) 

Treat primary episode with 

standard doses of aciclovir 
(400mg tds for 5 days) 

Recommend aciclovir 400 mg tds 

from 36/40 gestation 

Offer vaginal delivery 

Recommend aciclovir 400 mg tds until 

delivery. Recommend planned CS 
especially if within 6 weeks of delivery 

If vaginal delivery, 
avoid invasive 

procedures and 
offer IV aciclovir in 

labour 

Inform neonatologist 
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1. Purpose 

1.1. Neonatal herpes is a very rare but serious viral infection with a high morbidity and 

mortality. Approximately 50% of neonatal herpes is due to HSV-1 and 50% due to 
HSV-2, both of which can cause genital herpes in the mother. Most cases of neonatal 

herpes occur because of direct contact with infected maternal secretions, although 
in 25% of cases a possible source of postnatal infection was identified, usually a 

close relative of the mother. Postnatal infection may occur because of exposure to 
oro-labial herpes infection. Congenital herpes may occur because of trans placental 
intrauterine infection. 

1.2. The risks of neonatal herpes infection are greatest when a woman acquires a new 
infection (primary genital herpes) in the third trimester, particularly within 6 

weeks of delivery, as viral shedding may persist, and the baby is likely to be born 
before the development of protective maternal antibodies. 

1.3. The purpose of this document is to detail the best practice in the management of 
maternal genital herpes so that risk of perinatal transmission may be reduced. 

1.4. This policy is aimed at all healthcare professionals working in maternity units as well 
as in the community. 

2. Definitions / Abbreviations 

2.1. Primary HSV infection 

First EVER episode of HSV and no pre-existing antibodies.  

2.2.      Recurrent episode of genital herpes in pregnancy  

           At least one previous episode whether or not the first episode was during pregnancy.   

           HSV                 Herpes Simplex Virus 

           PCR                 Polymerase Chain Reaction 

           PPROM           Preterm Prelabour Rupture of Membranes  

           GUM                Genito-urinary Medicine 

           BASHH            British Association for Sexual Health& HIV 

3. Responsibilities  

3.1. Community midwife is responsible for:  

Ensuring that women at booking visit who disclose genital herpes infection at any 
time in the past are referred to the consultant antenatal clinic. 
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Ensuring that women with suspected genital herpes at any stage of pregnancy are 

referred to the genitourinary medicine physician and the consultant antenatal clinic. 

3.2. Both midwives and obstetricians are responsible for: 

Ensuring that pregnant women with genital herpes (current or past) should be 
provided with written information on “genital herpes in pregnancy” (i.e. the RCOG 
patient information leaflet) 

Ensuring that the guideline is appropriately followed, and management plan 

documented in the health care records. If the management is not compliant with the 
guidelines, the reason for non-compliance must be written.  

4. Management of pregnant women with first episode of genital herpes 
(Primary herpes) 

Data from the USA suggest that around 2% of women acquire genital HSV infection 
in pregnancy. Most of these maternal infections are asymptomatic or unrecognised. 

It may be difficult to distinguish clinically between recurrent and primary genital HSV 
infections, as many first episode HSV infections are not true primary infections.  

The risk of perinatal transmission depends on the timing of maternal acquisition of 

HSV, with the highest risk in infants born to women who have not completed HSV 
seroconversion during pregnancy (most commonly in the third trimester, within 6 

weeks of delivery). 

When presenting with a suspected primary episode of genital herpes during 
pregnancy: 

4.1. Women should be referred to Genito Urinary Medicine (GUM) unless in labour. 

Diagnosis should be confirmed by taking a viral swab for HSV pcr from a genital ulcer 
or vesicle fluid. 

4.2. At the same time, referral should be made to consultant ANC.  

4.3. Treatment should not be delayed.  Oral or intravenous aciclovir should usually be 
offered depending on the severity of the infection. The standard dose is 400mg TDS 
for 5 days.  Disseminated HSV infection is an indication for intravenous aciclovir. 

Paracetamol and topical lidocaine 2% gel can be offered as symptomatic relief. 

4.4. Aciclovir is not licensed for use in pregnancy but is considered safe and has not been 

associated with an increased incidence of birth defects. The use of aciclovir is 

associated with a reduction in the duration and severity of symptoms and a decrease 
in the duration of viral shedding. 

4.5. Providing delivery does not ensue within the next 6 weeks, the pregnancy should be 
managed expectantly, and vaginal delivery anticipated. 
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4.6. Daily suppressive aciclovir 400mg TDS from 36 weeks gestation reduces HSV lesions 

at term and asymptomatic viral shedding. 

4.7. However, if in third trimester, treatment will usually continue with daily suppressive 

aciclovir 400 mg three times daily until delivery. 

5. Management of pregnant women with recurrent episode of genital 
herpes. 

5.1. Recurrent episodes of genital herpes are usually short-lasting and resolve within 7–
10 days without antiviral treatment. Supportive treatment measures using saline 
bathing and analgesia alone will usually suffice.  

5.2. If the diagnosis of genital HSV has not previously been confirmed, a viral swab for 
HSV pcr should be taken prior to starting any planned anti-viral treatment. However, 

sequential HSV pcr testing during late gestation to predict viral shedding at term, or 
at delivery to identify women who are asymptomatically shedding HSV, is not 

indicated.  

5.3. Daily suppressive aciclovir 400 mg three times daily should be offered from 36 
weeks of gestation to reduce viral shedding and recurrences at delivery.  

5.4. For pregnant women with no subsequent episodes after her first episode outside of 
current pregnancy, discussion should take place at booking visit. Daily suppressive 
treatment should be recommended from 36 weeks and advise of low risk of 
transmission even if lesions are present at delivery but warn her of signs of skin, eye 
and mucous problems in baby which typically would develop 10 days or so after 
delivery in cases of transmission during labour and should the parents have any 
concerns they should take the baby for review. 

5.5. Vaginal delivery should be anticipated in the absence of other obstetric indications 

for caesarean section. 

6. Management of women with primary or recurrent genital lesions at 
the onset of labour 

The woman must be reviewed by senior obstetrician in order to ascertain whether 
this is a primary or recurrent episode. A viral swab from the lesion(s) should 

nonetheless be taken, since the result may influence management of the neonate. 
The neonatologist should be informed. 

6.1. Primary episode 

6.1.1 Caesarean section should be recommended to all women presenting with primary 

episode genital herpes lesions at the time of delivery, or within 6 weeks of the 
expected date of delivery, as the risk of neonatal infection is 41%. 
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6.1.2 There is some evidence to suggest that the benefit of caesarean section reduces if 

the membranes have been ruptured for greater than 4 hours. However, there may 
be some benefit in performing a caesarean section even after this time interval.  

6.1.3 For women who develop primary genital herpes lesions within 6 weeks of delivery 
and who opt for a vaginal birth, invasive procedures (application of fetal scalp 

electrodes, fetal blood sampling, and artificial rupture of membranes and/or 
instrumental deliveries) should be avoided.  

6.1.4 Intravenous aciclovir given intrapartum to the mother (5 mg/kg every 8 hours) and 
subsequently to the neonate may be considered. 

6.2. Recurrent genital herpes 

6.2.1 Women with recurrent genital herpes should be informed that the risk of neonatal 
herpes is low, even if lesions are present at the time of delivery (0–3% for vaginal 
delivery). 

6.2.2 Caesarean section is not routinely recommended for women with recurrent genital 
herpes lesions at the onset of labour. 

6.2.3 The mode of delivery should be discussed with the woman and individualised 

according to the clinical circumstances and the woman’s preferences.  

6.2.4 Women with recurrent genital herpes lesions and confirmed spontaneous rupture of 
membranes at term should be advised to have delivery expedited to minimise 
potential exposure of the fetus to HSV. 

6.2.5 It has been reported that invasive procedures (fetal blood sampling, application of 
fetal scalp electrodes, and artificial rupture of membranes and/or instrumental 

deliveries) increase the risk of neonatal HSV infection. However, given the small 
background risk (0–3%) of transmission in this group, the increased risk associated 

with invasive procedures is unlikely to be clinically significant, so they may be used 
if required. 

7. Genital herpes in preterm pre-labour rupture of membranes (PPROM)   

7.1. There is limited evidence to inform of best practice when PPROM is complicated by 
primary HSV infection. 

7.2. In primary genital herpes, management should be discussed within multidisciplinary 

team involving the obstetricians, neonatologists and genitourinary medicine 
physicians and will depend on the gestation that PPROM occurred. If the decision is 

made for immediate delivery the anticipated benefits of caesarean section will 
remain. If there is initial conservative management, the mother should receive 

intravenous aciclovir 5mg/kg every 8 hours.  Prophylactic corticosteroids should be 
considered.  If delivery is indicated within 6 weeks of the primary infection, 

caesarean section may still be of benefit despite PPROM. 



Genital herpes in pregnancy   
Approved 10.03.19    

Corporate Governance   
Genital herpes in pregnancy V1.0 10Mar19  Page 8 of 9 

7.3. In recurrent genital herpes the risk of neonatal transmission of HSV is very small and 

may be outweighed by the morbidity and mortality associated with premature 
delivery.  If PPROM occurs before 34 weeks expectant management is 

recommended, including oral aciclovir 400mg TDS for the woman. 

8. Management of HIV positive women with HSV infection 

8.1. HIV-positive women with primary genital HSV infection in the last trimester of 
pregnancy should be managed according to the recommendations for all women 

with primary genital HSV infection. 

8.2. Women who are HIV antibody positive and have a history of genital herpes should 
be offered daily suppressive aciclovir 400 mg three times daily from 32 weeks of 
gestation to reduce the risk of transmission of HIV infection, especially in women 
where a vaginal delivery is planned. 

8.3. There is currently no evidence to recommend daily suppressive treatment of HSV for 

HIV antibody positive women who are HSV-1 or -2 seropositive but have no history 
of genital herpes. 

9. Prevention of genital herpes infection during pregnancy 

9.1. Women may volunteer at their first antenatal visit a history that they or their 
partner have had genital herpes. Women without a history of genital herpes who 
have partners with genital herpes should be advised about reducing their risk of 
acquiring this infection (use of condoms or abstaining from sexual intercourse).  

9.2. Identifying women susceptible to acquiring genital herpes in pregnancy by means of 

type-specific screening for HSV antibodies in pregnancy is not currently indicated. 

10. Prevention of postnatal HSV transmission to the neonate 

10.1. In 25% of cases a possible source of postnatal infection is responsible, usually a close 
relative of the mother 

10.2. Efforts to prevent postnatal transmission of HSV are therefore important and advice 
should be given to the mother regarding this.   

10.3. The mother and all those with herpetic lesions who may be in contact with the 
neonate, including staff, should practice careful hand hygiene. Those with oral 

herpetic lesions (cold sores) should not kiss the neonate.    

11. Monitoring Compliance with and the Effectiveness of the Guideline 

11.1. Key performance indicators comprise: 



Genital herpes in pregnancy   
Approved 10.03.19    

Corporate Governance   
Genital herpes in pregnancy V1.0 10Mar19  Page 9 of 9 

 When a herpes antiviral drug is used against a previously undiagnosed genital 

herpes episode, a swab for herpes PCR should be sent – target 100%.  
 In order that a discussion on the mode of delivery is undertaken with an 

obstetrician, there must be documentation in the clinic notes that the 
obstetrician and/or GP have been advised of this need and that the patient has 

also been informed of this need – target 100%.  
 For women with suspected primary genital herpes in pregnancy diagnosed in 

level 1/2 services, primary care or obstetric services, referral to a genitourinary 
medicine physician should be made (unless in labour) – target 100%.  

 Where a first episode diagnosis of genital herpes is made in the third trimester, 
the woman’s case should be discussed between the obstetrician and 

neonatologist with documentation of the agreed management – target 100%.  
 Pregnant women with genital herpes should be provided with written 

information on genital herpes in pregnancy (e.g. the RCOG patient information 
leaflet) – target 90%. 

11.2. Process for Implementation and Monitoring Compliance and Effectiveness  

 Monitoring of implementation, effectiveness and compliance with these 
guidelines will be the responsibility of the senior clinical/ management team. 
Where non-compliance is found, it must have been documented in the patient’s 

medical notes.  

 Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per 
the Trust Policies regarding Incidents, Claims and Complaints, and may result in 
an audit and/or amendment to the guideline. 
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