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HERPES SIMPLEX VIRUS, PREGNANCY 
 
DEFINITION Infection usually in the lower genital tract with Herpes Simplex Virus, Type I or Type II during 

pregnancy.  Viral shedding at the time of vaginal delivery exposes the newborn to a risk of infection 
that might result in neonatal death or severe neurological sequelae, such as cerebral palsy and 
developmental delay.  If the woman experiences a primary infection in the third trimester, the chance 
of neonatal infection is 30-50%; if the woman has a recurrent lesion at the time of delivery, the risk of 
infection for the baby will be 2-5%.  In the absence of an active lesion, the risk to the newborn is even 
lower (0.02-0.05%).  All pregnant women should be asked if they have a history of genital herpes. 
The management of women who are asymptomatically infected with HSV (carriers) and those at risk 
for infection is evolving. 
 

SUBJECTIVE 1. Primary Infection, Acute Episode 
Must exclude history of known previous genital infection with Herpes Simplex Virus. 
 
May include: 

a. Painful genital lesions. 
b. Fever, chills. 
c. Vaginal or urethral discharge. 
d. Dyspareunia and/or post coital bleeding. 
e. Dysuria and/or inability to urinate. 
f. Constipation. 
g. Headaches, stiff neck. 
h. Non-specific complaints. 
 

2. Recurrent Infection 
Must include one of the following: 

a. History of HSV infection (per patient history or labs). 
b. Complaint of recurrent outbreaks, usually in same area. 
c. Prodrome. 
d. Dysuria. 

3. HSV carrier: may be asymptomatic. 
4. At risk for primary HSV infection in pregnancy.  No symptoms. 
 

OBJECTIVE 1. Primary Infection, Acute Episode   
Must include visible lesions (typical vesicles/ulcers or atypical fissures or other ulcers) on vulva, 
vagina, cervix, and other genital areas. 
 
May include 

a. Lymphadenopathy. 
b. Superinfection of lesions (MD referral). 

 
2. Recurrent Infection, Acute Episode 

a. Painful vesicle(s), ulcer(s) or characteristic atypical lesion(s): 
b. Lymphadenopathy.  
c. Incidental finding of atypical lesions. 

3. HSV carrier: may have no signs. 
4. At risk for primary infection.  No signs. 
 

LABORATORY 
 
 
 
 
 

1. Primary Genital Herpes Episode 
May include: 

a. PCR assays for HSV DNA (limited availability). 
b. Viral culture. 
c. NOTES:  

• Pap tests should not be relied upon.   
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LABORATORY 
(Continued) 

• Type-specific HSV serologic assays done immediately are not diagnostic in the evaluation 
of primary HSV.  

• Absence of positive results on culture does not rule out primary HSV infection. 
2. Recurrent Infection Episode: May include type-specific antibodies to HSV if no past viral 

culture. May culture if need to confirm diagnosis. 
3. Herpes virus carrier: Type-specific IgG antibody test positive for HSV-2. 
4. At risk woman: Type-specific IgG antibody test negative for HSV2. 
 

ASSESSMENT Pregnancy complicated by herpes simplex virus: Primary or secondary outbreaks, possible HSV 
shedding in pregnancy, or women at risk for acquiring HSV infection. 
 

PLAN 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. Primary herpes simplex virus infection in pregnancy: 
a. Refer to ER if systemic manifestations (high fever, inability to tolerate oral medication, 

pneumonia, hepatitis, change in mental status, meningitis, or inability to void or severe 
constipation). 

b. Obtain HSV culture if possible (if fresh lesion present). 
c. Provide stool softener to prevent fecal impaction. 
d. Offer pain relief measures: 

1) Acetaminophen as needed for fever or pain. 
2) Domeboro (Burrows) tablets or packets.  Dissolve tablet or packet in one pint of warm      

  water for compresses.  Apply compress to affected area 3 times a day.  Consider 
secondary gloves to reduce risk of spreading infection to finger cuticle (“whitlow”). 

e. Treat with one of the following: 
1) Acyclovir 400 mg orally 3 times a day for 7-10 days, or until healing is complete. 
2) Acyclovir 200 mg orally 5 times a day for 7-10 days, or until healing is complete. 
3) Valacyclovir 1g orally 2 times a day for 7-10 days, or until healing is complete. 

(Experience in pregnancy is limited) 
f. If patient develops primary infection in third trimester, obtain cultures for HSV once a week 

starting at 36 weeks (assuming no active lesions) to rule out asymptomatic shedding. Vaginal 
delivery may be possible if cultures are negative and no new lesions develop. (Viral shedding 
is prolonged with primary outbreak.)  

g. Advise patient to go to hospital early in labor or as soon as her bag of water breaks for a 
thorough exam to determine the safety of vaginal delivery. 

2. Recurrent herpes simplex outbreaks in pregnancy: 
a. If patient has active lesion, culture if no previous documentation available of positive              

cultures and type specific IgG antibody tests not available. 
b. Treat patient with one of the following: 

1) Acyclovir 400 mg orally 3 times a day for 5 days. 
2) Acyclovir 800 mg orally 2 times a day for 5 days. 
3) Valacyclovir 500 mg orally 2 times a day for 5 days. (Experience in pregnancy is limited). 
4) Longer duration therapy may be needed for immuno-compromised patients. 
5) May give refills in anticipation of future outbreaks. 

c. Advise patient to go to hospital early in labor or as soon as her bag of water breaks for 
thorough exam to determine the safety of vaginal delivery. 

3. For all women who have had prior HSV outbreaks and perhaps for those who are known to have 
type specific IgG antibodies to HSV-2.  Suppressive therapy may be considered starting at 36-
weeks.  Suppressive therapy reduces the risk of newborn infection and decreases the risk of 
caesarean section. Use one of the following treatments: 
a. Acyclovir 400 mg orally 3 times a day until delivery. 
b. Acyclovir 200 mg orally 4 times a day until delivery. 
c. Valacyclovir 500 mg orally 2 times a day until delivery. (Experience in pregnancy is limited). 

4. Women who are HSV-2 antibody negative, but have HSV-infected partners should be advised to 
use male condoms or abstinence until the third trimester, and should abstain from intercourse 
throughout the third trimester. Women who have no history of oral-labial lesions should refrain 
from receptive oral-genital sex during the third trimester if their partners are known or suspected 
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PLAN 
(Continued) 

of having oral-labial lesions. There is insufficient evidence to support suppressive therapy for the 
infected partner during pregnancy. 

 
PATIENT 
EDUCATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. Quantify for each woman her risk of transmitting HSV infection to newborn.     
2. Explain intrapartum evaluation procedures and necessity of C-section if she has prodromal 

symptoms or lesions at time of delivery. 
3. Advise that warm baths can be palliative during outbreaks. 
4. Advise patient to avoid intercourse until 2 weeks after lesions are completely healed. 
5. For first identified outbreak: 

a. Advise patient that lesions may recur. Describe prodrome. There is no cure for infection at 
this time. 

b. Recommend that during future outbreaks, intercourse should be avoided from prodromal 
phase until after there is complete healing of lesions.  

c. Inform patient that suppressive therapy with antiviral agents is possible, if frequent painful 
recurrences occur (see Recurrent HSV).  Also counsel that suppressive therapy reduces risk 
that she will transmit HSV infection to newborn. 

d. Discuss mode of transmission.  Reassure patient that infection can be contracted from an         
asymptomatic partner. 

e. Avoid auto-inoculation especially when washing, wiping, waxing, shaving or applying 
medication to area.  Consider use of gloves to prevent HSV infection to finger cuticle. 

f. Keep calendar of outbreaks. 
g. Refer to herpes support groups, if available. 

6. Reinforce need for safe sex practices. 
 

REFER to MD 1. Any suspicious lesion. 
2. Questionable history.  
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