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Neonatal HSV guidelines 

 

Introduction 

Neonatal herpes is very rare in the UK, but surveillance data suggests that the incidence may 
be rising. The UK incidence (6.9/100,000 live births) is approximately half that of other 
European countries and the USA. 

Recent data on the seroprevalence of antibodies to HSV-1 and/or HSV-2 in pregnant women 
in the UK are lacking. However, studies from the USA and Europe suggest that antibody 
levels to HSV-1 and HSV-2 may be declining over time, leaving a growing number of 
pregnant women vulnerable to primary herpes infection during pregnancy. 

Over the past decade, the incidence of primary genital herpes in women in the UK has 
remained relatively stable, although reporting has likely been affected by the impact of 
COVID-19 on sexual health clinic services. 

  

  

Aetiology:  

Neonatal herpes may be caused by herpes simplex virus type 1 (HSV-1) or herpes simplex 
virus type 2 (HSV-2) as either viral type can cause genital herpes in pregnant women, and 
HSV-1 may also be acquired due to post-natal contact.  

In recent UK surveillance, approximately 52% of neonatal herpes is due to HSV-1 and 48% 
due to HSV-2. Most cases of neonatal herpes occur as a result of:   

• Direct contact with infected vaginal secretions at birth (75– 85%)  

• Postnatal acquisition (10–25%) which may occur as a result of exposure to oro-
labial herpes infection, usually from a close relative, friend of the parents or possibly 
a health care worker.  

•  Trans-placental spread in viraemic mothers may very rarely cause in utero 
congenital herpes (5%).  
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Genital herpes infection in pregnancy is classified as follows:  

 

   

  

 Factors associated with transmission of neonatal herpes:  

• The type (primary/non-primary or recurrent)   

• Timing of maternal infection  

• The absence of transplacental-acquired maternal neutralising antibodies  

• The duration of rupture of membranes before delivery  

• The mode of delivery  

• The use of assistance (vacuum, forceps or fetal scalp electrodes).  

  

The risk of transmission is highest when pregnant women acquire a primary genital herpes 
infection during the third trimester, especially within 6 weeks of delivery. 
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• Congenital Herpes (Transplacental Infection): 
Rare, but may result in fetal growth restriction, skin/eye/CNS involvement, or 
intrauterine death. 

• Recurrent Genital Herpes: 
While recurrent genital herpes carries a low risk overall, asymptomatic or 
unrecognised recurrences at delivery can still lead to neonatal infection. 

• Disseminated Herpes: 
More common and severe in preterm infants, particularly following maternal 
primary infection. It carries the highest mortality rate among neonatal herpes 
presentations. 

 

• Antenatal Antiviral Prophylaxis: 

o Routine initiation from 32 weeks’ gestation is advised. 

o Consider earlier initiation from 22 weeks in women at high risk of preterm 
birth. (BASHH/RCOG 2024 consensus) 

 

 Management of the neonate:  

   

Before delivery 

 

• At the first antenatal (booking) appointment (and later if appropriate), all pregnant 
women should have a discussion and be given information on infections that can 
impact on the baby in pregnancy or during birth (including herpes simplex virus). This 
should take place regardless of whether they are known to have herpes simplex virus 
already, or not. 

•  In all cases the neonatal team should be informed at an early stage and should 
contribute, with genitourinary medicine (GUM) physicians and obstetricians, to the 
counselling of pregnant women, and in documentation of a delivery and postnatal 
management plan. The management plan should include the timing of investigations 
and any treatment to be offered.  
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At birth: 

Neonatal herpes may present as disease:  

• Localised to only skin, eye and/or mouth (SEM), local central nervous system (CNS) 
disease (encephalitis alone or with SEM lesions)   

• Disseminated disease with multiple organ involvement.   

Symptoms which may indicate neonatal HSV infection are non-specific:  

1. Poor feeding.  

2. Lethargy.  

3. Skin vesicles (present in approximately one third).  

4. Fever (present in approximately a quarter).  

5. Seizures.  

6. Changes in consciousness ranging from lethargy to coma.  

7. Liver dysfunction (more common in disseminated HSV).  

8. Coagulopathy.  

9. Pneumonitis.   

10. Unwell birth mother or parent without known cause or with disseminated HSV.  

  

   

Investigation: 

•  Any positive HSV test from an infant must be managed as highest risk, immediate 
investigations and management should be undertaken. 
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Risk-Based Management of Neonatal HSV 

Key Management Principles 

• Always involve the neonatal team early. 

• Isolate symptomatic or high-risk infants until HSV is excluded. 

• Start IV aciclovir immediately in high suspicion cases. 

• Repeat swabs if taken before 24 hours of life. 

Risk 
Category 

Who This 
Applies To 

Actions Investigations Management Plan 

� Highest • Symptomatic 
neonates 
regardless of 
delivery method 
• Any positive 
HSV test result 
in the infant 
• Maternal 
systemic illness 
with suspected 
HSV 

• Babies born by 
vaginal delivery 
in the presence 
of active 
primary herpes 
lesions. 

 

• Maternal 
primary HSV 
lesions within 4 
weeks after 
delivery 

• Urgent review 
by neonatal 
team 
• Isolation until 
complete 
treatment. 
•Ophthalmology 
review 
• Involve 
paediatric ID 
and virology 
teams 

• Swabs: any 
lesions + throat, 
nose, 
conjunctiva, 
rectum 
• Blood: HSV 
PCR (EDTA), FBC, 
LFTs, coag 
screen 
• CSF: HSV PCR, 
glucose, protein, 
cell count. 
• Repeat 
samples as 
clinically 
indicated 

• Start IV aciclovir 
20 mg/kg 
immediately 
• Continue 
isolation until HSV 
excluded or 
treatment 
completed 

Duration: 
• All results are 
negative, and no 
other cause 
identified: 10 
days. 

• Skin, eye and 
mouth disease 
only: 14 days  

• CNS or 
disseminated 
disease, or no CNS 
obtainable but 
other positive 
HSV tests: 21 
days.  
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• Day 17–20 PCR 
to confirm 
clearance from 
blood and CSF (if 
previously 
positive) 

• If CSF remains 
positive, continue 
IV aciclovir for a 
further week and 
repeat blood and 
CSF prior to 
stopping IV 
aciclovir. 

• A long line may 
be considered  

• Oral aciclovir 
prophylaxis at 300 
mg/m² TDS for 6 
months to start 
post IV therapy. 

� High •Asymptomatic 
baby to mother 
with active 
primary lesions 
within 6 weeks 
before delivery, 
born vaginally 
or caesarean 
section. 

• Urgent 
neonatal 
assessment 
• Isolation until 
complete 
treatment. 
• Close 
observation for 
signs 
• 
Ophthalmology 
review if 
suspicious 

• Swabs: throat, 
nose, 
conjunctiva, 
rectum (≥24h of 
age) 
• Blood: HSV 
PCR (EDTA), FBC, 
LFTs, coag 
• CSF: HSV PCR, 
glucose, protein, 
cell count. 
• Repeat swabs 
if taken <24h 

• Urgently start 
aciclovir 20mg/kg 
IV without waiting 
for results. 

Duration: 
•  All results are 
negative, and 
baby remains 
asymptomatic: 10 
days 

• Positive skin 
swab from 
completely intact 
skin: 10 days. 
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•  Positive skin 
swabs from areas 
of trauma without 
vesicles should be 
treated as per 
highest risk. 

• If baby becomes 
symptomatic or if 
any test is positive 
manage as per 
highest risk  

•  A long line may 
be considered. 

� Low • Asymptomatic 
babies born 
with a history of 
maternal active 
recurrent HSV 
lesions 
• Asymptomatic 
baby <37 weeks 
gestation, and a 
history of HSV 
infection (>6 
weeks) 
previously. 

• Inform 
neonatal team 
• Full newborn 
exam 
• Parental 
advice on signs 
to watch 
• No isolation if 
asymptomatic 

• Swabs: throat, 
nose, 
conjunctiva, 
rectum (≥24h of 
age) 

 
• Send blood 
HSV PCR  

 
• No routine CSF 

• If any HSV test is 
positive, manage 
as per highest 
risk  

• No treatment if 
the baby remains 
well and tests 
negative 
• Discharge with 
safety-netting 
advice 

 
• Review if 
symptoms 
emerge 

� Lowest • Term babies 
(>37 weeks) 
born to mothers 
with a history of 
HSV (>6 weeks 
previously) 
• No active 

• Routine 
postnatal care 
• Standard 24-
hour newborn 
check 
• Parental 
reassurance 

• No 
investigations 
required unless 
clinical concern 
• No need for 
swabs or bloods 

• No aciclovir 
required 
• Discharge as per 
standard protocol 
• Advise on signs 
of HSV in first 6 
weeks 
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lesions at time 
of birth 
• Any delivery 
mode 

 

  

Prevention of Postnatal HSV Transmission 

Postnatal HSV infection (10–25% of neonatal cases) may result from contact with oro-labial 
herpes (cold sores) or herpetic whitlow, typically from family, visitors, or healthcare 
workers. 

Mothers with HSV diagnosed ≥3 months before delivery usually have antibodies that may 
provide partial neonatal protection for up to 6 months. 

To minimise exposure during the first 4–6 weeks of life, advise the following: 

• Hand hygiene: Everyone must wash hands before touching the baby. 

• Kissing: Only close family/carers should kiss the baby, limited to the top of the head. 
Avoid the face, especially around the mouth, nose, or eyes. 

• Cold sores: People with current or past cold sores should avoid kissing the baby. 

• Active lesions: Individuals with any HSV lesions should avoid contact unless they are 
primary carers and must follow strict hand hygiene. 

• Healthcare workers: Staff with active/recurrent HSV (cold sores, whitlow) must 
contact Occupational Health for a risk assessment and mitigation plan. 

 

  

Management of breastfeeding 

 Use of antivirals in breastfeeding women:  

• Acyclovir and valaciclovir are excreted in breast milk in minimal amounts (<1% of 
therapeutic dose) and are not known to harm infants. 

• Oral acyclovir is safely used in infants at therapeutic doses and rarely causes serious 
side effects.  
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Herpetic Breast Lesions and Breastfeeding 

• Risk: Herpetic breast lesions are rare but may transmit HSV, particularly within the 
first 6 weeks of life. 

• Diagnosis: Lesions may mimic impetigo or eczema — test promptly for HSV. 

If lesions are present: 

• Do not breastfeed or express milk from the affected breast. 

• Do not use previously expressed milk from the affected side. 

• Sterilise all feeding equipment. 

• Keep lesions covered and maintain strict hand hygiene. 

• Breastfeeding/expressing from the unaffected breast may continue. 

• A clinician must confirm full healing before resuming use of the affected breast. 

Support: 

• Support mothers to maintain milk supply using expressed milk (unaffected side) or 
formula if needed. 

Antiviral Management: 

• Treat first or recurrent episodes with oral acyclovir or valaciclovir (per BASHH). 

• Suppressive antiviral therapy is recommended: 

o For ≥6 months or until the infant is 6 months old (whichever is longer) after 
an episode. 

o For 6 weeks postpartum if there’s a history of prior lesions without 
recurrence. 

Note: Asymptomatic HSV shedding from the breast is possible but undocumented. 
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2. Supporting References 

 

1. PIER Network. (2018). Regional guideline: Neonatal HSV. 
https://piernetwork.org/uploads/4/7/8/1/47810883/pier-regional-guideline-
neonatal_hsv_22_1_18.pdf 

2. Clarke, E., et al. (2024). Joint BASHH and RCOG guideline on genital herpes simplex in 
pregnancy and the neonatal period. 
https://www.bashh.org/_userfiles/pages/files/clarkeetal2024jointbritishassociationf
orsexualhealthandhivandroyalcollegeofobstetriciansand.pdf 

 

3. Supporting  relevant trust guidelines

https://piernetwork.org/uploads/4/7/8/1/47810883/pier-regional-guideline-neonatal_hsv_22_1_18.pdf
https://piernetwork.org/uploads/4/7/8/1/47810883/pier-regional-guideline-neonatal_hsv_22_1_18.pdf
https://www.bashh.org/_userfiles/pages/files/clarkeetal2024jointbritishassociationforsexualhealthandhivandroyalcollegeofobstetriciansand.pdf
https://www.bashh.org/_userfiles/pages/files/clarkeetal2024jointbritishassociationforsexualhealthandhivandroyalcollegeofobstetriciansand.pdf
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4. Guideline Governance 

a. Scope 

This guideline in relevant to all staff caring for babies across neonatal intensive care, 
transitional care and maternity. 

b. Purpose 

i. This guidelines aims to facilitate a common approach to the management of babies 
admitted under neonatal care.  At times deviation from the guideline may be 
necessary, this should be documented and is the responsibility of the attending 
consultant. 

ii. This guideline is subject to regular review to ensure ongoing evidence based 
practice. 

c. Duties and Responsibilities 

What is expected from the health care professionals using this guideline to look after 
infants. 

d. Approval and Ratification 

This guideline will be approved and ratified by the Neonatal Guidelines Group. 

e. Dissemination and Implementation 

i.      This guideline will be uploaded to the trust intranet ‘Neonatal Guidelines’ 
page and thus available for common use. 

ii.       This guideline will be shared as part of ongoing education within the 
Neonatal Unit for both medical and nursing staff. 

iii.       All members of staff are invited to attend and give comments on the 
guideline as part of the ratification process. 
 

f. Review and Revision Arrangements 

a. This policy will be reviewed on a 5 yearly basis. 
b. If new information comes to light prior to the review date, an earlier review 

will be   prompted. 
c. Amendments to the document shall be clearly marked on the document 

control sheet and the updated version uploaded to the intranet. Minor 
amendments will be ratified through the Neonatal Guidelines Group. A minor 
amendment would consist of no major change in process, and includes but is 
not limited to, amendments to documents within the appendices. 
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g. Equality Impact Assessment 

 

Background 

• Who was involved in the Equality Impact Assessment 
 

 

Methodology 

• A brief account of how the likely effects of the policy was assessed (to include race and 
ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 

• The data sources and any other information used 
• The consultation that was carried out (who, why and how?) 

  

 

Key Findings 

• Describe the results of the assessment 
• Identify if there is adverse or a potentially adverse impacts for any equalities groups 

 

 

Conclusion 

• Provide a summary of the overall conclusions 
 

 

Recommendations 

• State recommended changes to the proposed policy as a result of the impact assessment 
• Where it has not been possible to amend the policy, provide the detail of any actions that 

have been identified 
• Describe the plans for reviewing the assessment 
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h. Document Checklist 

To be completed (electronically) and attached to any document which guides practice when 
submitted to the appropriate committee for approval or ratification. 

Title of the document:  

Policy (document) Author:    

Executive Director: 

  
Yes/No/ 

Unsure/NA 
Comments 

1. Title   

 Is the title clear and unambiguous? Yes  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Yes  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

Yes  

 Is the purpose of the document clear? Yes  

 Are the intended outcomes described? Yes  

 Are the statements clear and unambiguous? Yes  

3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

Yes  

 
Who was engaged in a review of the 
document (list committees/ individuals)? 

 
NGG, SGH infection disease 

guidelines 

 
Has the policy template been followed (i.e. is 
the format correct)? 

Yes  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

Yes  
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Yes/No/ 

Unsure/NA 
Comments 

 
Are local/organisational supporting 
documents referenced? 

Yes  

5. Approval   

 

Does the document identify which 
committee/group will approve/ratify it? 

 

Yes NGG 

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

N/A  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how this 
will be done? 

Yes  

 
Does the plan include the necessary 
training/support to ensure compliance? 

No  

7. Process for Monitoring Compliance    

 
Are there measurable standards or KPIs to 
support monitoring compliance of the 
document? 

N/A  

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

Yes July 2028 

9. Overall Responsibility for the Document   

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Yes  

10. Equality Impact Assessment (EIA)   

 Has a suitable EIA been completed?   
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Committee Approval (Neonatal Guidelines Committee) 

If the committee is happy to approve this document, please complete the section below, date it and return it to 
the Policy (document) Owner 

Name of Chair Dr Saer Almeree Date July 2025 

 

Ratification by Management Executive (if appropriate) 

If the Management Executive is happy to ratify this document, please complete the date of ratification below 
and advise the Policy (document) Owner 

Date: n/a 

 

 


