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This Clinical Business Rule (CBR) is developed to guide safe clinical practice at the Royal
Hospital for Women (RHW). Individual patient circumstances may mean that practice diverges
from this Clinical Business Rule. Using this document outside RHW or its reproduction in
whole or part, is subject to acknowledgement that it is the property of RHW and is valid and
applicable for use at the time of publication. RHW is not responsible for consequences that
may develop from the use of this document outside RHW.

Within this document we will use the term woman, this is not to exclude those who give birth
and do not identify as female. It is crucial to use the preferred language and terminology as
described and guided by each individual person when providing care.

1 BACKGROUND

The aim of this CBR is to provide appropriate screening, identification and management of the
pregnant woman with Genital herpes Simplex Virus (HSV) infection

Definitions:
Genital HSV A sexually transmitted viral infection caused by herpes simplex virus
types 1 and 2. Both can result in lifelong latency and cause recurrent
outbreaks'

¢ HSV-1 traditionally causes orolabial lesions (cold sores) but can
present as genital lesions

e HSV-2 primarily causes genital lesions

Primary genital HSV | The first clinically and/or laboratory confirmed genital HSV infection.

infection Seronegative for HSV-1 and HSV-2 IgG BUT with a positive PCR

isolated from the genital tract

Recurrent genital Previous clinical or laboratory diagnosis of genital HSV infection,
HSV infection confirmed with positive HSV IgG serology (can be HSV-1 or HSV-
2) and consistent with genital tract PCR confirming type?

2 RESPONSIBILITIES
2.1 Medical staff
o Educate and screen the pregnant woman appropriately
¢ Counsel woman regarding risk factors for transmission of HSV infections between self
and sexual partner/s and/or the neonate at birth
e Prescribe prophylaxis and/or treatment of HSV
e Liaise with infectious diseases and neonatology care teams

2.2 Midwifery/nursing staff
e Educate and screen the pregnant woman appropriately
e Counsel woman regarding risk factors for transmission of HSV infections between self
and sexual partner/s and/or the neonate at birth
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3 PROCEDURE

3.1 Clinical Practice points

Screening

e Ask the pregnant woman about previous history of HSV for both her and sexual
partner/s at initial antenatal booking
Document relevant history in the woman’s Electronic Medical Record (eMR)

e Consider HSV screening for a pregnant woman who has never been tested and has
a current or previous sexual partner known to be HSV positive, by ordering HSV
serology

3.2 Prevention

e Counsel the woman who is seronegative for HSV (HSV 1 and 2 IgG negative) with
an HSV-positive partner/s about:
o Abstinence from oral sex
o Condom use throughout pregnancy and
o Abstinence from intercourse in third trimester, especially in the presence of
lesions or prodromes
e Provide education and counsel the woman who is seropositive for HSV (HSV 1
and/or 2 Ig G positive):
o Refer to Australasian Society for Infectious Diseases (ASID), 2022 for current
statistical risk of Mother-to-Child Transmission (MTCT) (see appendix 1)
o Consider prophylactic treatment (see Table 1) from 36 weeks gestation of
either:
= Aciclovir 400mg PO tds
= Valaciclovir 500mg bd
o Avoidance where possible of fetal skin electrode (FSE) application, fetal blood
sampling (FBS), and instrumental delivery

3.3 Primary HSV infection
¢ Investigate any painful genital lesion with a dry viral swab for HSV-type specific
nucleic acid amplification testing, polymerase chain reaction (PCR). These are the
swabs accepted at NSW Health Pathology:

Container type Preference type
Dual Swab Sample Kit with PCR Media
3 Preferred
- 'I“'. ) ‘
Viral Swab

— Accepted

Other laboratories may accept different swabs so please check with the laboratory
you intend to use before collecting sample
o Take sample by:
o Recording site taken on swab label
o Collecting in acute phase
o Removing vesicle surface
o Collecting fluid or scrape base of lesion with swab
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o Store and transport at room temperature

e Perform baseline HSV serology, to help determine if this is a primary or
secondary/recurrent HSV infection

e Consider investigations for other sexually transmitted infections (STIs) (including
HIV, Syphilis, Neisseria Gonorrhoeae and Chlamydia Trachomatis)

Be aware contact tracing for HSV is NOT required

e Consult obstetric medical team for woman presenting with what is thought to be a
primary infection of HSV

e Commence treatment as outlined in Table 1

e Consider prophylaxis from 36 weeks gestation (or from 22 weeks gestation if high
risk of preterm birth) if proven to be or highly likely to be a primary infection (whilst
awaiting results)

e Recommend paracetamol and topical lignocaine 2% gel for symptom relief

¢ Manage pregnancy expectantly and anticipate vaginal birth if primary outbreak in
the first or second trimester

e Recommend a caesarean birth for woman proven to have primary outbreak within
6 weeks of expected date of birth

e Advise the woman with a primary outbreak present at the time of spontaneous
rupture of membranes, caesarean birth should be expedited, preferably within 4
hours. After 4 hours, the benefit of caesarean birth in preventing neonatal infection
may be reduced and a discussion about mode of birth may be considered

3.3.1 Preterm Prelabour Rupture of Membranes (PPROM)

e Engage with infectious disease team, neonatology, and obstetric teams to develop
a comprehensive care plan for the woman and neonate dependant on gestation
and clinical scenario

o Consider the use of IV acyclovir 5Smg/kg every 8 hours in initial 24-48 hours (see
education notes) and prophylactic corticosteroids to reduce the implications of
preterm birth

3.3.2 Intrapartum management

e Recommend caesarean birth, as risk of MTCT can be as high as 25-50%2

e Manage as per clinical suspicion as confirmatory laboratory testing results will take
time

¢ Avoid fetal skin electrode (FSE) and/or fetal blood sampling (FBS) if vaginal birth
unavoidable with consideration for instrumental delivery if birth to be expedited,
however this may increase risk of HSV transmission to the neonate

3.4 Recurrent HSV infections
e Treat recurrent infection/s if woman symptomatic (see Table 1)
e Counsel woman regarding risk of MTCT 1-3%, which is considered low
e Use clinician judgement in the consideration of daily suppression (see Table 1) from
36 weeks, particularly for women who have experienced recurrent infection during
pregnancy
o Manage pregnancy expectantly and anticipate vaginal birth
3.4.1 Preterm Prelabour Rupture of Membranes (PPROM)
¢ Consider expectant management as appropriate
e Consider oral antiviral treatment as per “Treatment of recurrent infections” and further
treatment as per “Suppression treatment” (see table 1)
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3.4.2 |Intrapartum management
e Discuss risk of transmission to neonate is 1-3%?2, which is considered low
¢ Manage labour and birth, according to the woman’s preferences and clinical situation
e Perform a careful speculum examination to identify active lesions
o If no active lesions the woman is suitable for vaginal birth
o If active lesions are present, counsel the woman that caesarean section may
reduce risk of transmission to the neonate but does not provide complete
protection® and should be weighed against the risk of caesarean to the woman and
her future pregnancies®
¢ Avoid FSE and FBS if possible
e Consider an instrumental delivery if birth to be expedited, however there is a small
increased risk of HSV transmission to the neonate (see education notes)

Table 1: Recommended treatment options for herpes simplex

Indication aciclovir * OR valaciclovir®
Treatment of primary 400mg orally three times | 500mg orally twice a day for 5 -10
infection a day for 5-10 days days
Treatment of recurrent 800mg orally THREE a 500mg orally twice a day for 3 days
infection/s times a day for 2 days
Suppression treatment 400mg orally three times | 500mg orally twice a day
(from 36 weeks until birth) | a day

3.5 Care of the neonate
e Monitor the neonate following birth and refer to neonatology care team for
management

4 DOCUMENTATION

Antenatal yellow card (document history and planned delivery mode)
PowerChart (antenatal record of care and medications)

Guidance MS (approvals for restricted antimicrobials)

eMaternity and K2 guardian for antenatal and intrapartum documentation
Medication Chart (if IV acyclovir required)

Birth summary/clinical handover

5 EDUCATION NOTES

e Neonatal HSV disease is rare in Australia, with an incidence of approximately
3/100000 live births. The majority (>65%) are due to HSV1 and acquired during vaginal
birth®
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Most genital HSV infections (primary, non-primary or recurrent HSV1 or HSV2) are
asymptomatic. i.e. most mothers of infants with neonatal HSV disease were previously
unaware of their own infection before the baby's diagnosis®

The highest risk of transmission occurs when a woman acquires primary HSV
infection in the third trimester, especially within the six weeks before birth, as
maternal antibodies have not yet developed and viral shedding is prolonged?3
Overall risk of MTCT in a woman with past history of genital herpes is <1% and
increases to 2% in a woman with genital tract lesions at time of birth®

IV acyclovir is not recommended peripartum in the current Australian Perinatal
guidelines. In the UK NICE guidelines IV acyclovir 5 mg/kg TDS is mentioned as an
option peripartum, especially when active lesions are present in a preterm vaginal
delivery; however, there is an insufficient evidence base to prove efficacy in reducing
HSV transmission risk®

Psychological impact and stigma associated with HSV infection should be considered
and concerns relating to knowledge of transmission discussed with the woman?

6 RELATED POLICIES/PROCEDURES

NSW Health PD2025 034 Induction of Labour

NSW Health GL2025 004 Fetal Heart Rate Monitoring

RHW CBR Caesarean — Maternal preparation and receiving of the neonate
SESLHDPD/137 Antimicrobial Stewardship
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8 ABORIGINAL HEALTH IMPACT STATEMENT DOCUMENTATION
o Considerations for culturally safe and appropriate care provision have been made in
the development of this Business Rule and will be accounted for in its implementation.
e When clinical risks are identified for an Aboriginal and/or Torres Strait Islander woman
or family, they may require additional supports. This may include Aboriginal health
professionals such as Aboriginal Liaison Officers, health workers or other culturally
specific services

9 CULTURAL SUPPORT
e For a Culturally and Linguistically Diverse CALD woman, notify the nominated cross-
cultural health worker during Monday to Friday business hours
¢ If the woman is from a non-English speaking background, call the interpreter service:
NSW _Ministry of Health Policy Directive PD2017 044-Interpreters Standard
Procedures for Working with Health Care Interpreters.

10 NATIONAL STANDARDS
e Standard 2- Partnering with Consumers
e Standard 3- Preventing and Controlling Infections Standard
e Standard 4-Medication Safety
e Standard 5- Comprehensive Care

11 REVISION AND APPROVAL HISTORY

Date Revision No. | Author and Approval

Aug 2025 V1 First draft completed

Sept 2025 V1 R/V by pharmacy- inclusion of eTG
Oct 2025 VA1 UAT

Nov 2025 V1 For CBR sign off

Feb 2026 VA1 RHW BRGC
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Appendix 1 — Risk of Mother to Child Transmission (MTCT)?

HERPES SIMPLEX VIRUS (HSV) - ALGORITHM 1

GENITAL HSV IN FREGNANCY: RISK OF MOTHER TO CHILD TRANSMISSION (MTCT)
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COMMENTS

a  ln Australia, the reported incidence of neonatal HSW disease & very low [appros. 3 per 100,000 |ive births). The majority [=65%] of neonatal
HSV infections are due to H3W1 and are acquired during delivery through an infected birth canal! True intrawterine nfection accounts for
« 5% of reported cases. Fostnatal infection oocurs in approsimately 10% of cses from an infected cre grver. Breast milk transmission
has not been reparted, but neonatal disease after contact with matemal breast herpes lesions has been reparted

b Most genital HSV infections [primany, non-primary or recusrent HSV1 or HSW2) are asymptomatic. ie. most mathers of infants with
neanatal HEY diease were prevsously unaware of their own infection before the xtﬂuiagﬂ:u.is' *

¢ Primary first episode refers to new acquisition of either H3W serotype without prior exposure (Le. nether K5V or H3W2 195 detected n
biood]. Mon peimary first epiode refers. to new acquisition of the another HSY serotype, with evidence of exposure to the other
type |ie H5V Ig #ve to the other s=rotype)

d. Rizk of neanatal infection is determined by the type of maternal infection |pramary versus repurrent], the presence of maternal type specific
g0, the wee of devices that break skin integrity e fetal scalp electrodes, fetal scalp blood sampling, or instement delivery, the by
delivery hagmal »caesarean section]. IF virus is detected in the genital tract, use of scalp electrodes increases risk of transmission (08 B
and caesarean delrvery reduces risk of transmsissan [OF 0.14]%* However, in clinical practics this is not often known at delivery

e af
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Appendix 3 — Management of HSV in labour & Birth?
HERPES SIMPLEX VIRUS - ALGORITHM 2

MANAGEMENT OF GENITAL H5V IN PREGNANCY AND LABOUR
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possible Because they may
rchease risk of Irarsmissian b newborn.

COMMENTS

3. Suppressive aral acichovir 300 mg po tds or valacidiosir 500 mg po bd redwces dinical recurences, asymptomatic shedding, rate of caesarean
wection and virus in genital tract. Lise must be balanced with risks of medication to newborm®”. Clinical trials underpowered to svaluats
efficacy of preventing trarsmission to the rewtam®? and reonatal disease has been reported after maternal suppeessian B

b Most women are uraware of geniral henpes (recurrent or acute] Therefore the Royal Australia and Mew Zeafand College: of Dbstetricians and
Gynaecologists (RANZO0G) recomemend careful eamaration for genital herpes for all women when admitted in labaur.

c  Caesarean section reduces risk of K5V transmission in women shedding HEY at the time of bisth, but does not provide complete protection
against neanatal WSV divease. ¥ The low risk of MTCT of HSW after vagemal delivery in wamen with recurrent genital herpes lesions need to
be balanced against the risks of cassarean section

d. Caesarean section i still recomemended if ROM has already occurred, and genital lesions are present. Data from 50 years age suggesting
reduced benefit if ROM =4 b is not high guality.
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