
Rashes and exposure to rashes in pregnancy 
The combination of pregnancy and a rash often raises alarm bells in the minds of both patient and healthcare profes-
sional. Moreover, febrile rashes are common in children, so consultations with an ill child can get complicated when 
Mum announces she is pregnant! When should we take action?  

Here is a summary from Public Health England and two BMJ articles (PHE Guidance on the investigation, diagnosis and 
management of viral rash illness, or exposure to viral rash illness in pregnancy, 2019, BMJ 2017;356:j512; BMJ 
2012;344:e1790). 

Which rashes should I be worried about in pregnancy? 

The following infections are important to identify in the context of pregnancy because interventions can reduce the 
risk of adverse outcomes, or allow obstetric monitoring: 

Infection Consequence What can be done to mitigate this? 
Parvovirus B19 Infection in early pregnancy can lead to 

foetal death or hydrops (severe foetal 
anaemia). 

If hydrops develops, prognosis improved with intrauterine 
blood transfusion. 

Measles Can cause severe illness in pregnancy 
and foetal loss. 

If exposed and susceptible, needs referral for prophylactic 
immunoglobulin within 6d. 

Rubella Infection in early pregnancy can lead to 
severe congenital abnormalities. 

No treatment known to be of benefit but TOP may be 
considered, and ongoing pregnancy monitoring is necessary. 

Varicella Maternal illness can be severe and asso-
ciated with small risk of congenital ab-
normality. 

If exposed and susceptible, needs referral for prophylactic 
immunoglobulin within 10d. 

Cytomegalovirus 
(CMV) 

• Commonest cause of congenital in-
fection in the UK (birth prevalence
of around 3/1000).

• Abnormalities range from neurosen-
sory deafness to lifelong neurologi-
cal disability.

• Risk of harm is highest in the first
trimester when one-third of babies
will develop sequelae.

Very difficult to recognise clinically! Maternal CMV infection 
is often asymptomatic or associated with mild flu-like symp-
toms (with or without a rash). 
Predisposing factors include: 

• Age <35y.

• Seronegativity in first pregnancy.

• Having a child at nursery (80% of toddlers shed CMV!). 
Women with these risk factors have an 8% risk of primary 

infection.

No current established treatment (although some data 

suggests reduced vertical transmission with valaciclovir).

What does this mean in practice?
Because so many toddlers shed CMV, young mothers should 
theoretically avoid their children’s bodily fluids, but this is not 
that practical. We should recommend basic hygiene measures,
i.e.:

• Regular and fastidious hand washing.

• Washing toys and other items contaminated with urine,
saliva, etc.

• Avoiding sharing food and cutlery with young children.

At present, PHE does not recommend routinely testing for
CMV. An editorial in the BMJ suggests that development of a
vaccine should be a public health priority (BMJ
2019;367:I6507).

Other common viral illnesses that may present with a rash 

These include: 

• Human herpes virus 6 and 7.



• Enteroviruses.

• Cox-Sackie virus A and B.

• Epstein-Barr virus.

• Hand foot and mouth disease.

There are no clear causal associations or adverse pregnancy outcomes with these infections, but any febrile illness 
(with or without a rash) may be associated with an increased risk of foetal loss in the first trimester. 

Assessing a pregnant woman PRESENTING with a rash 

Assessment 
• Location of rash, date of onset, speed of onset.
• Associated symptoms: fever, sore throat and malaise suggest an infectious cause. Itching usually suggests a non-

viral cause.

• Have they had contact with someone with a rash/illness?
• Vaccination/infection/antibody history:

o Remember, people born outside the UK may have been given different vaccinations, and coverage in some
countries is so poor that many receive no vaccinations.

o Have they had 2 doses of MMR? Remember, in some countries these are given as separate vaccines.
o Have they had a definite chicken pox illness in the past (or varicella immunisation)?
o What antibody tests have they had in previous pregnancies (e.g. rubella immunity)?

• Recent travel to countries where measles or rubella are endemic. Consider if there has been travel to Zika-af-
fected areas (see separate article on Zika virus).

• Sexual history if concern about Zika or HIV.
• Gestation of pregnancy? The impact of infection can vary depending on stage of pregnancy (see table below).

• Drug history. If the patient is immunosuppressed, the risk is greater. Remember that some drugs cause rashes.

Examination 
• For general wellbeing and to exclude sepsis.

• For nature and distribution of rash (vesicular or not?).

The following flow diagram helps to distinguish possible causes. 

Investigations 
• If there is doubt as to the cause of a rash, offer testing for: measles, rubella, parvovirus B19, varicella (see table

below for test specifics) and Zika (if indicated).



• Tell the lab: the onset, clinical features, distribution of the rash, gestation, any previous antibody testing, vac-
cine/travel/infection history and any known contacts. If in doubt, talk to your lab!

• In general, a positive IgG and IgM suggests current infection, while a positive IgG alone suggests previous expo-
sure or vaccination.

Follow-up 
• Arrange follow-up to discuss results. If positive, foetal medicine follow-up is usually indicated (see table below for

specifics on management of different infections).

• Ensure that women who are not immune to measles, rubella or chicken pox are vaccinated AFTER pregnancy
(these are live vaccines so are not recommended during pregnancy – although there is no evidence of harm).

Assessing a pregnant woman EXPOSED to a rash illness but currently ASYMPTOMATIC 

What is ‘exposure’? 

PHE considers contact (or exposure) to be sharing the same room (e.g. house/classroom/2–4-bed hospital bay) for 
>15 minutes, or having face-to-face contact. For measles, a lesser exposure may be significant.

Establish the diagnosis in the index case (exposer!) 

This should be based on the clinical features and nature of the rash. If rubella or measles is suspected, this can be con-
firmed by oral fluid or serum testing through the health protection team (see other resources below).  

Decide whether the pregnant woman needs further testing 

Testing should be arranged as quickly as possible, and discussed with the lab to ensure speedy processing of samples. 
See table below regarding testing and management.   

Important viral rashes: characteristics, symptomatology and management 





Rashes/exposure to rashes in pregnancy 
• Exposure to varicella zoster, measles, rubella, CMV or parvovirus B19 in pregnancy can have adverse

outcomes for non-immune mothers and their babies.

• First, make a clear distinction: is this a woman presenting with a rash in pregnancy OR is it a woman
who has been in contact with someone with a rash but who is currently asymptomatic?

• In pregnant women presenting with a rash, try to narrow down the cause (not forgetting all the
non-viral causes!) and, if indicated, test for the viral causes. Refer any women who test positive to
foetal medicine, and remember to offer postnatal immunisations if indicated.



• In pregnant women who are asymptomatic but have been in contact with a person with a rash, ur-
gent serology testing is necessary for at-risk mothers and can often be done on a stored booking
sample. Depending on the results, women may need referral for immunoglobulin therapy and in-
creased antenatal monitoring/obstetric assessment.

• Postnatal vaccination should be undertaken in women identified at risk of rubella, measles and vari-
cella.

Does your local lab store booking samples? 

Do you have a practice system to ensure urgent blood test results come back and are actioned? 

Do you have a system to ensure women who are found to lack immunity to rubella, varicella or measles 
during pregnancy receive postnatal vaccination? 

For guidance on VZIG see: 

www.gov.uk/government/collections/chickenpox-public-health-management-andguidance 

This article was published 01/04/2021. We make every effort to ensure the information in these articles is accurate and correct at the date 
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regarded as a substitute for taking professional advice in appropriate circumstances. In particular check drug doses, side-effects and 
interactions with the British National Formulary. Save insofar as any such liability cannot be excluded at law, we do not accept any liability 
for loss of any type caused by reliance on the information in these articles.
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