Recommendations and Reports

herpes during pregnancy. For example, such testing might be
offered to a woman with no history of genital herpes whose
sex partner has HSV infection. Many fetuses are exposed to
acyclovir each year, and the medication is believed to be safe
for use during all trimesters of pregnancy. A case-control study
reported an increased risk for the rare neonatal outcome of
gastroschisis among women who used antiviral medications
between the month before conception and the third month of
pregnancy (518). Acyclovir is also believed to be safe during
breastfeeding (431,519). Although data regarding prenatal
exposure to valacyclovir and famciclovir are limited, data from
animal trials indicate that these drugs also pose a low risk
among pregnant women (520). Acyclovir can be administered
orally to pregnant women with first-episode genital herpes or
recurrent herpes and should be administered IV to pregnant
women with severe HSV (see Genital Herpes, Hepatitis).
Suppressive acyclovir treatment starting at 36 weeks’ gestation
reduces the frequency of cesarean delivery among women who
have recurrent genital herpes by diminishing the frequency of
recurrences at term (52/—523). However, such treatment might
not protect against transmission to neonates in all cases (524).
No data support use of antiviral therapy among asymptomatic
HSV-seropositive women without a history of genital herpes.
In addition, the effectiveness of antiviral therapy among sex
partners with a history of genital herpes to decrease the risk
for HSV transmission to a pregnant woman has not been
studied. Additional information on the clinical management
of genital herpes in pregnancy is available through existing

guidelines (525).

Recommended Regimen for Suppression of Recurrent Genital
Herpes Among Pregnant Women*

Acyclovir 400 mg orally 3 times/day
or
Valacyclovir 500 mg orally 2 times/day

* Treatment recommended starting at 36 weeks’ gestation.

Neonatal Herpes

Newborn infants exposed to HSV during birth, as
documented by virologic testing of maternal lesions at delivery
or presumed by observation of maternal lesions, should be
followed clinically in consultation with a pediatric infectious
disease specialist. Detailed guidance is available regarding
management of neonates who are delivered vaginally in the
presence of maternal genital herpes lesions and is beyond the
scope of these guidelines; more information is available from
the AAP (https://redbook.solutions.aap.org). Surveillance
cultures or PCR of mucosal surfaces of the neonate to detect
HSV infection might be considered before the development of
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clinical signs of neonatal herpes to guide treatment initiation.
In addition, administration of acyclovir might be considered
for neonates born to women who acquired HSV near term
because the risk for neonatal herpes is high for these newborn
infants. All newborn infants who have neonatal herpes should
be promptly evaluated and treated with systemic acyclovir.
The recommended regimen for infants treated for known or
suspected neonatal herpes is acyclovir 20 mg/kg body weight
IV every 8 hours for 14 days if disease is limited to the skin and
mucous membranes, or for 21 days for disseminated disease

and disease involving the CNS.

Granuloma Inguinale (Donovanosis)

Granuloma inguinale (donovanosis) is a genital ulcerative
disease caused by the intracellular gram-negative bacterium
Klebsiella granulomatis (formerly known as Calymmatobacterium
granulomatis). The disease occurs rarely in the United States;
however, sporadic cases have been described in India, South
Africa, and South America (526-535). Although granuloma
inguinale was previously endemic in Australia, it is now
extremely rare (536,537). Clinically, the disease is characterized
as painless, slowly progressive ulcerative lesions on the genitals
or perineum without regional lymphadenopathy; subcutaneous
granulomas (pseudobuboes) also might occur. The lesions
are highly vascular (i.e., beefy red appearance) and can bleed.
Extragenital infection can occur with infection extension to
the pelvis, or it can disseminate to intra-abdominal organs,
bones, or the mouth. The lesions also can develop secondary
bacterial infection and can coexist with other sexually
transmitted pathogens.

Diagnostic Considerations

The causative organism of granuloma inguinale is difficult
to culture, and diagnosis requires visualization of dark-staining
Donovan bodies on tissue crush preparation or biopsy.
Although no FDA-cleared molecular tests for the detection of
K. granulomatis DNA exist, molecular assays might be useful
for identifying the causative agent.

Treatment

Multiple antimicrobial regimens have been effective;
however, only a limited number of controlled trials have
been published (538). Treatment has been reported to halt
progression of lesions, and healing typically proceeds inward
from the ulcer margins. Prolonged therapy is usually required to
permit granulation and reepithelialization of the ulcers. Relapse
can occur 6-18 months after apparently effective therapy.
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