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UK 0 Recommendations for neonates whose mother has travelled to a country with risk

?a for Zika virus transmission during pregnancy or within 8 weeks before conception
Security
Agency In case of abnormalities or maternal Zika virus infection, neonatologists and obstetricians to collaborate

prenatally with the Rare and imported pathogens laboratory (RIPL) and follow agreed plan for
investigations.
Maternal Zika virus serology or PCR positive Symptomatic or asymptomatic mother with Zika virus serology negative or not done
Clinical assessment at birth Physical examination: Clrfesl sesmssrEnt 21t Srln
lymphadenopathy,

hepatosplenomegaly, rash or other
skin abnormalities, complete
neurological examination, dysmorphic
features

A A

Growth measurements: head
Tests (see A) circumference, length, weight,
assessment of gestational age

Abnormal Normal

Ophthalmological

Y evaluation: including examination of
the retina; if abnormal, repeat at
appropriate intervals

A 4 A 4 A

Abnormalities or

neongtal Z!ka virus Tests (see A) Mother previously .
infection Hearing assessment: Ensure symptomatic but had negative Mothgr preV|ou§Iy :
screening for hearing test has been Zika virus antibody test = 4 symptomatlc IS Al v>|rus
done before discharge weeks after last possible ADlloBey (S REiEmRe =

weeks after last possible

exposure OR Mother
exposure

previously asymptomatic

A

A 4 A 4

- Follow up at 3 months, then 3 monthly up to 12
months if clinically stable — more frequently if Neonatal Zika virus

symptomatic (eg. seizures) tests positive

Maternal and
neonatal Zika virus
tests negative

- Follow up testing as advised by RIPL*

- Appropriate samples will be advised by RIPL on a

- Hearing test at 3-6 months if initially normal — refer ,
case-by case basis.

to audiologist for further evaluation if abnormal

- If maternal Zika virus infection has not been

- Ophthalmology review at 6 months if initially e : = o
excluded, review at 3 months.

normal — liaise with ophthalmologist about further
follow-up if abnormal

A

- If any issues, tailor follow up accordingly

- Intracranial imaging— discuss with local v
neurologists on best imaging and frequency +/-
EEG if clinically indicated

- If well, refer to primary care/health visitor; advise to
refer back to secondary care early if any concerns

| Routine care, if concerns
follow up accordingly - Review at 12 months

- Early referral to community paediatric team for
neuro-developmental assessment and long-term

support

- Follow up into childhood for adverse sequelae




A) At birth

Collect neonatal samples in line with the prenatally agreed Zika virus testing plan. Confirm with the relevant local infectious disease specialist that they are liaising with RIPL to
arrange testing of all appropriate maternal and neonatal samples.

If a neonatal abnormality is identified only on postnatal examination in an infant born to a mother who, despite potential exposure, had no Zika virus testing during pregnancy,
discuss the case urgently with the local infectious disease specialist.

Request histopathological examination of the placenta and umbilical cord.

Ensure placental tissue and umbilical cord tissue are taken for Zika virus PCR (samples must be unfixed).

In an infant with abnormalities, collect samples for testing for syphilis, toxoplasma, rubella, cytomegalovirus and herpes simplex virus infections.
Collect samples for full blood count, clotting, urea & electrolytes, liver function tests and C-reactive protein.

Perform cranial ultrasound; if microcephaly or intracranial abnormalities are present, arrange MRI of the brain.

Ophthalmologic evaluation, including examination of the retina, if abnormal, repeat (as per ophthalmological decision).

Referral for more targeted hearing screening as outpatient if indicated.

Consider investigations for differential diagnosis of microcephaly (e.g. chromosomal, genetic, metabolic, environmental exposure to toxins, radiation).

Consider consultation with a paediatric geneticist, infectious disease specialist, neurologist or endocrinologist according to test results.

* Note that an infant without evident abnormalities whose mother tested positive for Zika virus by PCR or serology is likely to test positive for Zika virus 1gG because of placental
transfer. Serological follow up will be required until loss of maternal antibody is observed.
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