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eonatal varicella is a rare disease,
N because 90-95% of women have deve-

loped specific antibodies against the
varicella-zoster virus (VZV) by the time they
enter childbearing age (2, 7). The term neonatal
varicella refers to a chickenpox that occurs in
the first 2 weeks of life in the newborn and
during the last 3 weeks of pregnancy or within
the first 10 days after delivery in the mother (4).
We report here the case of a newborn, who pre-
sented neonatal varicella on his second day of
life.

Case report. A 2-days old male baby, born at
term after a normal pregnancy, was visited
because of a cutaneous rash characterized by
erythematous macules, sometimes surmounted
by vesicles and pustules, located to both upper
and lower arms and to the trunk (Fig. 1). The
baby presented mild fever (38.8°C). The physi-
cal examination was otherwise normal.

The mother referred that, 9 days before the
delivery, she presented a few cutaneous lesions
similar to those of her son, with mild fever.
Vaginal examination excluded a genital herpes.

Fig. 1: Vesiculo-pustular lesions on the right leg.
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Tzanck smear from a vescicle of the baby
showed multinucleated giant cells leading to the
diagnosis of neonatal varicella, that was subse-
quently confirmed by serologic tests against
VZV. The infection was transplacentally trans-
mitted, because the mother had developed vari-
cella in the last days of pregnancy. Intravenous
acyclovir, 30 mg/kg/die in 3 divided doses, for 7
days, was given, with complete clinical healing
of his lesion.

Discussion. Neonatal varicella is in most
cases due to maternal varicella occurring in the
last 3 weeks of gestation (8). The incubation
period for varicella is 10-21 days. Therefore,
varicella is called neonatal or perinatal when the
infant shows the disease within the 10th-12th
day of life. In this case VZV is acquired tran-
splacentally. After the 10th-12th day of life the
disease is considered acquired by postnatal
infection.

The prognosis of neonatal varicella is varia-
ble. When the mother’s rash occurs between 4-5
days before the delivery and 2 days after the
delivery, neonatal varicella is usually severe,
because the newborn is infected by a large ino-
culum of virus, without the protection of mater-
nal IgG antibodies. On the other hand, when the
mother’s rash occurs 5 or more days before deli-
very, neonatal varicella is usually mild, due to
IgG antibodies crossing the placenta (5).
Considering the age of the newborn, neonatal
varicella is usually mild when the rash occurs in
a baby within the first 4-5 days of life, while the
disease is severe when occuring between the Sth
and the 12th day of life. Acquired postnatal vari-
cella may also be severe (2).

The severe forms of neonatal varicella, besi-
des the classical rash characterized by vesicles,
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pustules and crusts on an erythematous back-
ground, may also present a multisystem involve-
ment (lung, liver, central nervous system), with
high mortality, up to 20-30% of the cases, if the
antiviral treatment is not performed (5, 8).

Clinical diagnosis may be confirmed by
Tzanck smear (although the latter does not allow
to distinguish between the infections from diffe-
rent herpes viruses), which shows multinuclea-
ted giant cells, direct immunofluorescence or
polymerase chain reaction on vesicle material
(after scraping), viral culture from cutaneous
lesions and evaluation of IgM and IgG antibo-
dies in the newborn’s serum.

Antiviral therapy with intravenous acyclovir,
10-20 mg/Kg every 8 hours, for 5-7 days, is
recommended for all the cases of neonatal vari-
cella occuring in the first 2 weeks of life (6).

A profilactic therapy may be done with intra-
muscular anti-VZV immune globulins (VZIG),
250 mg in a single dose, within 72 hours from
the exposure to the VZV (1, 6). VZIG do not
completely protect the baby from the infection.
Therefore varicella may anyway occur despite
their use, even though in a less severe form and
after a longer incubation period. Hanngren and
colleagues in 1984 stated that the rate of severe
varicella despite the correct use of VZIG in
newborns significantly exposed to the VZV is
about 5% (3). Patients treated with VZIG must
be observed, even though not necessarily in
hospital, and acyclovir treatment must be consi-
dered in infants that develop the disease. VZIG
are not useful when varicella is already evident
1,7).

There are four indications for the use of VZIG
(1,2) as follows:

e immunocompromised children after significant
exposure to the VZV;

* newborns of mothers who developed varicella
in the period between 5 days before delivery and
2 days after delivery;

e premature infants less than 28 week’s gestation
or very low birth weight infants, after significant
exposure to the VZV, regardless of maternal
history for varicella;

e premature infants with a maternal history
negative for varicella or without maternal anti-
bodies against VZV, after significant exposure.
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It is important to remember that varicella is an
extremely contagious disease and therefore both
the mother and the newborn must be isolated
from other infants, to prevent new infections.

In conclusion, neonatal varicella, as neonatal
herpes, is a potentially mortal disease and all the
cases of vesicular and pustular eruptions in the
neonatal period must be carefully evaluated, in
order to make a correct and immediate diagnosis
and therapy.
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