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CDC Interim Guidelines for Pregnant Women During a Zika Virus
Outbreak, United States, 2016
On January 16, 2016 DHEC released an official Health Advisory from the Centers from Disease
Control and Prevention (CDC) providing information on Recognizing, Managing, and Reporting
Zika Virus Infections in Travelers that can be found on the DHEC website at:
http://www.scdhec.gov/Health/docs/HAN. On January 22, 2016 CDC will publish interim
guidelines for pregnant women during a Zika Virus outbreak in the Morbidity and Mortality
Weekly Report (MMWR). An early release of that report is included in its entirety in this Health
Advisory with specific guidance for South Carolina providers.

Summary
CDC has developed interim guidelines for health care providers in the United States caring for
pregnant women during a Zika virus outbreak. These guidelines include recommendations for
pregnant women considering travel to an area with Zika virus transmission and
recommendations for screening, testing, and management of pregnant returning travelers.
Updates on areas with ongoing Zika virus transmission are available online
(http://wwwnc.cdc.gov/travel/notices/). Health care providers should ask all pregnant women
about recent travel. Pregnant women with a history of travel to an area with Zika virus
transmission and who report two or more symptoms consistent with Zika virus disease (acute
onset of fever, maculopapular rash, arthralgia, or conjunctivitis) during or within 2 weeks of
travel, or who have ultrasound findings of fetal microcephaly or intracranial calcifications,
should be tested for Zika virus infection in consultation with their state or local health
department. Testing is not indicated for women without a travel history to an area with Zika
virus transmission. In pregnant women with laboratory evidence of Zika virus infection, serial
ultrasound examination should be considered to monitor fetal growth and anatomy and referral
to a maternal-fetal medicine or infectious disease specialist with expertise in pregnancy
management is recommended. There is no specific antiviral treatment for Zika virus; supportive
care is recommended.

Background
Zika virus is a mosquito-borne flavivirus transmitted primarily by Aedes aegypti mosquitoes
(1,2). These vectors also transmit dengue and chikungunya virus and are found throughout
much of the Americas, including parts of the United States. An estimated 80% of persons
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infected with Zika virus are asymptomatic (2,3). Symptomatic disease is generally mild and
characterized by acute onset of fever, maculopapular rash, arthralgia, or nonpurulent
conjunctivitis. Symptoms usually last from several days to 1 week. Severe disease requiring
hospitalization is uncommon, and fatalities are rare. Guillain-Barré syndrome has been reported
in patients following suspected Zika virus infection (4–6).
Pregnant women can be infected with Zika virus in any trimester (4,7,8). The incidence of Zika
virus infection in pregnant women is not currently known, and data on pregnant women
infected with Zika virus are limited. No evidence exists to suggest that pregnant women are
more susceptible to Zika virus infection or experience more severe disease during pregnancy.
Maternal-fetal transmission of Zika virus has been documented throughout pregnancy (4,7,8).
Although Zika virus RNA has been detected in the pathologic specimens of fetal losses (4), it is
not known if Zika virus caused the fetal losses. Zika virus infections have been confirmed in
infants with microcephaly (4), and in the current outbreak in Brazil, a marked increase in the
number of infants born with microcephaly has been reported (9). However, it is not known how
many of the microcephaly cases are associated with Zika virus infection. Studies are under way
to investigate the association of Zika virus infection and microcephaly, including the role of
other contributory factors (e.g., prior or concurrent infection with other organisms, nutrition,
and environment). The full spectrum of outcomes that might be associated with Zika virus
infections during pregnancy is unknown and requires further investigation.

Recommendations for Pregnant Women Considering Travel to an Area of Zika
Virus Transmission
Because there is neither a vaccine nor prophylactic medications available to prevent Zika virus
infection, CDC recommends that all pregnant women consider postponing travel to areas where
Zika virus transmission is ongoing (10). If a pregnant woman travels to an area with Zika virus
transmission, she should be advised to strictly follow steps to avoid mosquito bites (11,12).
Mosquitoes that spread Zika virus bite both indoors and outdoors, mostly during the daytime;
therefore, it is important to ensure protection from mosquitoes throughout the entire day (13).
Mosquito prevention strategies include wearing long-sleeved shirts and long pants, using U.S.
Environmental Protection Agency (EPA)–registered insect repellents, using permethrin-treated
clothing and gear, and staying and sleeping in screened-in or air-conditioned rooms. When used
as directed on the product label, insect repellents containing DEET, picaridin, and IR3535 are
safe for pregnant women (14,15). Further guidelines for using insect repellents are available
online (http://wwwnc.cdc.gov/travel/page/avoid-bug-bites) (11,15).

Recommendations for Pregnant Women with History of Travel to an Area of
Zika Virus Transmission
Health care providers should ask all pregnant women about recent travel. Women who traveled
to an area with ongoing Zika virus transmission during pregnancy should be evaluated for Zika
virus infection and tested in accordance with CDC Interim Guidance (Figure). Because of the
similar geographic distribution and clinical presentation of Zika, dengue, and chikungunya virus
infection, patients with symptoms consistent with Zika virus disease should also be evaluated
for dengue and chikungunya virus infection, in accordance with existing guidelines (16,17).
Zika virus testing of maternal serum includes reverse transcription-polymerase chain reaction
(RT-PCR) testing for symptomatic patients with onset of symptoms within the previous week.
Immunoglobulin M (IgM) and neutralizing antibody testing should be performed on specimens
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collected ≥4 days after onset of symptoms. Cross-reaction with related flaviviruses (e.g.,
dengue or yellow fever) is common with antibody testing, and thus it might be difficult to
distinguish Zika virus infection from other flavivirus infections. Consultation with state or local
health departments might be necessary to assist with interpretation of results (18). Testing of
asymptomatic pregnant women is not recommended in the absence of fetal microcephaly or
intracranial calcifications.
Zika virus RT-PCR testing can be performed on amniotic fluid (7,9). Currently, it is unknown
how sensitive or specific this test is for congenital infection. Also, it is unknown if a positive
result is predictive of a subsequent fetal abnormality, and if so, what proportion of infants born
after infection will have abnormalities. Amniocentesis is associated with an overall 0.1% risk of
pregnancy loss when performed at less than 24 weeks of gestation (19). Amniocentesis
performed ≥15 weeks of gestation is associated with lower rates of complications than those
performed at earlier gestational ages, and early amniocentesis (≤14 weeks of gestation) is not
recommended (20). Health care providers should discuss the risks and benefits of
amniocentesis with their patients. A positive RT-PCR result on amniotic fluid would be
suggestive of intrauterine infection and potentially useful to pregnant women and their health
care providers (20).
For a live birth with evidence of maternal or fetal Zika virus infection, the following tests are
recommended: histopathologic examination of the placenta and umbilical cord; testing of frozen
placental tissue and cord tissue for Zika virus RNA; and testing of cord serum for Zika and
dengue virus IgM and neutralizing antibodies. CDC is developing guidelines for infants infected
by Zika virus. If a pregnancy results in a fetal loss in a woman with history of travel to an area
of Zika virus transmission with symptoms consistent with Zika virus disease during or within 2
weeks of travel or findings of fetal microcephaly, Zika virus RT-PCR and immunohistochemical
staining should be performed on fetal tissues, including umbilical cord and placenta.
There is no commercially available test for Zika virus. Testing for Zika virus infection is
performed at CDC and several state health departments. Health care providers should contact
their regional Public Health offices to facilitate testing, and for assistance with interpreting
results (4).

How to Treat Pregnant Women with Diagnoses of Zika Virus Disease
No specific antiviral treatment is available for Zika virus disease. Treatment is generally
supportive and can include rest, fluids, and use of analgesics and antipyretics (4). Fever should
be treated with acetaminophen (21). Although aspirin and other nonsteroidal anti-inflammatory
drugs are not typically used in pregnancy, these medications should specifically be avoided until
dengue can be ruled out to reduce the risk for hemorrhage (4,9,17).
In a pregnant woman with laboratory evidence of Zika virus in serum or amniotic fluid, serial
ultrasounds should be considered to monitor fetal anatomy and growth every 3–4 weeks.
Referral to a maternal-fetal medicine or infectious disease specialist with expertise in pregnancy
management is recommended.
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FIGURE. Interim guidance: testing algorithm*,†, for a pregnant woman with history of travel to an area¶ with Zika virus transmission, with
or without clinical illness** consistent with Zika virus disease

*Availability of Zika virus testing is limited; consult your state or local health department to facilitate testing. Tests include Zika virus reverse transcription–
polymerase chain reaction (RT-PCR) and Zika virus immunoglobulin M (IgM) and neutralizing antibodies on serum specimens. Given the overlap of symptoms and
†
endemic areas with other viral illnesses, evaluate for possible dengue or chikungunya virus infection. Laboratory evidence of maternal Zika virus infection: 1) Zika
virus RNA detected by RT-PCR in any clinical specimen; or 2) positive Zika virus IgM with confirmatory neutralizing antibody titers that are ≥4-fold higher than
dengue virus neutralizing antibody titers in serum. Testing would be considered inconclusive if Zika virus neutralizing antibody titers are <4-fold higher than dengue
virus neutralizing antibody titers.
§
Amniocentesis is not recommended until after 15 weeks of gestation. Amniotic fluid should be tested for Zika virus RNA by RT-PCR.>
¶
Updates on areas with ongoing Zika virus transmission are available online (http://wwwnc.cdc.gov/travel/notices/).
** Clinical illness is consistent with Zika virus disease if two or more symptoms (acute onset of fever, maculopapular rash, arthralgia, or conjunctivitis) are present .
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Recommendations for Health Care Providers


Zika virus infection should be considered in patients with acute fever, rash, arthralgia, or
conjunctivitis, who travelled to areas with ongoing transmission in the two weeks prior
to onset of illness.



All travelers should take steps to avoid mosquito bites to prevent Zika virus infection and
other mosquito-borne diseases.

Healthcare providers are encouraged to report suspected Zika virus disease cases to your
regional Public Health Department to facilitate diagnosis and to mitigate the risk of local
transmission.
Public Health Practitioners




SC DHEC will investigate and facilitate testing for Zika virus disease reports in returning
travelers from areas with documented transmission.
Laboratory-confirmed Zika virus infections will be reported to CDC by SC DHEC.
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Resources for Additional Information







General information about Zika virus and disease: http://www.cdc.gov/zika/
Zika virus information for clinicians: http://www.cdc.gov/zika/hc-providers/index.html
Protection against mosquitoes: http://wwwnc.cdc.gov/travel/yellowbook/2016/the-pretravelconsultation/protection-against-mosquitoes-ticks-other-arthropods
Travel notices related to Zika virus: http://wwwnc.cdc.gov/travel/notices
Information about Zika virus for travelers and travel health providers:
http://wwwnc.cdc.gov/travel/yellowbook/2016/infectious-diseases-related-to-travel/zika
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Pan American Health Organization (PAHO):
http://www.paho.org/hq/index.php?option=com_topics&view=article&id=427&Itemid=4
1484&lang=en
Information on microcephaly:
http://www.cdc.gov/ncbddd/birthdefects/microcephaly.html
Approximate distribution of Aedes aegypti and Aedes albopictus mosquitoes in the
United States: http://www.cdc.gov/chikungunya/resources/vector-control.html

DHEC contact information for reportable diseases and reporting
requirements
Federal HIPAA legislation allows disclosure of protected health information, without consent of the
individual, to public health authorities to collect and receive such information for the purpose of
preventing or controlling disease. (HIPAA 45 CFR §164.512).

Regional Public Health Offices – 2016
Mail or call reports to the Epidemiology Office in each Public Health Region

Lowcountry
4050 Bridge View Drive, Suite 600
N. Charleston, SC 29405
Fax: (843) 953-0051

Lowcountry
Berkeley, Charleston, Dorchester
Phone: (843) 953-0043
Nights/Weekends: (843) 441-1091
Beaufort, Colleton, Hampton, Jasper
Phone: (843) 322-2453
Nights/Weekends: (843) 441-1091

Allendale, Bamberg, Calhoun, Orangeburg
Phone: (803) 268-5833
Nights/Weekends: (843) 441-1091

MAIL TO:
Midlands
2000 Hampton Street
Columbia, SC 29204
Fax: (803) 576-2993

CALL TO:
Midlands

Pee Dee

Upstate

145 E. Cheves Street
Florence, SC 29506
Fax: (843) 661-4859

200 University Ridge
Greenville, SC 29602
Fax: (864) 282-4373

Pee Dee

Upstate

Kershaw, Lexington, Newberry,
Richland
Phone: (803) 576-2749
Nights/Weekends: (888) 801-1046

Chesterfield, Darlington, Dillon,
Florence, Marlboro, Marion
Phone: (843) 661-4830
Nights/Weekends: (843) 915-8845

Chester, Fairfield, Lancaster, York
Phone: (803) 286-9948
Nights/Weekends: (888) 801-1046

Clarendon, Lee, Sumter
Phone: (803) 773-5511
Nights/Weekends: (843) 915-8845

Abbeville, Greenwood, Laurens,
McCormick
Phone: (864) 227-5947
Nights/Weekends: (866) 298-4442

Aiken, Barnwell, Edgefield, Saluda
Phone: (803) 642-1618
Nights/Weekends: (888) 801-1046

Georgetown, Horry,
Williamsburg
Phone: (843) 915-8804
Nights/Weekends: (843) 915-8845

Cherokee, Greenville, Pickens,
Spartanburg, Union
Phone: (864) 372-3133
Nights/Weekends: (866) 298-4442

For information on reportable conditions, see
http://www.scdhec.gov/Health/FHPF/ReportDiseasesAdverse
Events/ReportableConditionsInSC/

Anderson, Oconee
Phone: (864) 260-5801
Nights/Weekends: (866) 298-4442

DHEC Bureau of Disease Control
Division of Acute Disease Epidemiology
2100 Bull St ∙ Columbia, SC 29201
Phone: (803) 898-0861∙ Fax: (803) 898-0897
Nights / Weekends: 1-888-847-0902

Categories of Health Alert messages:
Health Alert
Conveys the highest level of importance; warrants immediate action or attention.
Health Advisory
Provides important information for a specific incident or situation; may not require immediate action.
Health Update
Provides updated information regarding an incident or situation; unlikely to require immediate action.
Info Service
Provides general information that is not necessarily considered to be of an emergent nature.
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