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CMV Work Group
• Revised CMV awareness/education campaign delivered to SA Health Sites and GP 
practices in late 2019 - early 2020
o governed by small SA Health work group

o poster and some patient info brochures

• COVID!

• SA Maternal Neonatal Gynaecology Community of Practice (MNGCOP) Clinical 
Reference Group (CRG) Work Group
o Representatives from each LHN

• Update CMV PPG

• Determine CMV awareness/education needed

• Not finished yet!
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CMV
• Leading cause of congenital infection

• Leading non-genetic cause of deafness in children

• 200-600 children born in Australia annually with abnormalities due to CMV 

• 1-6% of pregnant women will acquire a primary infection antenatally

• 50% of the child-bearing population are already immune

• Risk of vertical transmission to the fetus after maternal primary CMV increases with advancing 

gestation

• Risk of severe fetal impairments are rare when infection occurs after the first trimester

• Most primary CMV infections are asymptomatic – care is supportive



Epidemiology

• Incidence of primary CMV infection in pregnancy = recent figures suggest at least 1% and up to 6%

• Incidence of congenital CMV 0.3-2.3%

• Shed in saliva, urine and breast milk

• Primary infection

→ resting/latent phase (IgG positive), can reactivate spontaneously when immunity is 

suppressed; e.g pregnancy

→ IgM production, can last up to 2-3 years + elevated risk of transmission persists 

• Clinical picture – mononucleosis syndrome, flu-like Sx, infection of GI tract, ↑ LFTs, Rash



Transmission
• handling articles contaminated with saliva, urine, secretions

– particularly after changing nappies

• sharing drinks, food, cups, water, toothbrushes and utensils with young 
children (< 3 years of age) during pregnancy

• contact with the saliva of young children (<3 years of age)

• saliva when kissing a child (<3 years of age)

• sharing a dummy/soother with a child

• toys and counter tops and other surfaces that have not been regularly 
cleaned with simple detergent



Primary Prevention
RANZCOG Statement (2019)

All pregnant women and women trying to conceive, should be given information about CMV 
prevention as part of routine antenatal or pre-pregnancy care.

• Good handwashing after handling articles contaminated with saliva, urine, secretions –
particularly after changing nappies

• Not sharing drinks, food, cups, water, toothbrushes and utensils with young children (< 3 
years of age) during pregnancy

• Avoiding contact with the saliva of young children (<3 years of age)

• Avoiding saliva when kissing a child (<3 years of age)

• Not sharing a dummy/soother with a child

• Regular cleaning of toys and counter tops and other surfaces with simple detergent.





Transmission
• Vertical transmission (mother to fetus), after maternal primary CMV increases with advancing 
gestation

- Pre-conception period = 21%
- 1st trimester = 37%
- 2nd trimester = 40%
- 3rd trimester = 66%

• Importantly, risk of fetal insult after primary infection decreases significantly after the first 
trimester

- Periconception = 29% 
- 1st trimester = 19% 
- 2nd trimester = 1% 
- 3rd trimester <1% 

• Highest risk of fetal insult = primary infection in the periconception period or 1st trimester
- approx 6-7% (risk of transmission x risk of fetal insult)



Screening
• Universal CMV screening in pregnancy is NOT recommended

• When to test

History suggestive of CMV illness

Exposure to known CMV infected individual or blood product

Immunocompromised

Abnormalities on routine antenatal U/S

• Seroconversion rates per annum

General population – 2-3%

*Child care workers – 12.5%

*Parents with child in day care – 2% if non-shedding, up to 24% if child CMV shedding



Diagnosis

Obtain maternal serology for CMV: 

➢ IgG positive and IgM negative = past exposure  

➢ IgG negative/positive and IgM positive = further testing in 2-4 weeks. 

➢ Seroconversion (IgG negative to positive) or a significant rise in IgG   

indicates a recent primary infection

➢ IgG avidity – if low avidity = probably recent primary infection

Back-test any previous serum + compare results
- Antenatal serology stored for 12 months



Management
• Currently no approved treatment for maternal primary CMV

• Evidence is emerging regarding the use of high dose 
Valaciclovir for secondary prevention (ie preventing vertical 
transmission)

• Supportive treatment of viral illness symptoms

Shahar-Nissan, K., et al., Valaciclovir to prevent vertical transmission of 
cytomegalovirus after maternal primary infection during pregnancy: a randomised, 
double-blind, placebo-controlled trial. Lancet, 2020. 396(10253): p. 779-785.



Fetal Assessment

Consider serial fetal ultrasound to detect features associated with symptomatic congenital 
CMV infection (sensitivity around 30 – 50 %)

Ultrasound features associated with symptomatic congenital infection:
• Microcephaly 
• Ascites 
• Hydrops fetalis 
• Oligo/polyhydramnios 
• Hepatomegaly 
• Pseudomeconium ileus
• Hydrocephalus (ventricular dilation) 
• Intrauterine growth restriction (IUGR)
• Intracranial/intrabdominal calcifications
• Pleural/pericardial effusion



Fetal Assessment

• Fetal diagnosis via amniocentesis or fetal blood sampling
- sensitivity is increased by waiting > 6 weeks after maternal infection

• Amniotic fluid >> fetal blood
• PCR better than direct viral isolation
• Sensitivity better after 20 weeks

- Overall PCR and culture on amniotic fluid  
sensitivity 45% <20w 
sensitivity 80-100% > 20w  +  specificity 100% 

• Positive results = CMV infected fetus (PPV 100%) but cannot predict degree of fetal damage
• Low viral load (<103 copies/ml) often associated with asymptomatic congenital infection,   
although correlation with high viral load has not been assessed   



Neonatal Care
Paediatrician at birth + detailed physical examination

Investigations: 
Ophthalmology examination 
Cranial ultrasound (hydrocephaly) 
CT of brain (signs of intracranial calcification, ventriculomegaly, cerebral atrophy) 
Consider magnetic resonance imaging (MRI) 

Laboratory investigations @ 3/52 age :
CMV IgM + viral detection by PCR (positive result indicates congenital CMV)

Follow up:
Infectious Diseases review for possible treatment with Ganciclovir / valganciclovir
Paediatric review of asymptomatic infants with congenital CMV every 3-6/12 for first 2 
years of life



Future risk
There are no consistent guidelines available in relation to the timing of a subsequent 
pregnancy, however most sources advise 6-12 months

Awaiting a decline in CMV IgM to an undetectable level with a concurrent increase in 
CMV IgG avidity to a high level is likely to represent a low risk of vertical transmission 
in future pregnancies



CMV Summary
Universal screening in pregnancy is NOT recommended

Best prevention = Primary prevention by good hand hygiene, surface cleaning and avoiding 
contact with saliva/urine/faeces of children under 3 years of age

Test women for CMV infection if they have history suggestive of CMV illness, exposure to 
CMV, are immunocompromised or have abnormalities on antenatal ultrasound. 

CMV screening should include IgG + IgM antibodies + IgG avidity, + back test serology 

Women require specialist counselling at a tertiary MFM unit 

Fetal diagnosis is by a combination of fetal ultrasound, amniocentesis and + / - fetal serology 

Specific clinical, laboratory and radiological assessment of the newborn is required. 
Asymptomatic babies also require paediatric follow-up for 2 years. 

Women should be informed that risk of congenital CMV infection after primary maternal 
CMV infection is elevated and they should wait to conceive for 6-12 months post sero-
conversion.



Thank you

Questions?

kgowling@glowspecialists.com.au


