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Rationale for public health action 

 To identify and minimise risk to high risk contacts 

 

Details of case 

 Phone call will usually be from clinician concerned about potential high risk 
contacts of a case of chickenpox or herpes zoster. 

 
See supporting information 
for definitions of high risk 
contacts 

Guide to risk assessment 

 Clinical diagnosis of chickenpox is sufficient.  Most cases are not lab confirmed 
due to high specificity of clinical diagnosis. 

 Neonates, immunosuppressed and pregnant contacts are more at risk of 
complications and require assessment for post-exposure prophylaxis (PEP) 
with Human Varicella Zoster Immunoglobulin (VZIG). 

 Assessment for PEP depends on significance of exposure 

 Use of varicella vaccine is not appropriate in these circumstances. 

 Where VZIG is not indicated, antivirals may be used to attenuate an attack in 
patients for whom attenuation would be desirable e.g. cystic fibrosis. 

 

 
 
 
 
 
See supporting information 
for definitions of significant 
exposure 

Initial actions 

 Advise that case is isolated if admitted to hospital or, if not admitted, has 
information about how long to be isolated at home for 

 Identify high risk contacts with a significant exposure by discussing with the case 
and/or GP/clinician  

 Obtain chicken pox history of contacts 

 Healthcare workers and pregnant contacts with a definite history of natural 
disease or vaccination are immune and can be reassured.  

 High risk contacts without a definite history of chickenpox need to be tested for 
specific IgG and may require VZIG within 7-10 days of contact. 

 Immunosuppressed contacts need to be tested regardless of history 

 Contact the local lab to ensure that serology results will be available within the 
required timescale for giving VZIG 

 Recommend VZIG as per the flowcharts in the Immunoglobulin handbook. 
 

 
See supporting information 
for further info on 
healthcare worker contacts 
 
See: 
https://www.gov.uk/search?
q=immunoglobulin+handbo
ok 
 
https://www.gov.uk/govern
ment/collections/chickenpo
x-public-health-
management-and-guidance 
 

******DDiissccuussssiioonn  AAlleerrtt****** 

 Consider IMT for cases of chickenpox in healthcare workers outside of a 
hospital setting 

 Cases in a healthcare worker from an acute hospital are likely to be managed 
by the hospital infection control team and occupational health.  The HPT role is 
supportive. 

 

Communications 

 Send GP letter 

 

Records 

 Record the index case as a ‘Case’ on HP Zone and record details of the 
associated contacts as ‘Contacts’ 

 Ensure any electronic and/or paper records comply with the HPT records 
management protocol 

 
HPZone can be found at 
https://hpzone.org.uk 
 

 

Anglia Health Protection Team 

Anglia and Essex Centre, PHE 

www.gov.uk/phe 

See 

Appendix 5 

See 

Appendix 5 

See 

Appendix 5 
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Supporting Information 
 

 

Definition of significant exposure  
 

Three aspects of the exposure are relevant: 

1. Type of varicella-zoster infection in index case: The risk of acquiring infection from an 
immunocompetent individual with non-exposed zoster lesions (e.g. thoraco-lumbar) is remote. The issue 
of VZIG should therefore be restricted to those in contact with chickenpox, or the following: disseminated 
zoster*, immunocompetent individuals with exposed lesions (e.g. ophthalmic zoster) or 
immunosuppressed patients with localised zoster on any part of the body (in whom viral shedding may 
be greater).  

2. The timing of the exposure in relation to onset of rash in index case: VZIG should normally be 
restricted to patients exposed to a case of chickenpox or disseminated zoster between 48 hours before 
onset of rash until cropping has ceased and crusting of all lesions, or day of onset of rash until crusting 
for those exposed to localised zoster. 

3. Closeness and duration of contact: The following should be used as a guide to the type of exposure, 
other than maternal/neonatal and continuous home contact, that requires VZIG prophylaxis: 

Contact in the same room (e.g. in a house or classroom or a 2-4 bed hospital bay) for a significant 

period of time (15 minutes or more). 

Face to face contact, for example while having a conversation.  

In the case of large open wards, where air-borne transmission at a distance has occasionally been 

reported, the necessity of giving VZIG to all susceptible high-risk contacts should be considered, 

particularly in paediatric wards where the degree of contact may be difficult to define. 

 

* Disseminated zoster: dissemination usually is defined as a generalized eruption of more than 10-12 extra-

dermatomal vesicles occurring 7-14 days after the onset of classic dermatomal shingles. Disseminated 

zoster typically is indistinguishable clinically from varicella (chickenpox).  

 

 

Definition of high risk contacts 

1. Immunosuppressed patients  
2. Neonates 
3. Pregnant women 

 

 

Healthcare worker with significant exposure to a case  

(NB Healthcare workers should have been vaccinated if no history of natural disease) 

 

If immune – no exclusion but advice to contact occupational health if unwell / rash develops (second 

infection rare but described) 

If uncertain / negative history – test for IgG and advise may develop illness; avoid contact with high risk 

patients (as per above) for 8-21 days post contact and report to occupational health if unwell; vaccinate 

If develops chickenpox – exclude until 5 days after onset of rash (if has shingles – inform hospital Infection 

Control Team and occupational health) 

 


