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Infectious Mononucleosis In
Third Trimester of Pregnancy
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Infectious mononucleosis is a relatively com-
mon disease caused by Epstein-Barr virus in
young women of child-bearing age.1Several case
reports reveal infants with severe congenital stig-
mata resulting from maternal Epstein-Barr virus
infections in the first trimester of pregnancy.24
Little appears to be known about infectious
mononucleosis and its effects on a fetus in the
third trimester of pregnancy. Because of the mor-
phologic similarities of Epstein-Barr virus and the
herpes virus group, the outcome of a pregnancy
with documented Epstein-Barr virus in the third tri-
mester would be of particular interest. The following
is a case report of a maternal mononucleosis infec-
tion documented one week prior to delivery.

Case Report

T.W. was a 19-year-old married white woman,
gravida 1. She had an uneventful pregnancy until
the 36th week, when she had premature rupture of
membranes with nitrazine-positive fluid. This leak
sealed within two to three hours. The patient was
hospitalized, monitored for contractions, and re-
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leased after three days when serial white cell
counts, endocervical cultures, and temperatures
did not reveal evidence of amnionitis. She was
then followed in the clinic on a twice-weekly basis
for the next two weeks. At 38 weeks she com-
plained of a sore throat, fatigue, myalgias, and
swollen cervical lymph nodes at a routine visit.
Physical examination showed her to have an ery-
thematous throat without exudates and several
1-to 1.5-cm tender, mobile anterior cervical
lymph nodes. The spleen could not be palpated
and there was no skin rash. She had a negative
streptococcal screen of the throat and a positive
Monospot test. The white cell count was 5,100/
mm3with 37 percent lymphocytes and 12 percent
atypical lymphocytes.

Six days later the patient had spontaneous onset
of labor followed by spontaneous rupture of mem-
branes. A 7 Ib 11 oz boy was delivered vaginally.
His Apgar scores were 6 at one minute and 9 at
five minutes. The child had no abnormalities on
physical examination. During his nursery stay, he
had no problems with skin rash, respiratory dis-
tress, hypoglycemia, or temperature instability.
The highest bilirubin value was 9.4 mg/100 mL at
three days of age. His Monospot was negative,
and there were no transformed lymphocytes on a
peripheral smear of blood.

While hospitalized, the mother continued to
have positive Monospot results and had 11 percent

Continued on page 1174
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INFECTIOUS MONONUCLEOSIS

Continued from page 1171
atypical lymphocytes. Both mother and child were
discharged uneventfully at 72 hours.

Prior to the child’s delivery there was concern
about the possibility of a fetal Epstein-Barr virus
(EBV) infection. Samples of maternal peripheral
venous blood and the infant’s cord blood were
sent to the Mayo Clinic for Epstein-Barr virus
titers. TORCH titers (toxoplasmosis, rubella, cy-
tomegalovirus, and herpes simplex virus) were

also done during the acute infection (Table 1).
The mother’s serum contained both IgG and

IgM antibodies to the EBV viral capsid antigen
(VCA). This is compatible with an acute infection.
The 1gG-EA (early antigen) was quite high in the
mother, indicating an active infection. This may
also be found with an abortive infection without
indirect immunofluorescence to viral capsid anti-
gen or viral particles. The significance of IgG-EA
is not clear at this time. The IgG-EBNA is an IgG
antibody to Epstein-Barr virus nucleic acids. This
is of particular interest, since it is usually not ele-
vated until several months after the acute infec-
tion. The negative 1gG-EBNA in this setting indi-
cates a primary infection.5

The infant would be expected to show some
degree of IgG-VCA and IgG-EA because of the
transplacental crossing of IgG. IgM does not cross
the placenta. That there was IgM-VCA in the in-
fant’s cord blood indicates there was a fetal
Epstein-Barr virus infection.

TORCH infections, especially cytomegalo-
virus, can be remarkably similar to infectious
mononucleosis and do not cause a positive Mono-
spot. The mother had a rubella and herpes infec-
tion at an unknown time. Since she had a screen-
ing rubella titer in the first trimester of 1to 80, an
acute rubella infection was unlikely. She had no
signs or symptoms of a herpes infection during
pregnancy or of any other TORCH infection.

Unfortunately, both the mother and child were
lost to follow-up after the six-week postpartum
visit, and there were no convalescent titers. A
telephone follow-up at three months revealed the
child to be thriving and developing without prob-
lems. Further attempts at contact have been futile.

Epstein-Barr virus as a teratogen is a subject
needing further investigation. This pregnancy, with
a well-established diagnosis of third-trimester
mononucleosis and a favorable outcome of the in-
Continued on page 1179
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WORKPLACE OBSERVATION

Table 1. Acute Viral Titers

lgG-VCA IgM-VCA

Mother 160 >10 <10
Infant 20 5 <10

Negative
Negative

fected infant within the confines of limited
follow-up, adds to the existing knowledge of peri-
natal viral infections and their sequelae.
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Workplace Observation:
Key to a Meaningful Office History

Melissa E Larsen, MD, Stanley H. Schuman, MD, DrPH, and Barry L. Hainer, MD

Charleston, South Carolina

As the workplace becomes more complex in
terms of energy, automation, specialization, and
chemicals, it becomes more difficult to obtain
a good occupational history from the patient. A
good history is defined as one the physician can
understand and put to use for diagnosis, treat-
ment, prevention, or rehabilitation.

Shortcomings of the Routine Work History

There are a number of difficulties with the
standard approach to occupationally related health
problems. Often the occupational history is taken
as a lengthy questionnaire filled out by patients
(with or without assistance) when they first visit.1
The questionnaire is reviewed and then filed, usu-
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ally not to be updated. When the physician tries to
obtain a more detailed occupational history, the
process is likely to be tedious, time consuming,
and less than accurate. Patients vary in their abil-
ity to describe the workplace, especially if the
physician does not know the appropriate questions
to ask. In fact, the more complex, technical, or
repetitive the task, the less revealing may be the
worker’s description. Each workplace has a termi-
nology all its own that the physician may find con-
fusing. Too often a work-related problem is missed
because the physician decides, from an inadequate
data base, that the workplace is not likely to be
relevant in the disease process; the extra effort
required to obtain a detailed occupational history
is therefore deferred, delegated, or neglected. On
the other hand, some workers ascribe to their jobs
symptoms that are not work-related.2

Observation at the Workplace

One way to improve the office-obtained occu-
pational history is to train primary care physicians

® 1983 Appleton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 16, NO. 6: 1179-1184, 1983 1179



