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Screening and Treatment for Group B Streptococcus in 
Pregnancy 

 
 
1. Group B streptococcus (GBS) emerged as the leading cause of early onset neonatal 

sepsis in the late 1970s.1,2  Approximately 15 - 25% of women will be asymptomatic 
carriers of Group B streptococcus of which, if left untreated, 1 in 200 will have 
neonates that will develop neonatal sepsis. 3,4,5  

 
2. The use of intrapartum prophylaxis with antibiotics (penicillin) given to women at risk of 

transmission of GBS to their newborns, prevents early onset sepsis2,6,7,8 and is cost 
effective.9,10 [Level A II]  In the USA intrapartum chemoprophylaxis has led to a fall in 
the incidence of early onset group B streptococcal infection from 1.5:1000 (prior to 
screening in 1993) to 0.3:1000 in 2006. .7  In Australia, intrapartum chemoprophylaxis 
has led to a decline in the incidence of early onset GBS disease in the past decade. 15 

The incidence of late onset GBS infection (7-89 days after birth) remains unchanged. 
 
3. Penicillin administered to a woman with no history of β-lactam allergy has a risk of 

anaphylaxis of 4/10,000 to 4/100,000.7 Mortality is rare in a fully medically staffed 
hospital setting.  Any morbidity associated with anaphylaxis is greatly offset by 
reduction in incidence of neonatal and maternal sepsis. 

 
4. Guidelines for prevention of early onset neonatal GBS have recommended either a 

risk-based or screening approach to identify pregnant women for intrapartum antibiotic 
prophylaxis.7,11 

 
5. Clinical risk factors for infants developing early onset disease GBS infection are:  

� gestation ≤ 37 weeks duration,  

� rupture of membrane ≥ 18 hours,  

� maternal fever ≥ 38°C.  

� previous GBS infected baby. These women should have 
chemoprophylaxis in subsequent pregnancies, irrespective of her 
current colonisation status.12 [Level B II]  

� GBS bacteruria (and of any count) during that pregnancy. These women 
should also have intrapartum chemoprophylaxis.12  [Level B II] 

 
6. For the screening approach, GBS carriage is best predicted by prenatal screening at 

35-37 weeks gestation [combined low vaginal and anorectal swab placed into a 
selective enrichment broth medium.12  Culture results are less predictive of status at 
term if performed at earlier gestations 13 

[This swab can be clinician collected or patient self-collected (see diagram)].  
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7. In a large retrospective cohort study, a stronger protective effect (more cases of early-

onset disease prevented) was seen for microbiological screening of GBS colonization 
(culture based), as compared to the obstetric risk based prevention strategy (RR 0.46; 
95% CI 0.36-0.6).12  The CDC (Centers for Disease Control, USA) have consequently 
concluded that culture-based strategy is superior.12  ACOG and the American College 
of Paediatrics recommend universal screening over risk-based screening. Where 
however it is impractical or inappropriate to collect swabs for assessment of GBS 
colonisation, it is recommended that the obstetric risk factor strategy be adopted. 

 
8. As screening cultures take 24-48 hours to become positive, cultures are not useful in 

the initial management of labour. In the future, PCR based rapid tests may become the 
standard of care in labour because of their high sensitivity, specificity and rapid (<1 
hour) turnaround time. However, this is not yet available in routine practice in Australia 
and would require a 24-hour, 7-day week operating molecular biology service. 

 
9. Adequate intrapartum chemoprophylaxis is defined as penicillin ≥ 4 prior hours to 

delivery.14 [Level C II] Penicillin is preferred over Ampicillin because of its’ narrower 
spectrum of activity, but resistance has not been observed for either Penicillin or 
Ampicillin. Appropriate doses for intrapartum penicillin are 1.2 gm IV benzyl penicillin 
loading dose, then 600 mg 4 hourly until delivery.   

 
10. Among women with penicillin allergy, sensitivity testing should be requested at the time 

of screening culture. Approximately 20% of GBS will be resistant to clindamycin, and 
30% to erythromycin.  For those women allergic to penicillin, alternative antimicrobial 
strategies15 should be used in accordance with local institutional guidelines.  

 

11. For elective Caesarean section (not in labour; no rupture of membranes) no 
prophylaxis is recommended, irrespective of carriage.12 [Level C II] 

 
 
Levels of Evidence 
 
Strength of Recommendation     A � C (as per CDC web site) 
 
A Strong evidence for efficacy substantial clinical benefit = Strongly Recommended 
B Strong/moderate evidence of efficacy; limited clinical benefit = Generally Recommended 
C Insufficient evidence for efficacy or efficacy does not out way possible adverse 

consequences = Optional 
 
Quality of Evidence Supporting Recommendation 
 
Level I At least one randomised control trial (RCT) or rigorous laboratory based study 

replicated by an independent investigator. 
 
Level II At least one well-designed clinical trial (not randomised); cohort or case control 

analytical study. 
 
Level III Opinion of respective authority based on clinical or laboratory experience or 

descriptive study. 
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Links to other related College Statements 

C-Obs 3 Antenatal screening tests 
 
C-Gen 2 Guidelines for consent and the provision of information regarding proposed treatment  
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Patient Resources 
RANZCOG patient information pamphlet:  Antenatal care and routine tests during pregnancy - 
a guide for women (July 2002) 
 
 
Disclaimer 
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a 
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient. 
 
The statement has been prepared having regard to general circumstances. It is the responsibility of each Practitioner to have 
regard to the particular circumstances of each case, and the application of this statement in each case. In particular, clinical 
management must always be responsive to the needs of the individual patient and the particular circumstances of each case. 
 
This College statement has been prepared having regard to the information available at the time of its preparation, and each 
Practitioner must have regard to relevant information, research or material which may have been published or become 
available subsequently. 
Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes 
no responsibility for matters arising from changed circumstances or information or material that may have become available after 

the date of the statements.  

 


