
 

 
 
 

Prevention of Group B Streptococcal (GBS) infection 
 
 

Key Points 
 

 GBS is currently the most common cause of sepsis and infectious death in 
neonates in England. 

 Screening will be offered at 35-37/40 (32-34/40 if multiple pregnancy). 

 In women meeting the criteria for intrapartum antibiotics, antibiotics should be 
started as soon as labour is established or rupture of membranes is confirmed. 
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This guideline has been registered with the trust. However, clinical guidelines are 
guidelines only. The interpretation and application of clinical guidelines will remain the 
responsibility of the individual clinician. If in doubt contact a senior colleague or expert. 
Caution is advised when using guidelines after the review date. This guideline is for use 
in Frimley Health Trust hospitals only. Any use outside this location will not be supported 
by the Trust and will be at the risk of the individual using it. 
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1. INTRODUCTION 
 
Group B streptococci (streptococcus agalactiae) are currently the most common cause of 
sepsis and infectious death in neonates in England. Incidence of early onset neonatal GBS 
infection is 0.57/1000 births in the UK and Ireland in 20151. 
 
This guideline aims to set out strategies to prevent early onset GBS infections in the 
neonate. 
 
 

2. ANTENATAL 
 
A National Screening Committee review in 2017 concluded that systematic population 
screening was not recommended due to uncertainty about clinical effectiveness and 
potential increase in adverse outcomes to mother and baby.2 

 
We do not offer routine or maternal request screening to women booked at Frimley Health. 
 
If a vaginal or rectal swab, or urine sample, taken incidentally during the current pregnancy 
is positive for GBS, then this should be recorded in the notes and the appropriate sticker 
placed on the front page of the handheld notes. The patient should be directed to the RCOG 
patient information leaflet titled “Group B Streptococcus (GBS) in pregnancy and newborn 
babies”. 
 
If GBS bacteriuria is identified, treatment should be offered as for a urinary tract infection, 
guided by our antibiotic policy and any sensitivity on the microbiology report. 
 
Women with GBS in previous pregnancy have a 50% chance of still being carriers.  
They will be offered screening at 35-37/40 (32-34/40 if multiple pregnancy) with a low 
vaginal swab followed by an anorectal swab (same swab).  
 
At FPH: Request the enriched culture medium swab on the ICE system by typing “GBS” in 
the search bar: this will allow the selection of “Group B Strep Screen”.  
 
At WPH: While this test is being set up, women should be offered screening by carrying out 
a low vaginal swab.  
 
If they decline screening, intrapartum antibiotics will be offered. 
 
Membrane sweeping is not contraindicated in carriers of GBS. 
 
 

3. LABOUR 
 
Intrapartum antibiotics should be offered for the following groups of women when attending 
with SROM or in labour: 
 
 Those with a previously affected baby with early or late onset neonatal GBS disease 

as reported by the mother and documented in the maternal notes 
 Those with a previously detected GBS bacteriuria during the current pregnancy, as 

documented in the maternal notes, (irrespective of whether the GBS bacteriuria was 
treated with antibiotics) 

 Those with known GBS colonisation of the vagina and / or rectum (determined from a 
vaginal / rectal swab) in the current pregnancy, as documented in the maternal notes 
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 Preterm labour (<37 weeks’ gestation), with intact membranes or rupture of 
membranes of any duration, whether suspected, diagnosed or established 

 Maternal pyrexia (>38°C) observed at any point in labour, including clinically suspected 
/ confirmed chorioamnionitis  

 
In women meeting the criteria for intrapartum antibiotics, antibiotics should be started as 
soon as labour is established or rupture of membranes is confirmed, in order to ensure 
adequate cover is given prior to delivery.  

 In the case of pre-term pre-labour rupture of membranes, give erythromycin as per 
protocol and then commence induction of labour usually after 34 weeks with IV 
antibiotic cover given once labour is established. 

 In the case of pre-labour rupture of membranes, augmentation of labour should be 
offered with IV antibiotic cover without waiting 24 hours.  

 
Women meeting the criteria for intrapartum antibiotics who choose to labour in water should 
have antibiotics via a butterfly which is removed after each dose or via a cannula which is 
kept out of the water and kept dry.  
 
IV antibiotic prophylaxis should not be offered if; 

 GBS positive women choose to have a home birth, due to the risk of anaphylaxis. 
 GBS positive women are planned for an elective caesarean section, as the risk of 

disease with intact membranes is very small. 
 
 

4. ANTIBIOTIC REGIME 
 
Please see Adult Antimicrobial Guide under Prophylaxis. There is a sub-section on obstetric 
prophylaxis which includes the GBS Intrapartum regime. 
 
 

5. POSTNATAL 
 
FPH: refer to the ‘Management of the newborn at risk of GBS’ guideline. 
WPH: refer to the ‘Immediate care of the newborn’ guideline. 
The presence of GBS in the mother should be recorded in the paediatric notes, including 
whether intrapartum antibiotics have been given or not. 
 
Early onset GBS disease in the neonate occurs in the first seven days of life, and late onset 
from seven days to four months4. Appropriate documentation of maternal GBS status in 
discharge paperwork is essential to ensure prompt diagnosis if illness arises. 
 
 

6. AUDITABLE STANDARDS 
 
Percentage of eligible women with various risk factors receiving intrapartum antibiotic 
prophylaxis 
 
Percentage of women receiving intrapartum antibiotic prophylaxis for at least two hours prior 
to delivery 
 
Percentage of women with pyrexia receiving broad-spectrum antibiotics  
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7. MONITORING COMPLIANCE 
 
This guideline will be subject to three yearly audit and results presented to the department 
clinical audit meeting.  
 
Action plans will be monitored at the quarterly department clinical governance meeting.  
 
The audit midwife takes responsibility for initiating and reporting the audit. 
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