Prevention of Perinatal Group B Streptococcal Disease

The following discussion was taken from the CDC’s Morbidity and Mortality Weekly Report August 16, 2002 / Vol. 51 / No. RR-11.

Group B streptococcus (GBS) remains a leading cause of serious neonatal infection despite great progress in perinatal GBS disease prevention in the 1990s. In 1996, CDC, in collaboration with other agencies, published guidelines for the prevention of perinatal group B streptococcal disease.  Data collected after the issuance of the 1996 guidelines prompted reevaluation of prevention strategies at a meeting of clinical and public health representatives in November 2001. This report replaces CDC’s 1996 guidelines. The recommendations are based on available evidence and expert opinion where sufficient evidence was lacking.  

Before the widespread us of intrapartum antibiotics, the incidence of invasive neonatal GBS disease ranged from 2 to 3 cases per 1,000 live births.  Coinciding with active prevention efforts in the 1990s, the incidence of early-onset disease declined by 70% to 0.5 cases per 1,000 live births in 1999. The incidence of invasive GBS infections among pregnant women in the United States declined by 21% from 0.29 per 1,000 live births in 1993 to 0.23 in 1998, suggesting that increased use of intrapartum antibiotics also prevented some cases of maternal GBS aminionitis and endometritis.  In contrast, the rate of late-onset disease during a period when use of intrapartum antibiotics was increasing suggests that this intervention is not effective against late-onset disease.
Although many of the recommendations in the 2002 guidelines are the same as those in 1996, they include some key changes that are listed below.

· Recommendation of universal prenatal screening for vaginal and rectal GBS colonization of all pregnant women at 35-37 weeks' gestation, based on recent documentation in a large retrospective cohort study of a strong protective effect of this culture-based screening strategy relative to the risk-based strategy.

· Updated prophylaxis regimens for women with penicillin allergy

· Detailed instruction on prenatal specimen collection and expanded methods of GBS culture processing, including instructions on antimicrobial susceptibility testing

· Recommendation against routine intrapartum antibiotic prophylaxis for GBS-colonized women undergoing planned cesarean deliveries who have not begun labor or had rupture of membranes

· A suggested algorithm for management of patients with threatened preterm delivery

· An updated algorithm for management of newborns exposed to intrapartum antibiotic prophylaxis

Although important changes have been instituted as above, many recommendations remain the same:

· Penicillin remains the first-line agent for intrapartum antibiotic prophylaxis, with ampicillin an acceptable alternative.

· Women whose culture results are unknown at the time of delivery should be managed according to the risk-based approach: the obstetric risk factors remain unchanged (i.e., delivery at <37 weeks’ gestation, duration of membrane rupture ( 18 hours, or temperature ( 100.4(F ((38.0(C().

· Women with negative vaginal and rectal GBS screening cultures within 5 weeks of delivery do not require intrapartum antimicrobial prophylaxis for GBS even if obstetric risk factors develop (i.e., delivery at <37 weeks’ gestation, duration of membrane rupture ( 18 hours, or temperature ( 100.4(F ((38.0(C().

· Women with GBS bacteriuria in any concentration during their current pregnancy or who previously gave birth to an infant with GBS disease should receive intrapartum antimicrobial prophylaxis.

· In the absence of GBS urinary tract infection, antimicrobial agents should not be used before the intrapartum period to treat asymptomatic GBS colonization.

Although universal screening for GBS colonization is anticipated to result in further reductions in the burden of GBS disease, the need to monitor for potential adverse consequences of intrapartum antibiotic use, such as emergence of bacterial antimicrobial resistance or increased incidence or severity of non-GBS neonatal pathogens, continues, and intrapartum antibiotics are still viewed as an interim strategy until GBS vaccines achieve licensure.

Following this discussion are two examples of Group B Streptococcal Protocols that are being used in Newborn Nurseries of two different hospitals in the state of Georgia.  Both protocols have the new CDC guidelines incorporated into them.  If you would like, please fell free to use these as a template for your hospital’s GBS protocol. 

