
 
 
 
 
 
 
 
 
Target audience Secondary care. 
Patient group All pregnant women/people with current or previous evidence of 

being GBS carriers. The term ‘women/pregnant people’ is used 
within this document to include women, girls, trans men, and non-
binary and intersex people, who are pregnant or have recently 
been pregnant.  
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Abbreviations 
 
BNF    British National Formulary 
EOGBS   early-onset group B streptococcal disease 
GBS   group B streptococcus 
HIS    Healthcare Improvement Scotland  
IAP    intrapartum antibiotic prophylaxis 
IV    intravenous 
KP-EOSC  Kaiser Permanente Early-Onset Sepsis Calculator 
mg    milligrams 
ml    millilitres 
NaCl   sodium chloride 
NHS   National Health Service 
NHSL   National Health Service Lanarkshire 
NICE   National Institute of Health and Care Excellence 
RCOG   Royal College of Obstetricians and Gynaecologists 
RDS   Right Decisions Service 
UTI    urinary tract infection  
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Purpose 
 
The purpose of this guideline is to provide guidance for obstetricians, midwives 
and neonatologists on the prevention of early-onset (less than 7 days of age) 
neonatal group B streptococcal (EOGBS) disease.  
 
This guidance has been developed based on Royal College of Obstetricians and 
Gynaecologists (RCOG) green-top guidance number 36 and local neonatal guidance. 
 
Please also see NHSL guidelines entitled “Sepsis and pyrexia – management in 
pregnancy” and “Adult antibiotic prophylaxis in obstetric and gynaecological surgery” 
available on the Right Decisions Service (RDS) application.  
 
  
Background 
 
Group B streptococcus (GBS) is recognised as the most frequent cause of 
severe early-onset infection in newborn infants. GBS is present in the bowel 
flora of 20–40% of adults (colonisation) and those who are colonised are called 
‘carriers’. This includes pregnant women/birthing people.(1) 

 

There are a number of clinical risk factors that appear to place women/birthing people 
at increased risk of having a baby with EOGBS disease. These include: 
 
• having a previous baby with GBS disease. 
• discovery of maternal GBS carriage through bacteriological investigation during 

pregnancy (for example, a urine infection or a swab taken to investigate a vaginal 
discharge). 

• preterm birth. 
• prolonged rupture of membranes. 
• suspected maternal intrapartum infection, including suspected chorioamnionitis. 
• peripartum pyrexia.(1) 

Screening 
 
Universal bacteriological screening is not recommended.  
 
A maternal request is not an indication for bacteriological screening. 
 
Who should be offered screening for GBS? 

• Women/birthing people with a history of GBS outwith current pregnancy should 
be offered GBS screening or intrapartum antibiotic prophylaxis (IAP). 

• Women/birthing people with a history of GBS who wish to avoid intrapartum 
antibiotics. 
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When to screen for GBS? 
If either of the above risk factors are present, bacteriological testing should be offered 
at 35–37 weeks of gestation or 3–5 weeks prior to the anticipated delivery date, eg. 
32–34 weeks of gestation for women with higher-order pregnancies.  
 
How to screen for GBS? 

• A swab should be taken from the lower vagina and the anorectum. A single 
swab (vagina then anorectum) or two different swabs can be used.  

• It is important to request antibiotic sensitivities from the laboratories if the swab 
is positive for GBS.  

 
Information for women/birthing people about GBS 
All pregnant women/birthing people should be provided with an appropriate 
information leaflet regarding the risks and management of GBS carrier status during 
pregnancy. 
 
No screening test is entirely accurate. Between 17% and 25% of women who have a 
positive swab at 35–37 weeks of gestation will be GBS negative at delivery. Between 
5% and 7% of women who are GBS negative at 35–37 weeks of gestation will be GBS 
positive at delivery. (1) 

Management of GBS detected antenatally 
 
Women/pregnant people with GBS urinary tract infection during pregnancy should 
receive appropriate treatment at the time of diagnosis as well as intrapartum antibiotic 
prophylaxis (IAP). 
 
Antenatal treatment is not recommended for GBS cultured from a vaginal or rectal 
swab.  
 
Antenatal treatment for vaginal or rectal colonisation does not reduce the likelihood of 
GBS colonisation at the time of delivery and so is not indicated in this situation. 
Instead, IAP should be offered to GBS-colonised women/pregnant people.(1) 

Who should be offered IAP? 
 

All women/birthing people with any of the below risk factors should be offered antibiotic 
prophylaxis for at least four hours before birth. This is considered adequate for 
prophylaxis: 

• Women/birthing people planning a vaginal birth with a previous baby with early- 
or late-onset GBS disease. 

• Women/birthing people with GBS bacteriuria identified during the current 
pregnancy. 
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• Women/birthing people planning a vaginal birth and who are GBS 
carriers identified during the current pregnancy.  

• Women/birthing people in preterm labour (irrespective of GBS status or rupture 
of membranes). 

• Women/birthing people with suspected or confirmed preterm prolonged rupture 
of membranes of more than 18 hours duration – babies born to these patients 
must be subject to 24 hours observation if rupture of membranes occurred 18 
hours or more prior to birth.  

• Women/birthing people at term with prolonged rupture of membranes of more 
than 24 hours duration.  

• Women/birthing people planning a vaginal birth who have a pyrexia in labour 
(≥38°C) on one occasion – offer broad spectrum antibiotics that also cover GBS 
(see NHSL guideline entitled “Sepsis and pyrexia – management in 
pregnancy”).  

IAP antibiotic choice 
 
No history of penicillin allergy: 
 

• IV benzylpenicillin (can be administered under NHSL patient group direction 
(PGD) number 1493 by authorised, non-prescribing practitioners eg. midwives): 

o Loading dose: 3g intravenous infusion (see MEDUSA for preparation 
notes). 

o Maintenance dose: 1.8g by intravenous infusion (see MEDUSA for 
preparation notes) every 4 hours until delivery (note that the British 
National Formulary (BNF) recommends 1.5g though NHSL have agreed 
on the use of whole vials giving a total dose of 1.8g as per other units 
and to avoid dose calculation risks). 

 
Penicillin-allergy: 
 
Always check the sensitivities of the the GBS swab sent at 35-37 weeks of gestation. 
 
Mild allergy (eg. nausea and vomiting only):  

• IV cefuroxime: 
o Loading dose: 1.5g bolus. 
o Maintenance dose: 750mg every 8 hours until delivery. 

 
Severe penicillin allergy (eg. anaphylaxis, angioedema, respiratory distress, 
urticaria): 

• IV vancomycin 
o Use with caution in those with a history of renal dysfunction - urea and 

electrolytes to be checked for all patients receiving vancomycin at the 
time of venepuncture. Request as urgent, but do not delay treatment in 
women with risk of or history of renal disease. 
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o Loading dose of vancomycin to be calculated according to the 
actual body weight as follows : 

 

Actual body 
weight 
(kilograms) 

Dose 
(mg) 

Volume of 
0.9% NaCl 
(millilitres) 

Duration 
of 
infusion 
(hours) 

Rate of infusion 
(ml/hour) 

<40 750 250 1.5 166 
40.0 – 59.9 1000 250 2 125 
60.0 – 89.9 1500 500 3 166 
≥ 90 2000 500 4 125 

 
o Maintenance dose: to be calculated based on the urea and electrolytes 

level using the NHS Lanarkshire guideline for vancomycin administration 
in adults: https://www.rightdecisions.scot.nhs.uk/nhsl-antimicrobial-
guidelines/nhsl-antimicrobial-calculators/vancomycin-dosage-
calculator/#/home.  

o Please see references section for Healthcare Improvement Scotland 
vancomycin guidance. 

Potential adverse effects of IAP 
 

• Maternal: anaphylaxis. 
 

• Fetal: possible impact on neonatal bowel flora (eg. reductions in colonisation  with 
lactobacilli). Such changes were suggested to be linked to potential later childhood 
effects (e.g. allergy, obesity and diabetes), however such risks remains theoretical. 

Specific circumstances 

Those who decline IAP 
Women/birthing people with known GBS colonisation who decline IAP should be 
advised that the baby should be closely monitored for 12 hours after birth, and 
discouraged from seeking early discharge from the maternity hospital. 
 
Previous GBS colonisation with no previous neonatal infection 
The likelihood of maternal GBS carriage in this pregnancy is 50%. The following 
options should be offered: 
 

1. GBS antibiotic prophylaxis in labour without testing in current pregnancy. 
2. Bacteriological testing in late pregnancy and then offering antibiotics 

prophylaxis in labour accordingly. Testing to be performed at 35-37 weeks of 
gestation or at 32 weeks of gestation if the patient is at high risk of preterm 
labour (e.g. multiple pregnancy). 
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Pre-labour rupture of membranes at term 
Women/birthing people who are known GBS carriers should be offered immediate IAP 
and induction of labour as soon as is reasonably possible. 
 
Preterm rupture of membranes 

• In the absence of clinical or laboratory evidence of intra-amniotic infection, 
known GBS carriers (or known carriers in previous pregnancy) with preterm 
rupture of membranes, should be managed conservatively until 34 weeks of 
gestation (see separate guideline). 

• Oral erythromycin 250mg every 6 hours for a maximum of 10 days should be 
offered as intrauterine infection prophylaxis. This regimen is considered 
effective for prophylaxis.  

• Evidence of sepsis/infection warrants broad-spectrum antibiotics and 
emergency birth. 

• Birth should be expedited after 34 weeks of gestation in known GBS carriers 
with preterm rupture of membranes. 

• IAP should be given once labour is confirmed or induced, irrespective of GBS 
status. 

 
Preterm labour/birth 

• IAP is recommended for women/birthing people in confirmed preterm labour.  
• IAP is not recommended for women/birthing people not in labour but having a 

preterm planned caesarean birth with intact membranes.  
 
Induction of labour 

• The method of induction of labour should not vary according to GBS carrier 
status. 

• Membrane sweeping is not contraindicated in women who are carriers of GBS.  
 
Waterbirth 
Birth in a pool is not contraindicated if the woman is a known GBS carrier provided 
she is offered appropriate IAP. 
 
Planned caesarean birth 
Antibiotic prophylaxis specific for GBS is not required for women/birthing people 
undergoing planned caesarean birth in the absence of labour and with intact 
membranes. 
 
In women/birthing people for planned caesarean birth with risk factors for GBS, who 
present with rupture of membranes, and caesarean birth is expected to be delayed for 
more than 4 hours from the time of clinical assessment, then GBS prophylaxis to be 
administered (as detailed on page 6 above).  
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Care of the neonate 
 
Babies at risk of EOGBS disease require risk assessment using the Kaiser 
Permanente Early-Onset Sepsis Calculator (KP-EOSC) within the first 2 hours of life.(2) 

 

Please see this guideline for further information “Early-onset sepsis risk assessment 
and management for infants ≥ 34 weeks of gestation in the postnatal ward at University 
Hospital Wishaw”.(2) 

 
Urgent neonatal advice should be sought in any baby who: 
• is showing abnormal behaviour (for example, inconsolable crying or listlessness). 
• is unusually floppy. 
• has developed difficulties with feeding or tolerating feeds. 
• has an abnormal temperature unexplained by environmental factors (lower than 

36°C or higher than 38°C). 
• has rapid breathing. 
• has a change in skin colour.(1) 
 
Specific scenarios 
 
Term babies whose mothers received adequate IAP 
Term babies who are clinically well at birth and whose mothers have received IAP for 
prevention of EOGBS disease for more than 4 hours before delivery do not require 
special observations or postnatal antibiotics.  
The babies of women who have received broad-spectrum antibiotics during labour for 
indications other than GBS prophylaxis may require investigation and treatment as per 
the National Institute for Health and Care Excellence (NICE) clinical guideline on early-
onset neonatal infection.(1) 

 
Babies at risk of EOGBS disease whose mothers did not receive adequate IAP 
Well babies should be evaluated at birth for clinical indicators of neonatal infection and 
have their vital signs checked at 0, 1 and 2 hours, and then 2-hourly until 12 hours.(1) 

 

Babies whose mothers have had a previous baby with GBS disease 
Babies should be evaluated at birth for clinical indicators of neonatal infection and 
have their vital signs checked at 0, 1 and 2 hours, and then 2 hourly until 12 hours. (1) 
 
Babies with clinical signs of EOGBS disease 
These babies should be treated with benzylpenicillin sodium and gentamicin within an 
hour of the decision to treat. 
 
Breastfeeding 
This should be encouraged, irrespective of GBS status.  
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