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Background

• Group B streptococcus (GBS) is commonly 

carried in the gut and genitals of healthy 

people (UK carriers – 25-28%)

• GBS can be passed from pregnant women 

to neonates during labour

• Approximately 0.36 - 0.41 babies per 

1000 live births contract some form of 

GBS illness; in the majority of cases this is 

a mild illness



Background

• Babies may become more seriously 

unwell with GBS causing meningitis, 

pneumonia or septicaemia

• Approximately 25 babies a year in 

the UK sustain serious disability –
cerebral palsy, deafness, blindness and 

learning difficulties

• Tragically, 40 babies do not survive 

GBS infection

The only hug she ever

had with her baby: Mum

releases heart-breaking

pic to raise awareness of

killer bug



Strategies to reduce early onset disease in the neonate

• Antenatal screening for maternal colonisation – usually 

between 35 and 37 weeks’ gestation
• Identifying risk factors for EOGBS in pregnancy or during labour

• Combination strategy – a culture is taken at 35–37 weeks of 

gestation and women with both GBS colonisation and one or 

more of the established risk factors for EOGBS receive IAP

(Kolkman et al. 2013)



RCOG Green-top Guideline, No. 36 



RCOG Green-top Guideline, No. 36 

1. GBS bacteruria in the current pregnancy

2. GBS detected on a vaginal swab in the 

current pregnancy

3. Suspected chorioamnionitis (broad 

spectrum IAP with GBS cover)

4. Pyrexia in labour (>38°C) (broad spectrum 

IAP with GBS cover)

5. Previous baby with neonatal GBS disease

Administration of intrapartum antibiotic prophylaxis 

is based on risk factor identification:



1. Routine screening of all pregnant women for antenatal 

GBS carriage

2. Testing for GBS or the administration of IAP to women in 

whom GBS was detected in a previous pregnancy

3. Antenatal treatment with benzylpenicillin

4. GBS-specific antibiotic prophylaxis in these situations –
1. Undergoing planned CS with intact membranes

2. Prelabour ROM, (unless there is known GBS colonisation)

3. Established preterm labour, (unless there is known GBS 

colonisation)

4. Preterm, prelabour ROM (** discrepancy with NICE)

The RCOG advises against the following:



Impact of risk-based guidance

no benefit benefit



Impact of risk-based guidance – no benefit

• England & Wales: “rates of early onset neonatal disease fluctuated 
but showed a general rise between 2000 and 2010 from 0.28 to 0.41 per 

1000 live births” (Lamagni et al. 2013)

• Netherlands: “the introduction of prevention guidelines for invasive 
GBS in 1999 did not reduce the incidence of disease in infants” (Bekker et 

al. 2014)



Impact of risk-based guidance - benefit

• Denmark (Copenhagen County): (Andersen et al. 2004)

• “the incidence of early-onset GBS has decreased significantly in 

Denmark, probably because of measures in pregnancy and 

during birth”



Impact of risk-based guidance - benefit

• New Zealand: (Darlow et al. 2015)

• Introduction of a risk-based strategy as a single 

national policy to reduce early-onset GBS in 2004

• 1998-1999 EOGBS incidence = 0.5 per 1000 live births

• 2009-2011 EOGBS incidence = 0.23 per 1000 live 

births

• “ten years after a similar survey and 5 years after promoting a 
single, risk-based prevention protocol nationally, the incidence 

of early-onset GBS disease in New Zealand has more than 

halved”



Why have the RCOG Guidelines failed to improve 

outcomes?

• Northern Ireland: (Eastwood et al. 2015)

– The incidence of EOGBS disease in NI was 

0.57/1000 live births

– 24 neonates who developed EOGBS had one or 

more identifiable risk factor (55.8%)

– Only 11 of these 24 cases received IAP (45.8%)

At best, guideline adherence was 50-70%



New Zealand: (Darlow et al. 2015)

• 1998-1999 EOGBS incidence = 0.5 per 1000 live births

• 2009-2011 EOGBS incidence = 0.23 per 1000 live births

• There were 16 cases where a maternal risk factor for EOGBS 

was present but only 5 received IAP

• “opportunities remain to reduce the rate further”



New Zealand: (Darlow et al. 2015)

• 1998-1999 EOGBS incidence = 0.5 per 1000 live births

• 2009-2011 EOGBS incidence = 0.23 per 1000 live births

• There were 16 cases where a maternal risk factor for EOGBS 

was present but only 5 received IAP

• “opportunities remain to reduce the rate further”

Until more effective strategies become available, it seems 

appropriate to consolidate and improve the current 

approach through on-going education regarding risk factors 

and appropriate antibiotics for IAP, and repeat audits.



Implementation & audit

January 2007 March 2015
To be published end 

2015 - early 2016



Implementation & audit – RCOG 2007

• To carry out an international comparison 

and evaluation of existing national 

guidelines on the prevention of early-onset 

GBS disease

• To assess the consistency of the local clinical 

protocols provided by NHS and independent 

sector obstetric units in the UK

• To evaluate practice on preventing neonatal 

GBS disease against the RCOG guideline and 

to assess whether it has changed since the 

surveys carried out in 1999 & 2001

January 2007



Implementation & audit – RCOG 2007



Implementation & audit – RCOG 2015

• To investigate the implementation of 

the 2012 RCOG Green-top Guideline 

No. 36 in obstetric units in the UK

• To examine variation in preventive 

care for EOGBS in the UK

• To identify areas for improving 

Guideline adherence and practice

March 2015



Implementation & audit – RCOG 2015

Recommendations

• Local guidelines on prevention of EOGBS in obstetric units 

should be reviewed regularly, reflect national guidelines and 

are fit for purpose

• Information on GBS provided to patients in obstetric units 

should be reviewed regularly and reflect national 

recommendations

• Reviews of practice on preventing EOGBS should be regularly 

undertaken in all obstetric units to ensure high-quality and 

consistent care

• Inconsistencies in practice or knowledge about EOGBS 

prevention among staff should be challenged



Implementation & audit – RCOG 2015

This report highlights the need to 

improve the consistency of 

preventive care for EOGBS in UK 

maternity units as it has identified 

marked variations in some areas of 

practice.

RCOG Press Release, March 

2015



Instead of calling for stricter adherence to the guidelines 

(which was the moral of the RCOG audit story) is it not 

more appropriate for the guidelines to catch up with the 

practice (of screening) that is already in play for these 

progressive units*?

Group B Strep Support, March 2015

*(3.7% of units reported universal screening of all pregnant women)





Hello Mrs Smith. I’ve got the results of your blood tests. 
You’re anaemic. Our guidelines recommend you take 
some iron tablets – one tablet three times a day – and 

we’ll check your blood again in four weeks. 



OK doctor – sounds good. One 

tablet three times a day – I’ll 
make sure I do that.



There’s no way I’m going to take iron 
tablets. I had them in my last pregnancy 

and they made me really constipated!



4 weeks later …………



Hello again Mrs Smith. Unfortunately your 

repeat blood tests have shown no 

improvement in your blood count.



Oh, that’s disappointing doctor 
– why do you think there’s been 
no improvement?



Oh quite clearly the iron tablets aren’t being absorbed 
from your bowel.  We’ll need to admit you to the ward 
and give you the iron into your vein through a drip.



OK doctor – sounds good. You’ll maybe 
need to think about changing that useless 

guideline that recommended iron tablets!



What a rude women! – but maybe she’s 
right; maybe the guideline does need to 

be changed …….



The moral of the story …….



The moral of the story …….

• If a guideline isn’t implemented properly and 
fully, then don’t be surprised if there’s no 
improvement in clinical outcomes

• If a guideline isn’t being implemented properly 
and fully, then consider what needs to be done 

to achieve this

• Guideline implementation is a key element of 

clinical governance



British Journal of Obstetrics & Gynaecology, February 2015



“ Most of our efforts are

directed at auditing and

monitoring the offer and uptake

of (screening) programmes using

clinical governance processes to

ensure adherence to the

programme, with rigorous

quality control. Should we not

have the same when we have a

policy of not offering screening?



“ Should trusts audit their own

practice to ensure adherence to

national policy? And what role

does the Care Quality

Commission have in ensuring

that trusts do this? Adherence to

national policy, whether that is

to screen or not to screen, is

important when making sure

that scarce resources are used

most effectively



Summary

• The UK strategy to reduce EOGBS is 

based upon the identification of risk 

factors in pregnancy or during labour

– The process to revise the relevant RCOG 

Green-top Guideline is underway

• Failure to implement guidelines is a 

clinical governance issue and 

deserves greater attention

– The RCOG is developing tools to improve 

guideline implementation


