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Jane Plumb, Dawn Holwell
§ and Ginny Clayton argue that
every pregnant woman in the

UK should be offered testing for GBS on the NHS

“= roup B Streptococcus (GBS) is

-—-I; carried by ahout 30 per ceni of

—4 wormen (Anthony et al 1978,
Regan et al 1991) although carriage rates
as low as 10 per cent and as high as 40 per
cent have been reported. GBS is the most
frequent cause of early-onset neonatat
sepsis, and occurs in approximately 1 (0.5)
(Heath et al 2004) to 3.6 (Luck et al 2003)
per 1,000 live births in the UK and has a
case fatality rate of approximately 10 per
cent. Moslt survivors recover fully, but up to
half of the survivors of GBS meningitis
suffer long-term segquelae, and for one in
eight of these babies the handicaps can be
severe, The usual method of transmission is
from mother to baby around labour,

Until a GBS vaccine is avatlable,
prevention centres on identifying mothers
at risk of passing GBS Lo their baby and
olfering them intraparium antibiotics
(usually Penicillin). This has been proven to
be hugely effective preventative medicine
{Smaill 2002).

VWhich babies are most at risk?
Babies who develop early-onset GBS
infeetion (within the first six days of life)
are born to mothers who usually have one
ormore of the following risk factors (Benitz
ctal 1999):

1. Had a previous baby infeeted with GBS.

2. A raised temperature during labour.

3. Prelerm labour or preterm rupture of
membranes.

4. Ruptured membranes for more than 18
hours before birth.

5. Is a carrier of GBS or has had GBS in her
urine during the current pregnancy.

Why test?

Forty per cent of newborn babies with GBS
infections are born to women whose only
risk faclor is carriage (often unknown to
them) of GBS around birth. Up to 60 per
cent of GBS infections could be prevented
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using the above risk factors to select which
women are offered prophylactic
intrapartumn antibiotics {these should be
recommended especially if' she has had a
previous infected baby, a GBS urine
infection or GBS carriage plus another risk
factor). However, currently most women do
not know they are carriers. A further 20-
30 per cent (ie, 80-90 per cent in total) of
GBS infections could be prevented using a
screening stralegy to identify all women
carrying GBS around birth, and offering or
recommending antibiotic therapy as
appropriate (McCartney 2001).

Tests available for GBS

HVS/LVS test

A HVS (High Vaginal Swab) or LVS (Low
Vaginal Swah) test tales a sample of
vaginal fluid and epithelial cells, which is
streaked across an agar plate and then
incubated at 37°C. The LVS gives the better
pickup rate for GBS, as the sample is taken
from nearer the bowel, where most GBS
resides. After 24 and 48 hours. the plate is
examined for GBS.

A positive result is highly reliable.
However, there are many false negative
results —up to 50 per cent of women
carrying GBS will incorrectly be told that
they are negative when standard culture
methods are used (Baler et al 1977,
Perrieri and Blair 1977),

ECM test

The ECM (Enricked Culture Medium) test
uses both an LVS and rectal swab. The
swabs are put into an enriched eulture
medium which enhances the detection of
GBS, This is incubated for 24 hours and
then the culture medium is streaked on to
an agar plate, which is incubated for 24
hours and the plate examired for GBS.
Results take 48-72 hours. This is the
current 'gold standard’ of testing for GBS,
being easy and reliable (Baker et al 1977,
Ferrieri and Blair 1977).

Up; f-"0760 prrer cént of

GBS infections could
be prevented using
risk factors to select
which women are
offered prophylactic
intrapartum antibiotics

PCR test

The PCR (Polymerase Chain Reaction) test
uses both an LVS and rectal swab. The test
detects DNA found enly in GBS, and is even
more sensitive and faster than the ECM test
{Gavino and Wang 2007). Although
approved by the US Federal Drug
Administration and Health Canada, it has
not been validated in the UK and therefore
18 not currently recommended for use here.

What do we do in the UK?
Policy
Although screening has been shown to be
clinically effective in many developed
countries, neither the National Institute for
Clinical Excellence (NICE 2003) nor the
National Screening Committee (National
Screening Committee 2006) currently
recommends universal screening for GBS
carriage. However, a recent study
(Colbourn et al 2007) concluded that
current best practice is not cost-effective.
The authors recommended that antibiotics
should be given to all preterm and high-risk
term births, and stated that ‘addition of
culture testing for low-risk term women,
while treating all preterm and high-risk
term women, would be the most cost-
effective option (21 per cent of women
would be treated with this approach)’.
Some experts are concerned this would
lead to a significant increase in
intrapartum antibiotics for mothers who do
not require them. The report continues, 'If
available in the future, vaccination
combined with treating all preterm and
high-risk term women and no testing for
low-risk women would probably be
marginally more cost-effective and would
limit antibictic exposure to 11 per cent of
women', and, ‘the choice between adding
culture testing for low-risk women or
vaccination for all should be informed by »
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Early-onset GBS infection (0-6 days of life)
Up to 90 per cent of GBS infections oceur in the first 0-6 days
af life, usually as septicaemia with pneumonia. Normally

apparent at or soon after birth, the following are typical signs:

grunting

poor feeding

lethargy

irritability

abnormal temperature, heart rate and/or breathing rate
low blood pressure andfor blood sugar.

Late-onset GBS infection (age & days to 3 months)

Up to 20 per cent of GBS infections occur after the age of 6
days, usually as meningitis with septicaemia. Uncommon >1
month; almost unknown >3 months. Warning signs of Iate-

onset GBS infection may include one or more of the following:

fever, passibly with cold hands/ feet
vemiting, refusing feeds or poor feeding
high-pitched moaning, whimpering cry
blank, staring or trance-like expression

pale, blotchy skin

floppy, may dislike being handled, be fretful
difficult to wake or lethargic

tense or bulging fontanelle

turning away from bright light

altered breathing pattern

involuntary stiff body or jerking movements.

Risk factors for early-onset GBS infection

Mothers who have previously had a baby infected with GBS
—risk x 10

Mothers found to carry GBS or GBS bacteriuria during
current pregnancy - risk x 4
Any of the following clinical risk factors ~ risk x 3

Labour starts or membrane rupture <37 weeks

Rupture of membranes >=18 hours before birth

Maternal fever* >=37.8°C
*If a woman has an epidural, a slightly raised temperature
may be of less significance than in a woman with no epidural.

Key prevention guidelines

Women at high risk should be strongly advised to have
intravenous antibiotics at onset of labour and at intervals until
birth. Women in the high-risk category include those:

future research’. Unfortunately, a vaceine —
cven if developed in the next decade —
would tuke muny more years to be
routinely availahle, years iz which culture
testing could prevent many infections.
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The Royal College of Obstetricians &
Gynaecologists' (RCOG 2003) 2003
guideline sels out recommended practice
for preventing GBS infection in newborn
babies, and its 2007 andit of UK obstetric

who have previously had a GBS baby

carrying GBS with another risk factor

with multiple risk factors and unknown GBS status
with an intrapartum fever.

Waomen at increased risk should be offered intravenous
antibiotics at onset of labour and at intervals

until birth. Women in the increased risk category
include those:

carrying GBS with no other risk factor
unknown GBS status with ane other risk factor not
mentioned above.

Treatment approaches

Intrapartum intravenous antibiotics should be given to the
mother at least four hours before birth if possible.
Recommended intravenous antibiotics are:

Penicillin G: 3g (or 5MU) at first, then 1.5g (or 2.5MU) every
four hours.

For wemen allergic to peniciliin: Clindamycin 900mg every
eight hours.

Where infection of the membranes is diagnosed or suspected,
or where there is preterm prolonged rupture of membranes,
broad spectrum intravenous antibiotics that include adequate
GBS cover should be given.

Care after birth
Babies born to mothers at increased risk who have received
antibiotics for »=4 hours should be:

carefully assessed by a paediatrician — if completely healthy,
no antibiotics for the baby are required. A period of
monitoring (12-24 hours) may be appropriate for thase at
highest risk.

Babies born to mothers at increased risk who have not
received antibiotics for >=4 hours should he:

examined thoroughly and investigated by a paediatrician as
appropriate

started on intravenous antibiotics until it is known that the
baby is not infected, unless the baby is completely well as
determined by a robust baby examination carried out by a
trained individual.

units shows that most of the local protocals
in use are not consistent with the guideline
(www.reog.org.uk/index.aspePagelD=1301),
Moreover, {ew pregnant women are
routinely informed about GBS, or of the
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availability of sensitive testing, NICE
Guideline CG6 states, ‘Pregnant women
should be offered evidence-based
information and supporl to enable them (o
make informed decisions regarding their
care' (NICE 2003).

Testing

When a test for GBS carriage is talken in the
NHS, it is usually the HVS/LVS test with
standard culture, The superior ECM test is
available only frem a handful of NHS
hospitals, although it can be obtained
privately by anyone who can pay (see below
far details).

Conclusion

GBS prevention in the UK is inadequate,
The NHS should offer sensilive {esting for
GBS late in pregnancy, giving pregnant
wornen the opportwiity to establish
whether their baby is at higher risk ol
developing GBS infection. A negative test
result means it is very unlikely the baby will
develop GBS infection. If positive, the risk to
the baby can be minimised by offering
intravenous intrapartum antibiotics to the
mother (in the UK this is Penicillin unless
she is ullergic (o it), so that she can decide
whether she wants them routinely or only
if other risk factors arc present. If she
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declines, knowledge of her GBS carriage
status can inform the management of her
Iabour and the baby's first hours of life.
Group B Strep Suppor( (GBSS) is
campaigning for every pregnant woman in
the UK to be offered reliable testing for GBS
on the NIIS, You can support the campaign
by signing a petition at hitp://petitions.pm.
gov. uk/groupbstrep. 1 Fivi
lane Pluml i ] 1an ul GBSS
Dawn Holwell Ginny Clayton
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