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Professionals respond to GBS article

Dear TPM,

We were very concerned to see the article by
Plumb and Clayton (2013) in the July/August
issue of The Practising Midwife.

While we acknowledge that group B
streptococcus (GBS) is a potentially serious
infection in babies, some of the information
in Plumb and Clayton’s paper is both
misleading and incorrect.

Current evidence does not support the
introduction of routine antenatal screening,
and this is endorsed by the UK National
Screening Committee (NSC 2012), National

Jane Plumb and Ginny Clayton reply:

Thank you for the opportunity to clarify the
issues raised in this letter. In response to
the six points raised:

1. We do not ask that midwives give
advice that contradicts evidence. The
evidence has led most authorities in the
developed world to recommend screening
(USA, Australia, Canada, France, Germany,
Italy, Spain and many others). The UK is one
of only three countries in Europe where a
risk-based approach is recommended. We
(and all the authorities in the countries that
recommend screening) consider that in the
UK, current recommendations misinterpret
the evidence. It is important not to confuse
recommendations with evidence — evidence
often bears more than one interpretation.
We (and the courts) consider that all health
professionals are entitled to have a view
based on their own examination of the
evidence (especially when local guidelines
contradict the international consensus),
provided that it stands up to logical
scrutiny. Guidelines are just that —
guidelines. The risk-based approach also
requires a detailed knowledge of the
epidemiology and pathology of GBS
carriage and infection. Therefore, we stand

Institute of Health and Care Excellence (NICE
2012) and the Royal College of Obstetricians
and Gynaecologists (RCOG 2012). Midwives
have a professional duty to give care and
information that is based on the best
available evidence (Nursing and Midwifery
Council (NMC) 2008) and it is therefore
irresponsible to suggest, as Plumb and
Clayton do, that midwives should give advice
that contradicts this evidence.

In the second paragraph of their article,
Plumb and Clayton suggest that ‘Following
GBS meningitis, 50 per cent [of babies] suffer
disabilities.! However, current evidence (NSC

by our statement that “midwives are
uniquely well placed to help EOGBS
prevention by informing pregnant women
about GBS and its prevention, ensuring
mothers of babies at raised risk of EOGBS
infection are offered IAP as soon as labour
has started, and informing parents what
signs of GBS infection to look for in their
baby postnally, and when to seek an urgent
medical review.” This statement holds true
for both the screening and the risk-based
approach (the Bazian review commissioned
by the UK National Screening Committee
stated that if applied correctly, the risk-
based approach they recommend would
result in 21 per cent of women being
recommended to have intrapartum
antibiotic prophylaxis, so midwives have a
duty to be fully informed about this).

2. The NSC 2012 references a paper
(Thigpen et al 2011: 2023) that found most
of the cases of GBS meningitis in the US in
2002-2007 (86.5 per cent) were of late-
onset at a time when universal antenatal
screening for GBS was standard US practice

(and therefore meningitis due to early

onset disease had been minimised by
effective screening and prophylaxis). As the
authors stated, “intrapartum antibiotic
prophylaxis has markedly reduced the risk of

2012) indicates that more than 85 per cent of
cases of GBS meningitis are late-onset and
would not be prevented by intrapartum
antibiotic prophylaxis (IAP).

The diagram that is included as Figure 1
within the article needs careful
interpretation. As Plumb and Clayton
acknowledge, the incidence of early-onset
GBS has not changed in recent years. While
the total number of cases of GBS appears to
have increased, this is likely to represent
more effective and efficient notification, as
much as any increase in real terms.
Moreover, while the total number of

early-onset infection, such measures have
had no effect on the risk of late-onset
disease.” Heath et al (2009) studied babies
with GBS infection during 2000-2003 in
London, Oxford, Portsmouth and Bristol
and found 44 per cent of the cases of GBS
meningitis were of early-onset. The study
did not comment on the proportion of
these which may have been preventable
using a risk or testing-based prevention
strategy, although said, “It is concerning to
note that only 17 per cent of mothers with
one or more risk factors received
intrapartum antibiotics in this study (Heath
et al 2009: 676). It is also worth noting that
it is well recognised that neaurodisability
may also occur in babies with GBS sepsis
not complicated by meningitis.

3. The graph reproduced in the original
article showed the voluntarily reported
incidence of culture-proven GBS infections
in England, Wales and Northern Ireland,
showing the rise in the numbers reported.
Better reporting and an increase in the
birth rate may well have a part to play in
the rise, although the recent paper
(Lamagni et al 2013: 687) reported the rate
of early-onset GBS infections in babies in
England and Wales increasing from 0.20 per
1,000 live births in 2000 to 0.41 in 2010
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reported cases appears to have increased
from 250 to approximately 400 between
2001 and 2011, this figure must be
understood in terms of an increasing birth
rate - which, for England and Wales in the
same period, rose from 594,634 live births to
723,913 (Office for National Statistics (ONS)
2013).

Plumb and Clayton suggest (p29) that
‘Fifty-80 per cent of [early onset GBS] would
have been preventable had existing
screening guidelines been followed.” These
are alarmist statistics, but the source of the
data is not identified. The use of IAP, which
they recommend for all women with GBS
colonisation or other risk factors, is not a
benign intervention. Current evidence
demonstrates that the impact of prophylaxis
is unknown, in either the short- or long-term

and suggested, at best, “a limited impact of
the [Royal College of Obstetricians &
Gynaecologists’ (RCOG) GBS] guidelines.”
Moreover these figures exclude culture-
negative GBS sepsis (Luck et al 2003).

4. The range of 50-80 per cent of EOGBS
infection potentially being preventable, had
existing guidelines been followed, comes
from the paper referenced earlier in the
paragraph to which the authors refer
(Vergnano et al 2010). Vergano et al state:
“If all women with risk factors received
prophylaxis, 23 cases (48 per cent) may
have been prevented.” And: “had all 29
women with at least one risk factor
received appropriate IAP, 23 (79.3 per cent)]
cases might have been prevented
(Vergnano et al 2010: F73).”

5. There is no evidence of harm from
long-term studies into the use of
intrapartum antibiotic prophylaxis,
although evidence of benefit in terms of
preventing EOGBS infection is clear (Schrag
et al 2002). This GBS charity campaigns
against unnecessary use of antibiotics (for
example, in misguided attempts to
eradicate carriage) and promotes the use of
benzylpenicillin (a very narrow spectrum
antibiotic to which GBS has never become
resistant) rather than broad spectrum

(NSC 2012). However, the chief medical
officer, Dame Sally Davies, has identified
antibiotic-resistant diseases as ‘an
apocalyptic threat’, and recently asked that
antibiotic resistance be added to the
national risk register (Sample 2013).

We hope that midwives will have the
wisdom to continue to follow professional
guidelines, and have the confidence to
reassure parents that routine antenatal
screening for GBS is not necessary.

Yours sincerely,

Mary Stewart, Research Midwife, Life Study,
University College London, and Mandie
Scamell, Lecturer in Midwifery and Alison
McFarlane, Professor of Women’s and Child’s
Health, both at City University, London

antibiotics such as amoxicillin/ampicillin,
which have a much greater effect on the
microbiome. In addition, there is no
evidence of a compensatory rise in
infections with other bacteria such as E coli
(Stoll et al 2011), except in very low birth
weight infants whose mothers have
received ampicillin (Stoll et al 2002).

6. Antibiotic resistance is a matter of
great concern to us all and we welcome the
steps taken by Prof Dame Sally Davies to
reduce inappropriate use of antibiotics. The
brief targeted use of intrapartum
prophylaxis with a narrow spectrum
antibiotic in widespread use for over 60
years to prevent death or serious illness
from early-onset group B strep infection, is
most unlikely to encourage any clinically
important resistance in other bacteria that
has not already occurred.

We believe that midwives who are well
informed about GBS prevention can make a
significant difference to the prevention of
these devastating infections in newborn
babies whilst, at the same time, providing
families with the information and support
they need at this special time in their lives.
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