EduPath @74,

Prnr: 052 000 0047368

Tel: 012 404 2300 ¢ Fax: 086 6828 226 * marketing@vpath.co.za Volume 7, No 13 « July 2022

Screening for Group B Streptococcus in Pregnancy

Background

Streptococcus agalactiae, also known as Group B Streptococcus (GBS), is a Gram-positive coccus that colonizes the gastrointestinal and
genital tracts of 15 to 40 percent of pregnant women. The highest rates of GBS colonization are found in sub-Saharan Africa,
accounting for about half of the global burden.

GBS colonization is usually asymptomatic. However, colonization of pregnant women towards the end of pregnancy is a critical
determinant of invasive infection in neonates and infants less than 90 days of age.

Vertical transmission usually occurs when GBS passes from the vagina into the amniotic fluid after onset of labor or rupture of
membranes. Mother to infant transmission can also occur with intact membranes and during delivery through the birth canal.

Early onset GBS disease (EOD) occurs in the first seven days of life. Late onset neonatal disease occurs from one week of age up until
90 days. Invasive GBS disease can lead to stillbirths, prematurity, meningitis, pneumonia, and sepsis.

Neurodevelopmental sequelae are seen in 22-50% of infants that survive GBS meningitis.

Prevention
The World Health Organization realizes the urgency for an effective maternal GBS vaccine. Several GBS vaccines arein development.

The only current preventative strategy for the prevention of early onset GBS disease requires screening of pregnant women. There
are 2 screening strategies: a universal culture-based approach and arisk-based approach.

Intrapartum antibiotic prophylaxis (IAP) administered intravenously to pregnant women with a high risk of GBS carriage or those with
GBS colonization at the time of delivery has been provenin randomized controlled trials to decrease EOD by at least 80%.

1. Universal Culture-Based Screening
Vaginal-rectal colonization with GBS at the time of delivery is the most important risk factor for neonatal GBS EOD. Therefore, the
universal culture-based screening strategy has been demonstrated to be superior to risk-based screening.

Inthis strategy all pregnant women undergo antepartum vaginal-rectal screening at 36 weeks to 37 completed weeks of gestation (36
0/7 to 37 7/7). Screening is not performed in those patients who already have an indication for IAP (GBS bacteriuria in current
pregnancy, previous newborn with GBS).

Timing of the swab is based on studies that suggest that GBS cultures have a high degree of accuracy of predicting GBS colonization at
the time of delivery, if performed within 5 weeks of delivery. The accuracy of predicting GBS colonization decreases significantly if
interval from the culture to the delivery is >5 weeks. In the latter cases the swabs will need to be repeated.

Method of specimen collection:
Without using a speculum, collect the specimen first from the vagina (near the introitus) by inserting the swab about two centimeters
andthenfromthe rectum by inserting the same swab one centimeter through the anal sphincter.

The swab needs to be transported to the laboratory within 24 hours.

A culture of a swab obtained from the vagina and rectum increases the yield. Culture of the vagina only (or rectum only) is not
recommended.

2.Risk-based Approach
This approach is usually practiced in resource-limited settings.

Pregnant women with the following risk factors are identified and given IAP:
1. Pretermlabor
2. Prolongedrupture of membranes (PROM)
3. GBS bacteriuria - GBS isolated from a clean catch urine sample at any colony count during any trimester is a surrogate for
heavy vaginal-rectal colonization
4. Previous neonate withinvasive GBS disease
5. Intraamnioticinfection




Pathcare Vermaak GBS Testing
Pathcare Vermaak currently offers the culture- based
screening for GBS colonization using chromogenic agar.

Samples can be submitted as: Vaginal-rectal swab for
GBS screening

A culture result will be available in 24-48 hours. GBS is
universally susceptible to penicillin/ampicillin.
Routine susceptibility is not performed.

Susceptibility will only be performed on request by
the clinician, in those cases where the patient has a
penicillin allergy.

GBS colonies appear orange on agar

IAP

Studies have shown that IAP is most effective if administered at
least 4 or more hours prior to delivery. However, at least 2 hours of
antibiotic exposure has been shown to reduce vaginal GBS colony
counts.

Ampicillin is likely to be the agent of choice for IAP (in patients with
no penicillin allergy) due to a global shortage of penicillin.

IAP dosing has been developed to reduce the risk of GBS EOD
based on atwo-pronged approach:

1. Decrease neonatal GBS colonization which requires
adequate maternal druglevels

2. Reduce the risk of neonatal sepsis which requires
adequate levelsin the fetus and newborn

Current IAP Recommendations
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Patients who do notrequire IAP

Pregnant women with a positive vaginal-rectal swab for GBS do not
require IAP if a Caesarean section is performed prior to both the
onsetof labor and rupture of membranes.

Conclusion

In developing countries, such as South Africa, where universal GBS
screening and IAP in GBS colonized pregnant women, is not
standard of care, the mortality rate from GBS is considerably higher
thanin developed countries (10-60% compared to 7-11%).

We encourage clinicians to practice universal GBS screening
until an effective maternal vaccine becomes available.

Written by Dr M Moodley.
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