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Risk factors (RF) 

o Previous baby affected with GBS disease. 
o Maternal Intrapartum pyrexia >38c 
o Rupture of membrane > 18 hrs 
o Pre term <37 weeks 
o GBS in mums urine 

Contents 

Is the baby clinically well? 

Has the mother had adequate 
Intrapartum antibiotic prophylaxis? 
(≥ 1 dose IV antibiotics ≥ 2 hours 

before delivery) 

Admit to NICU. 
Infection screen (FBC, CRP, Blood 

culture, LP, CXR urine culture 
Start IV antibiotics promptly 

Yes 
No 

Infection screen (FBC, 
CRP, Blood culture, +- 
LP, /CXR)  
IV antibiotics until 
culture results available 
 

Refer to NEWS chart 
 
 

No Risk Factors 
 
 
 

Discharge with 
appropriate advice  

Risk Factors 
identified 

(See below) 
No Risk Factors 

Observations: hourly (heart rate, 

respiration rate, temperature and general 

well-being) for the first 2 hours and 
then 2 hourly for 10 hours. To be 
recorded on the NEWS chart. 
If well can be discharged, 
otherwise will need paediatrician 
review.  

Advice for parents at discharge: 
 

Women identified as ‘at risk’ of neonatal GBS infection should be advised of the signs of 
Neonatal GBS infection prior to discharge home with their baby & given the patient 

information leaflet  
 



Reference no.: Paediatric/03:16/G3 

 
Suitable for printing to guide individual patient management but not for storage        Expiry date:Mar 19 

Page 2 of 7 

 

Section  Page 

1 Introduction 2 

2 Purpose and Outcomes 2 

3 Abbreviations 3 

4 Definition 3 

5 Key Responsibilities and Duties 3 

6 Management of Neonate 3 

6.1    Early Onset 3 

6.2    Late Onset 3 

6.3    Treatment of confirmed GBS infection 3 

7 Identification of GBS colonisation after delivery 4 

8 Breastfeeding 4 

9 Monitoring Compliance and Effectiveness 4 

10 References 5 

Appendix A Parent Information Leaflet on Group B Streptococcus (GBS) 6 

Documentation Control 7 
 

1. Introduction 
 

Group B Streptococcus (GBS) is a leading cause of neonatal infection in the developed world, 
resulting in congenital pneumonia, septicaemia, and meningitis. In the U.K., the reported 
prevalence of early onset neonatal infection is 0.48 per 1000 births, with a 10% mortality rate1. 
 

It is estimated that 14% of UK women are colonised with GBS, 36% of babies born to colonised 
women are themselves colonised, and 3% of colonised babies develop bacteraemia. In women 
known to be GBS carriers, the risk of early-onset GBS sepsis is highest in those with additional 
intrapartum clinical risk factors (i.e. Prematurity < 37 weeks, prolonged rupture of membranes > 
18 hours, fever in labour > 38C). The risk always remains high in women who have had a 
previous child affected by GBS sepsis, regardless of swab results in the current pregnancy. 
 

In women colonised with GBS, the neonatal risks are: 
 

With no intrapartum risk factors 
Neonatal Complication        No antibiotic prophylaxis        With antibiotic prophylaxis 
 
Early-onset GBS sepsis   1 in 250       1 in 6000 
Mortality from GBS    1 in 6250      1 in 150,000 
 
With intrapartum risk factors (preterm gestation, ROM >18 hours, maternal fever) 
Neonatal Complication  No antibiotic prophylaxis       With antibiotic prophylaxis 
 

Early-onset GBS sepsis   1 in 100         1 in 2200 
Mortality from GBS    1 in 2500        1 in 55,000 
 
Appropriate and complete intrapartum antibiotic prophylaxis will prevent more than two-thirds of 
neonatal GBS sepsis. However, it does not completely eliminate the risk and some cases will 
still occur. 
 
For management of women at risk of GBS see obstetric guideline [G2] 
 

2. Purpose and Outcomes 
To reduce the risk of early onset neonatal sepsis but not late-onset disease.  
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3. Abbreviations 
 

CRP    - C Reactive Protein    
CXR    - Chest X-ray 
FBC - Full Blood Count 
GBS - Group B Streptococcus 
IV - Intravenous 
LP - Lumbar Puncture 
NEWS - Neonatal Early Warning score 
NICU - Neonatal Intensive care Unit 
 

4. Definition 
 

Early onset GBS disease is defined as infection occurring within 7 days of birth, although 90% of 
cases will occur in the first 24 hours. 
Late onset GBS, usually develops between 6 days and 1 month of age, but may occur up to 3 
months of age. 
 

5. Key Responsibilities and Duties 
 

It is important that all staff are aware of the importance that on the detection of GBS infection 
either in the urine or on HVS during pregnancy that this is clearly documented in the records. 
The women must then be informed of these findings and given information on the risks. 
 

6. Management of Neonate 
 

Well term babies born to women colonised with GBS, with no additional risk factors, and who 
have had adequate intrapartum antibiotics may be examined on the day after birth. 
 

All other babies born to women identified as ‘at risk’ of neonatal GBS infection should be 
assessed by the paediatrician within 2 hours of delivery. 

 Review the maternal notes 

 Examine the baby for signs of infection 

 Follow the algorithm for observation regime & pathway (appendix A) 

 Ensure a Neonatal Earl warning score (NEWS) chart is commenced 
 

6.1 Early onset 
Most infants who develop early-onset GBS disease present with illness soon after birth and 90% 
have presented clinically by 12 hours of age, before culture results become available. Typical 
signs include grunting, lethargy, irritability, reluctance to feed, rapid / slow heart rate, low blood 
pressure, high / low temperature, rapid / slow breathing and cyanosis. 
 

6.2 Late onset 
This usually develops between 6 days and 1 month of age, but may occur up to 3 months of 
age. It often presents as meningitis. Approximately 50% of cases of late onset GBS are believed 
to be acquired perinatally, the remainder being acquired in the community. 
Intrapartum antibiotic prophylaxis reduces the risk of early onset neonatal GBS infection by 
80%. There is no preventative treatment for late onset disease. 
Women identified as ‘at risk’ of neonatal GBS infection should be advised of the signs of 
neonatal GBS infection and given a patient information leaflet prior to discharge home with their 
baby. Hand washing prior to handling all newborn babies is recommended, not only those born 
to mothers colonised with GBS. 
 

6.3 Treatment of confirmed GBS infection 

 Septicaemia (Blood culture +ve or baby symptomatic) - treat for 10 days 
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 Septicaemia with meningitis - treat for 14 - 21 days 

 Osteomyelitis - treat for 4 weeks 
Antibiotic of choice – Benzylpencillin and Gentamicin (refer to neonatal formulary for dosage) 
Consider changing antibiotics depending on sensitivities. 
 

7. Identification of GBS colonisation after delivery 
 

Occasionally a genital tract swab or MSU taken antenatally or during labour will be subsequently 
reported postnatally indicating maternal GBS colonisation. Management of the baby should 
depend on the age of the baby and any additional risk factors present. 
 
Baby less than 48 hours old 

 Still in hospital - Review baby on postnatal ward 

 Baby at home   - Review algorithm 
If this suggests no active treatment or observation only, inform the community midwife and GP 
and ask them to advise the mother and undertake review of the baby. 
If the algorithm suggests that a septic screen or antibiotic treatment is required then offer 
readmission to the postnatal ward for both mother and baby so that the baby can undergo 
appropriate evaluation and/or treatment.  Review the baby on readmission and follow the 
algorithm. 
 
Baby more than 48 hours old 

 Still in hospital - Review the baby on postnatal ward 

 Baby at home - Inform community midwife and GP and ask them to advise the 
mother and undertake review of the baby 

 
All of the above advice relates to clinically well babies. Unwell babies should receive urgent 
medical attention regardless of age, risk factors and whether or not they are still in hospital. 
 

8. Breastfeeding 
 

Breastfeeding does not increase the risk of neonatal GBS disease and women concerned about 
late-onset disease should be given the usual advice about breastfeeding. 

 
9. Monitoring Compliance and Effectiveness 

 

Monitoring requirement 1% of all health records where there is known group B 
haemolytic streptococcus present in mother or newborn  

Monitoring method Retrospective case note review 

Report prepared by Paediatric 

Monitoring report sent 
to: 

Paediatric Audit Forum 
Maternity Development Committee(for information) 

Frequency of report Biannually 
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Appendix A 

Parent information leaflet 
on Group B Streptococcus (GBS) 
 
What is GBS?  
Group B streptococcus (GBS) is a common type of the streptococcus bacterium. Approximately a third of 
us have GBS in our intestines and a quarter of women carry it in the vagina. Most carriers are completely 
unaware that they carry GBS, as it can be difficult to detect and usually causes no problems or 
symptoms. 
 
However, GBS can be a threat around the time of birth, infecting approximately 1 in 1000 newborn 
babies in this country. Although GBS infections in babies are relatively rare, the consequences can be 
serious. Of babies who develop the most severe forms of GBS infections, most will recover fully, but 
some survivors can have long term problems and about 10% die.  
 

When are GBS infections in babies most likely? 
There are recognised situations which increase the likelihood that a baby will be exposed to GBS and 
increase the risk of becoming infected. In these higher-risk situations, intravenous antibiotics are given 
during labour until delivery as a preventative measure to help protect the unborn child. This prevents 
most GBS infections from developing in babies.  However despite these efforts a baby may still become 
infected. 
 

What are the signs of GBS infection in babies? 
The typical symptoms include grunting, poor feeding, lethargy, irritability, abnormal temperature, grey or 
blue colour and fast breathing rates. Most GBS infections are apparent shortly after birth or within the first 
week of life. This is called ‘early onset’ GBS disease.  
Around 33% of GBS infections develop after the baby is 7 days old and is called “late-onset” GBS 
disease.  It sometimes presents as meningitis. About 5%-10% of babies who develop late onset GBS die, 
and about a third suffer long-term disabilities. Even if antibiotics have been given to mother or baby, the 
baby may still present with late onset GBS. 
 

The warning signs of late-onset GBS disease may include: 

 fever 

 poor feeding and/or vomiting; 

 impaired consciousness. 
 
The warning signs of meningitis include, as well as those above, any of the following: 

 shrill or moaning cry or whimpering 

 dislike of being handled, fretful 

 tense or bulging fontanelle (soft spot on head) 

 involuntary body stiffening or jerking movements 

 floppy body 

 blank, staring or trance-like expression 

 altered breathing patterns 

 pale and/or blotchy skin 
 

If your baby shows signs of late-onset GBS disease or meningitis, call your GP immediately. If your GP is 
not available, take the baby immediately to the nearest Accident and Emergency Department, or ring 
999. If your baby has meningitis, early diagnosis and treatment are vital – delay could be fatal. 
 
The risk of a baby developing a GBS infection decreases with age. GBS infections are rare after one 
month of age and virtually unknown after three months. If you require more information about GBS, 
please ask your doctor or midwife. 

Version 1 March 2012 
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