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Evidence Made Easy:  
Group B Streptococcus
By Amanda Jackson

Group B Streptococcus (GBS) is a type of  
bacterium that is naturally found in the digestive 
and reproductive tracts of both men and women. 
Approximately two in ten pregnant women ‘carry’ or 
are ‘colonised’ with GBS and it usually causes  
no harm.1

During labour and birth, many babies are colonised with the bacteria but the 
majority suffer no ill effects. There is, however, a risk that a baby can develop 
GBS infection, which can cause serious complications and, on occasions, be 
life changing or life threatening.
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What are the signs/symptoms of GBS infection?
Most babies who become infected develop symptoms within 12 hours of 
birth. If a baby develops GBS infection less than seven days after birth this 
is known as early-onset GBS infection (EOGBS). EOGBS usually presents as 
septicaemia with pneumonia; signs of infection can include poor feeding, 
grunting, irritability, high temperature, fast or slow breathing, blueness of skin 
and/or lethargy. (Sometimes, however, the body temperature may be normal 
or even low.) EOGBS accounts for up to 75% of GBS infections in babies.

However, the infection can also occur from seven days to three months 
of age, which is known as late-onset GBS (LOGBS) and accounts for 
approximately one in every four GBS infections in babies. LOGBS often 
presents as septicaemia, pneumonia and/or meningitis with symptoms 
such as high pitched crying or moaning, aversion to bright light, floppiness, 
irritability, and pale or blotchy skin.

What are the risks of GBS to newborn babies?
In the UK and Ireland, around one in 2000 babies are diagnosed with early 
onset GBS infection each year.1 This means that with 778,971 live births a year 
in the UK, around 390 babies will develop EOGBS. With prompt treatment, the 
majority (seven out of ten of diagnosed babies) recover fully. However, two in 
ten babies with GBS infection will recover with some level of disability,2 and 
overall, one in ten of these sick babies will die from the infection.

Are some babies more at risk?
There are a number of clinical risk factors that increase the risk of a baby 
developing EOGBS. These include a mother who has had a previous baby 
with GBS infection, preterm birth (less than 37 weeks gestation), prolonged 
rupture of the membranes and maternal fever in labour. In the UK, healthcare 
professionals are encouraged to identify and manage high-risk pregnancies 
on the basis of an assessment of these risk factors. It is worth noting that 
many women with risk factors do not carry GBS and many women with GBS 
do not have any risk factors. 

What can be done to reduce the risk of GBS 
infection in babies?
Pregnant women who test positive for GBS are currently offered intravenous 
(IV) antibiotics as soon as possible during labour, to reduce the risk of their 
baby developing GBS. The 2012 NICE guidelines3 recommended the use of IV 
antibiotics in the following circumstances, based on the balance of risks and 
benefits to mum and baby:
•  In cases where a woman have been incidentally diagnosed with GBS in her 

vagina, rectum or urine (eg when testing for a suspected urinary infection), 
IV antibiotics should be offered to her and also to those who have 
previously had a baby with a neonatal GBS infection.

•  In pre-term labour, IV antibiotics should be offered to those whose waters 
have broken before labour started and to those whose waters have been 
broken for more than 18 hours before birth.

•  IV antibiotics should be prescribed if women show evidence of infection, 
such as raised temperature.

With prompt 
treatment, the 
majority (seven out 
of ten of diagnosed 
babies) recover fully.



The RCOG4 has also issued guidance on preventing EOGBS that is consistent 
with NICE guidance. The NICE guidance also states that antibiotics should 
not be given to either a mother or her (full term) baby if the mother shows 
no signs of infection, even if the waters have been broken for over 24 hours.  
In those circumstances, the guidelines recommend induction of labour 
approximately 24 hours after rupture of the membranes.

Why are all women not tested for GBS during 
pregnancy in the UK?
The 2012 NICE3 guidelines do not recommend routine testing for GBS but 
there has been much debate on this issue. In 2012, the National Screening 
Committee (NSC)5 concluded that there was no clear evidence to show that 
routinely testing for GBS would be beneficial overall. Whilst many women 
carry the bacteria, in the vast majority of cases, babies are not infected, 
and giving antibiotics all carriers of GBS antibiotics (approximately 150,000 
women each year) would mean many women at very low risk receiving 
treatment that they did not need. It could alos increase the risk of overuse of 
antibiotics leading to strains of bacteria becoming resistant.

Further concerns cited include the possible effect of antibiotics on the 
newborn babies’ normal gut flora (healthy bacteria), and the risk of allergic 
reaction among the women receiving the drug. Additionally, the standard 
NHS test can be unreliable, and fails to diagnose up to 50% of women who 
are GBS carriers. Therefore, the GBSS charity,6 which campaigns to help 
prevent avoidable GBS infections in babies and raise awareness of GBS, is 
campaigning for pregnant women and their health professionals to have 
easy access to the ‘gold standard’ ECM (Enriched Culture Medium) test. This 
is a test specifically designed to detect GBS carriage.  It is argued that use 
of the ECM test would ensure that antibiotics would be targeted at women 
whose babies are at higher risk. Currently this test is rarely available in the 
NHS although some trusts do offer it and the tests are available privately.   
However, a UK National Screening Paper (May 2015)5 countered the 
claims made by the GBSS charity and contended that ECM is not useful for 
screening, as the likelihood of identifying which babies would be affected by 
EOGBS was still very low.  

How are babies tested and what treatments  
are available?
Babies showing signs of infection are given antibiotics as soon as possible.  
Diagnosis is confirmed via blood tests or a lumbar puncture, and treatment 
is stopped if there is no sign of EOGBS after at least 36 hours, or if the tests 
prove negative.  

How does GBS impact labour and birth?
Women who are diagnosed with GBS are often advised to give birth in hospital 
obstetrics units if they are planning to have IV antibiotics. However, a recent 
RCOG audit showed that a large proportion of midwifery-led units do accept 
women who are GBS carriers and many offer GBS-specific antibiotics.  



The administration of intravenous antibiotics in labour should have only a 
limited effect on a woman’s birth experience. A cannula is inserted at the 
start of labour, which remains until the baby is born.  Doses of the intravenous 
antibiotics are given at four-hourly intervals but, in between doses, the 
woman is free to moves she pleases. It may be tricky, but not impossible, for 
a woman to use a birthing pool in these circumstances and parents should 
be encouraged to discuss their options with their particular birthing unit in 
advance. There is a small risk of a woman developing an allergic reaction 
to antibiotics, which may preclude some women from choosing a planned 
homebirth.  However, some units are able to make appropriate arrangements 
to support the homebirth of a woman carrying GBS, so a similar exploration of 
local support will need to be undertaken.

How can practitioners support parents?
The decision as to whether or not to have the screening or to have antibiotics 
during labour is a personal one and it can be confusing for parents to make 
sense of the information available to them.  

•  Providing a balanced, evidence-based overview of the risks of GBS to 
a woman who is concerned about or interested in GBS testing, should 
include a recommendation for her to explore the options available at her 
particular maternity unit and to discuss her concerns with her midwife, a 
supervisor of midwives or obstetrician.

•  Over half of maternity units do offer GBS testing for women with particular 
risk factors or who request testing (RCOG 2016)7 although this is usually 
not ECM. Women should be encouraged to discuss their concerns with 
their midwives and to understand what screening tests may be available to 
them at their particular unit. 

•  Should parents wish to test privately, the Group B Strep Support website 
(www.gbss.org.uk/test) provides a list of organisations who offer private 
ECM following methodology described by Public Health England’s UK 
Standards for Microbiology Investigations.  

•  Practitioners should signpost parents who are affected by or are interested 
in GBS to information regarding signs and symptoms of EOGBS and LOGBS 
such as poor feeding, grunting, irritability, high or low temperature, fast or 
slow breathing, blueness of skin and/or lethargy. Group B Strep Support 
(www.gbss.org.uk/test) offers detailed information and support to families 
affected by this condition.  

•  Women who have previously had a baby with GBS infection, or are carrying 
it in their current pregnancy, should be encouraged to talk with their 
midwife or obstetrician in order to discuss a birth plan that includes steps 
to protect their baby from the infection.

•  Consider using principles recommended by NICE when discussing risks 
and benefits, including: ‘accept and acknowledge that patients may vary 
in their views about the balance of risks, benefits and consequences of 
treatments’, and the need to ‘personalise risks and benefits as far  
as possible’.8,9
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