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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt Maternity Services.  
Please discuss policies relevant to your care with your Lead Maternity Carer. 

Purpose: 

This guideline outlines the practice that relates to the risk-assessment for and management of 
pregnant women/people either with or at risk of GBS colonisation and infection. The objective of 
this guideline is to minimise the incidence of early-onset neonatal infection due to Group B 
Streptococcus (GBS). 

Scope: 

For the purposes of this document, staff will refer to: 

All staff within Hutt Valley DHB. This includes staff not working in direct contact with 
patients/consumers.  Staff are taken to include anyone engaged in working to the Hutt Valley DHB.  
This may include but is not limited to: 

o Employees irrespective of their length of service 
o Agency workers 
o Self-employed workers 
o Volunteers 
o Consultants 
o Third party service providers, and any other individual or suppliers working in Hutt 

Maternity, including Lead Maternity Carers, personnel affiliated with third parties, 
contractors, temporary workers and volunteers 

o Students 

Abbreviations and Definitions: 

GBS Group B Streptococcus 
MEWS Maternal early warning score 
PPROM Preterm pre-labour rupture of membranes 
SRM Spontaneous rupture of membranes 
UTI Urinary Tract Infection 

Guideline 

A risk-based GBS prevention strategy is recommended in New Zealand (Darlow 2015).  
Management may be considered in two parts: 

1. Identifying GBS risk factors 
2. Managing GBS risk factors 

Group B Streptococcus (GBS) in pregnancy MATY114 
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Risk Factors 

Known risk factors for GBS: 

 A previous baby affected by GBS infection 

 GBS bacteriuria (of any count) this pregnancy  

 Intrapartum maternal temperature of ≥ 38.0°C 

 Preterm labour (less than 37 weeks) and imminent birth, with or without ruptured membranes 

 Prolonged rupture of membranes ≥ 24 hours (unless ‘GBS swab’ negative, as described below) 

 GBS colonisation diagnosed in this pregnancy (unless a subsequent negative ‘GBS swab’ 
screening test result is available ≥ 37+0 weeks 

Principles of Management 

 All women/pregnant people with risk factors for early onset neonatal GBS infection should be 
offered treatment in labour with intravenous antibiotics (intrapartum antibiotic prophylaxis). 

 Intrapartum antibiotics prophylaxis is intended to have a narrow spectrum, to reduce the risk of 
antibiotic resistance and unwanted side-effects. 

 Women/pregnant people with clinical signs of infection require immediate aggressive 
treatment with broad-spectrum intravenous antibiotic therapy, instead of the intrapartum 
antibiotic prophylaxis regimen. 

 Penicillin allergy may be significant in this context and documentation of details of any previous 
immediate (within 24 hours) hypersensitivity reactions such as anaphylaxis, angioedema, 
laryngospasm, bronchospasm or urticaria is important and should, ideally, be a part  of the 
antenatal assessment. 

‘GBS swab’ 

A combined low vaginal and anorectal bacterial swab, known as the ‘GBS swab’, is used for GBS 
screening. A selective enrichment broth process is required for culture, so the request form needs to 
specifically state it is for GBS screening.  

 The same swab is used for both the vagina and anus – see appendix 2  

 It can be collected by a clinician or the woman/pregnant person 

 Request form must clearly state “GBS screen” 

Screening can be offered at 35 to 37 weeks gestation. 

The result should be used to inform labour management. If the swab result shows no evidence of GBS 
colonisation then intrapartum antibiotic prophylaxis is not required, even in the event of prolonged 
ruptured membranes (assuming the swab was taken after 37+0 weeks). (Darlow 2015, CDC 2010). 

Known penicillin allergy 

If a woman/pregnant person has a known penicillin or cephalosporin allergy, please state this on the 
request form so that that GBS culture can be tested for Clindamycin and Erythromycin sensitivity. 
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GBS Bacteriuria (UTI) during pregnancy 

GBS bacteriuria of any count and at any stage of pregnancy is a risk-factor for early-onset neonatal GBS 
disease. 

Most experts will only treat the bacteriuria with the appropriate antibiotics when the colony count is > 
105 colony forming units per ml. (Darlow 2015) Treat as per the sensitivities, but typically either of the 
following are appropriate: 

 Amoxicillin PO 500mg TDS for 5 days  

 Nitrofurantoin PO 50mg QID for 5 days 

A repeat MSU should be taken 2-4 weeks after treatment is recommended, to confirm eradication of 
GBS from the bladder. 

If GBS bacteriuria is detected at any stage of pregnancy, intrapartum antibiotic prophylaxis should be 
offered. 

Incidental finding of GBS on vaginal swab 

An incidental finding of vaginal and/or rectal GBS colonisation in pregnancy is not to be treated with 
antibiotics, as GBS cannot be eliminated from its reservoir in the large bowel. 

An incidental finding of GBS in pregnancy greater than 5 weeks before labour is unreliable and may 
result in unnecessary intervention in labour. 

It is suggested to repeat the swab at 37 weeks to see if the vaginal colonisation has been 
spontaneously cleared. If this second swab is negative for GBS, a woman/pregnant person can be 
considered GBS negative. 

Established Pre-Term Labour 

Preterm labour (before 37 weeks) is a risk factor early-onset neonatal GBS disease (EOGBS) and so 
intrapartum antibiotic prophylaxis should be offered. 

Preterm Pre-Labour Rupture of Membranes (PPROM) 

Please refer to the Preterm pre-labour rupture of membranes (PPROM) guideline (MATY083)  

Pre-Labour Caesarean Section 

Women/pregnant people with risk factors for GBS who have intact membranes and no signs of infection 
and require a pre-labour elective or emergency Caesarean section do not require prophylaxis for EOGBS. 
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Pre-Labour Rupture of Membranes at Term (Term PROM) 

In the event of pre-labour rupture of membranes at term in women/pregnant people who are well and 
with no risk factors for GBS, please refer to the ‘Pre-labour rupture of membranes at term (Term PROM)’ 
guideline (MATY055). 

The Ministry of Health 2012 guidelines (‘Section 88’) advise that LMCs should consult with the Obstetric 
Team before 24 hours of pre-labour ruptured membranes at term. 

Pre-Labour Rupture of Membranes at Term with GBS Risk Factors 

Women/pregnant people with risk factors for GBS who are well and have pre-labour rupture of 
membranes (term PROM) are at a higher risk of having a baby affected by early-onset neonatal GBS 
disease (EOGBS). 

It is recommended that women/pregnant people are offered an induction of labour as soon as 
practicable, with IV antibiotic prophylaxis commenced as soon as diagnosis is made. The women 
should be admitted to the hospital immediately after SROM and IV antibiotics commenced. Do not 
wait till the Induction is started. 

Indications for offering women induction of labour include any of the following: 

 A previous baby affected by GBS infection 

 GBS urine infection in this pregnancy 

 GBS colonisation in this pregnancy (unless a subsequent negative ‘GBS swab’ result taken ≥ 
37+0 weeks is available) 

 Pre-labour ruptured membranes (PROM) and known to be GBS positive 

o Start IV antibiotics as per protocol and offer IOL as soon as possible and practicable (do not 
wait for 18 hours) 

 Prolonged pre-labour ruptured membranes (PROM) ≥ 18 hours with otherwise low-risk GBS status 

o Women/pregnant people who do not establish in labour by 18 hours after ROM are to be 
offered an induction of labour at this time or as soon as practicable after (e.g. the next 
morning if the 18 hour point is in the middle of the night), and should be offered 
prophylactic antibiotics from the time of first intervention (e.g. first vaginal examination or 
starting oxytocin infusion). 

o Women/pregnant people in spontaneous labour who do not give birth before 18 hours 
after ROM require the offer of prophylactic antibiotics at 18 hours post-rupture 
membranes. 

o Women/pregnant people with a negative ‘GBS swab’  result taken ≥ 37+0 weeks, do not 
require intrapartum antibiotic prophylaxis, even if they have prolonged ROM ≥ 18 hours, as 
long as they remain well, although they may choose to have it. 

o If a woman/pregnant person chooses not to have IOL for prolonged pre-labour ruptured 
membranes, her LMC should discuss her with the on-call Obstetric SMO to agree an on-
going plan 
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 Signs of infection in association with pre-labour ruptured membranes at term 

o These women/pregnant people require urgent and thorough Obstetric assessment 
o Immediate offer of intravenous broad-spectrum antibiotic therapy (not GBS prophylaxis 

regime) 
o If vaginal birth is appropriate, it is recommended that they are offered an induction of 

labour as soon as possible. 

Intrapartum Management 

Intravenous intrapartum antibiotic prophylaxis is recommended to be offered to all women/pregnant 
people with GBS risk factors in active labour, or at the commencement of intervention resulting from 
the above risk factors, whether or not they have ruptured membranes.  

While the standard recommendations for prophylactic IV antibiotics for EOGBS is for them to be 
administered only in the active phase of labour, this guideline advises that antibiotics be started at the 
time of first intervention, e.g. the commencement of induction of labour, and not delayed until labour 
is established. This is because there can be a considerable delay between intervention and active 
labour for these women/people with established GBS risk factors, leaving the baby more vulnerable to 
infection. 

The optimal duration of intrapartum antibiotic prophylaxis is not currently established, but previous 
recommendations were to start at least four hours prior to birth. More contemporary evidence 
suggests that antibiotics may still be effective if there is likely to be at least one hour before the birth. 
(Illuzzi 2006). 

Inform the Paediatric / SCBU Team if there is: 

 A history of a previous baby affected by GBS infection 

 There has been less than an hour between first antibiotic dose and birth 

 Any suspicion of intrauterine infection / chorioamnionitis 

Intrapartum Management In A Primary Unit Setting 

GBS risk factors are not necessarily a contraindication for a woman/pregnant person to birth in a primary 
birthing unit. If the LMC is confident to give IV antibiotics within their own scope of practice, then 
discussions can take place with the woman/pregnant person and the primary unit manager to negotiate 
the appropriate place of birth. 

Only well women/people, at term and in active labour, (who also have GBS risk factors as in previous 
paragraph), should be considered for primary unit birth. 

It is not appropriate for women/pregnant people in preterm labour (less than 37+0 weeks) or with any 
signs of maternal or fetal infection to be at a primary birthing unit. It is recommended that any labouring 
women with any concerning features should be discussed with the on-call Obstetric SMO and 
transferred to Hutt Hospital Maternity. 

Primary units will need to ensure that they have appropriate training and equipment in place to deal 
with the unlikely event of an anaphylactic reaction to antibiotics. 



 

Document author: O&G Registrar 

Authorised by: Maternity PPG Group 

Issue date: Aug 2021 Review date: Aug 2024 Date first issued:  

Document ID: MATY114 Page 6 of 11 

CONTROLLED DOCUMENT – The electronic version is the most up to date version.  The DHB accepts no  
responsibility for the consequences that may arise from using out of date printed copies of this document. 

 
 

 

Maternal Fever and Suspected Intrauterine Infection / Chorioamnionitis 

Maternal fever is a high-risk sign of infection that requires broad-spectrum antibiotic therapy and 
additional monitoring, including fetal monitoring. 

Where there are clinical signs of infection, appropriate specimen samples should be taken if at all 
possible; remember, however, not to delay initiation of antibiotic therapy if any issues getting samples. 
Samples to take include: 

 Peripheral blood cultures – two sets if possible (4 bottles) 

 Urine for MSU / CSU 

 High vaginal swab 

 ‘GBS swab’ 

Clinical signs of intrauterine infection / chorioamnionitis include maternal fever (≥ 38.0°C) or two or 
more of the following: 

 Abdominal tenderness (between contractions) 

 Vaginal discharge 

 Offensive liquor 

 Maternal tachycardia 

 Fetal tachycardia 

Note – ruptured membranes are not necessary for the diagnosis of chorioamnionitis 

 

Women with a fever or signs of chorioamnionitis require immediate treatment and 
intervention.  
If chorioamnionitis is suspected, urgent Obstetric RMO review should be requested, 
and discussed with the Obstetric SMO on-call ± Paediatric RMO / SMO on-call. 

Neonatal Consultation 

Newborns of mothers who have had GBS risk factors, regardless of whether the mother has received 
intrapartum antibiotics or not, also require close observation with 4-hourly observations for signs or 
sepsis, particularly during the first 24 hours of life. These should be plotted on the NOC/NEWS chart. 
Hospital stay is recommended. If birth occurred at outside hospital, the LMC should liaise with on-call 
Paediatrician if any concerns. 

The neonate should be observed for signs of infection: 

 Grunting 

 Lethargy 

 Irritability 

 Very low or very high body temperature 

Note that a poor Apgar score at birth can be due to sepsis. Infection can occur even if the mother has 
received prophylactic antibiotics and even if she/they were deemed before birth to be low-risk for GBS 
disease. 
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If the mother, her family / whānau or any healthcare professional sees any signs of sepsis, please refer 
to Paediatric / SCBU team urgently. 

A plan should be established prior to birth, if possible, regarding the level of ongoing neonatal 
observation and/or empirical treatment that is indicated after birth. This should be documented in the 
NOC/NEWS chart. 
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Informed Consent: 

The right of a consumer to make an informed choice and give informed consent, including the right 
to refuse medical treatment, is enshrined in law and in the Code of Health and Disability 
Consumers’ Rights in New Zealand. This means that a woman can choose to decline treatment, 
referral to another practitioner, or transfer of clinical responsibility. If this occurs follow the process 
map on page 18 of the Referral Guidelines (Ministry of Health, 2012). 

Tangata Whenua Statement: 

The Women’s Health Service recognises the rights and responsibilities of Māori as tangata whenua 
and Treaty Partners.  This allows and acknowledges the importance of cultural diversity in all aspects 
of our care and practice in Aotearoa New Zealand.  

As stated in Te Pae Amorangi (Hutt Valley DHB Māori Health Strategy) 2018-2027, Hutt DHB as a 
Crown agency is committed to our role in maintaining active relationships with iwi, under Te Tiriti o 

https://www.cdc.gov/groupbstrep/downloads/gbs_swab_sheet21.pdf
https://www.nzma.org.nz/__data/assets/pdf_file/0003/45903/Darlow-1931FINAL1425.pdf
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/1471-0528.14821
file://///wn0hvhome/hvhome/EEH01/My%20Documents/Drafts/GBS/10.1097/01.AOG.0000241539.86451.11
http://www.huttvalleydhb.org.nz/about-us/reports-and-publications/te-pae-amorangi/


 

Document author: O&G Registrar 

Authorised by: Maternity PPG Group 

Issue date: Aug 2021 Review date: Aug 2024 Date first issued:  

Document ID: MATY114 Page 8 of 11 

CONTROLLED DOCUMENT – The electronic version is the most up to date version.  The DHB accepts no  
responsibility for the consequences that may arise from using out of date printed copies of this document. 

 
 

 

Waitangi. This strategy recognises the established principles of Partnership, Participation and 
Protection and recognises steps towards the reviewed interpretation of Te Tiriti principles to date 
(from the Wai 2575 claim into health). These are tino rangatiratanga, equity, active protection, 
partnership and options.  

Attention in particular is drawn to: 

 Article one – Kāwanatanga: actively engaging and working alongside with local iwi through the 
Hutt Valley Māori Health Unit 

 Article two – Tino Rangatiratanga: Self-autonomy, self-determination; the responsibility to 
enable Māori to exercise their authority over their own health, determinants and definition of 
health 

 Article three – Ōritetanga: equal health outcomes of peoples; ensuring that policy, guidelines or 
programmes do not further perpetuate any inequity  

 Article four (the ‘oral clause’) – Wairuatanga: spirituality; thriving as Māori and the importance 
of health providers understanding health in te ao Māori (the Māori world), acknowledging the 
interconnectedness and inter-relationship of all living and non-living things.  

 

  

https://www.health.govt.nz/our-work/populations/maori-health/wai-2575-health-services-and-outcomes-kaupapa-inquiry
http://intranet.huttvalleydhb.org.nz/our-dhb/departments/maori-health-unit/
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Appendix 1: Background information 

The Lancefield group B beta-haemolytic streptococcus (Streptococcus agalactiae), usually referred to as 
Group B Streptococcus (GBS) is a recognised cause of bacterial infection in neonates up to three months 
of age; it is a significant cause of neonatal morbidity and mortality. It is the most frequent cause of severe 
early-onset (less than 7 days of age) infection in newborn infants. (Hughes, RCOG 2017). Early-onset 
neonatal GBS disease (EOGBS) is acquired by the baby by vertical transmission from the birth canal at 
the time of labour and birth. It is an important and largely preventable public health problem. (Darlow 
2015) 

GBS is present in the bowel flora of 20-40% of adults (this is called ‘colonisation’). People who are 
colonised are called ‘carriers’, and this includes pregnant women. There is no evidence that its carriage 
rate is specifically affected by pregnancy. (Hughes, RCOG 2017) The presence of GBS in the bowel flora 
is usually harmless and cannot be eradicated by antibiotics. In women, the vagina may also be colonised 
intermittently. Unfortunately there is currently no point of care test for the presence of GBS in the vagina 
at the time of labour. 

There is considerable variation in practise regarding the best strategy to prevent early-onset neonatal 
GBS disease (EOGBS). (Hughes, RCOG 2017) In the United States and Canada the approach is for universal 
screening, whilst the United Kingdom has adopted a risk-based approach. (Darlow 2015; Hughes, RCOG 
2017) Neither will prevent all cases of EOGBS, and both have risks and benefits (Darlow 2015). 

The use of intravenous antibiotics for well women with GBS risk factors in labour to reduce the risk of 
EOGBS is known as intrapartum antibiotic prophylaxis. This reduces but does not eliminate the risk of 
vertical transmission.  

In New Zealand, a consensus guideline was published in 2014-15, agreed by the New Zealand College of 
Midwives, the Paediatric Society of New Zealand, the Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists (New Zealand Committee) and the Australasian Society of Infectious 
Diseases (New Zealand sub-committee). (Darlow 2015) A risk-based GBS prevention strategy is 
recommended for New Zealand, as it is the most clinically effective and cost effective for the New 
Zealand context. Universal routine antenatal GBS screening is not recommended. 

The following guideline is based upon this consensus guideline. It is indebted to the Christchurch 
Women’s Hospital Maternity Guideline “Group B Streptococcus – management and prophylactic 
antibiotics in labour”, dated September 2017. 
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Appendix: 2 Swab procedure 
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Appendix 3: Antibiotics indicated in labour 

 

 

Antibiotics in Labour

Antenatal risk factors for GBS infection?

Previous baby with GBS infection

Positive GBS MSU this pregnancy

Positive  GBS swab  this pregnancy at 35-37 weeks

Over 24 hours since ROM at time of diagnosis

Clinical Suspicion of Chorioamnionitis

Maternal fever  38.0°C

Fetal tachycardia

Uterine tenderness (between contractions)

Malodorous vaginal discharge

Penicillin 

allergy?

Yes

Benzylpenicillin IV

Initial dose 1.2g

Then 600mg 4-hourly until birth

No

Cefuroxime 1.5g IV 8-hourly

and

Metronidazole 500mg IV 12-hourly

Consider Gentamicin 5mg/kg IV (max 
560mg) stat (contact pharmacist for 

advice on monitoring serum 

concertation if more than 1 dose 

required)

Collect:

HVS and LVS/anorectal  GBS  swab

Urine culture (MSU or CSU)

Blood cultures – 2 different sites

FBC and CRP

Penicillin 

allergy?

No

Meropenem 1g IV q8h

or 

Contact Infectious Disease on-call

Confirmed in labour

Low-risk of anaphylaxis: minor rash, 

maculopapular rash, unknown reaction

High-risk of anaphylaxis: immediate onset 

rash, anaphylaxis/angioedema, severe 

cutaneous reaction e.g. SJS, DRESS, TENs 

Cefazolin 2g IV Q8h until birth

Yes

Vancomycin 1g IV  (infused over two hours) 
Q12h until birth

Yes

Yes


