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Table 1. Indications for Intrapartum Prophylaxis
(see table 3) [A] [B] [G]

Black = Obstetrical
management

Start
here

1. Positive maternal GBS culture AT ANY POINT during THIS
pregnancy
2. GBS bacteriuria during current pregnancy
3. Prior infant with GBS disease
4. GBS status unknown within 5 weeks of delivery AND either:
-- <37 wks GA with onset of labor OR
-- ROM >18 hours

Blue = Newborn
management

IAP
Indicated?
(tables 1,2)

No

Yes

Table 2. Intrapartum Prophylaxis Not Indicated [F]

Give IAP
(table 3)

1. Negative vaginal/rectal GBS ≤ 5 weeks in the current
pregnancy, regardless of intrapartum risk factors (except
maternal GBS bacteriuria)
2. Planned cesarean delivery performed in the absence of
labor or ruptured membranes, regardless of maternal GBS
status and regardless of gestational age.
3. Previous pregnancy w/ positive vaginal/rectal GBS but
current pregnancy negative vaginal/rectal GBS ≤ 5 weeks.
4. In those cases where vaginal/rectal GBS was negative and
IT IS > 5 weeks SINCE TEST, and >37 wks GA, and
onset of labor
5. If GBS unknown, no prophylaxis, refer to
Early Onset Sepsis calculator

Delivery
Maternal FEVER, or chorioanmionitis diagnosed
before delivery or
Signs of sepsis in newborn at birth?

NO

Gestational age

>4 hr from start

Regimens
Recommended
Alternative

If penicillin allergic:
Low Risk or
Medium Risk [D]

Cefazolin 2 grams IV initial dose; 3
grams if > 120kg, then 1 gram IV
every 8 hours until delivery

High Risk [E]

Clindamycin 900 mg IV every 8
hours until delivery (if susceptible)[C]
or
Vancomycin 20 mg/kg every 8 hours
until delivery MAX 2 grams per dose;
Goal trough: 10-15 mcg/mL [C]

≥ 35 0/7wks

<35 0/7 wks

YES

Antimicrobial
Penicillin G 5 million units IV initial
dose, then 2.5 million units IV every 4
hours until delivery
Ampicillin 2 grams IV initial dose,
then 1 gram IV every 4 hours until
delivery

NO

of infusion of IAP?

Table 3. Recommended Regimens for Perinatal
Disease Prevention

YES

Gestational age

≥37 0/7 wks

ROM
>18 hr

Footnotes

≥35 0/7 wks
But
<37 0/7 wks

<35 0/7wks

Calculate risk with
Kaiser Early Onset
Sepsis calculator
for guidance on risk
of sepsis [H]

YES

NO

[A] When the diagnosis of chorio-amnionitis is made,
the appropriate antibiotic coverage should be initiated

Green zone

Red zone
Yellow zone

[B] If culture expires prior to labor admission, repeat
culture upon admission for labor.

[C] Infants of mothers treated with Clindamycin or
Vancomycin IAP may need to remain longer than
24 hours

Diagnostic Evaluation
Empiric Antibiotic Therapy (table 5)

[D] Low to Medium risk include patients who have
previously tolerated a cephalosporin OR who do
not meet high risk criteria (pruritis w/o rash, remote
(> 10 years) unknown reaction, mild rash, severe
rash or urticaria/hives with no other symptoms)
[E] High risk includes patients who have a history
suggestive of an IgE-mediated event (anaphylaxis,
angioedema, respiratory distress, cardiovascular
symptoms), recurrent PCN reactions, reactions to
multiple beta-lactams, or positive penicillin allergy test
Severe rare delayed-onset cutaneous or systemic
reactions, such aseosinophilia and systemic symptoms
/drug induced hypersensitivity syndrome, StevensJohnson syndrome, or toxic epidermal necrolysis
[F] For example, GBS unknown within 5 weeks of delivery
and no risk factors
[G] To properly obtain culture, do not use speculum.
Swab lower half of vagina circumferentially, then
insert into rectum 2cm and rotate 360°. Place in
selective media for transport.
[H] Infants of mothers treated with Clindamycin or
Vancomycin IAP should have “no antibiotics”
selected in the Kaiser-Early Onset Sepsis calculator

Consider discharge at 24
hours if infant remains wellappearing & is otherwise
meeting DC criteria (table 4)

Follow blood cultures until at least
36 hours. [C]

Consider discharge at 36 hours
if infant remains wellappearing & is otherwise
meeting DC criteria (table4)

Consider discharge based on clinical
appearance of the infant and ability to
meet other DC criteria.

These infants should be Q4hr
vital signs for at least first
24hours of life.

These infants should be Q4hr vital signs
or if admitted to NICU, per NICU
guidelines.

Table 4. Newborn Discharge Criteria
1. D/C criteria in PJPC Newborn Readiness for Discharge
guideline are met
http://www.med.umich.edu/i/obgyn/guidelines/nbn_d-c_criteria.pdf

2. For GBS + mom, ready access to medical care & an adult able
to comply fully with instructions for home observation will be
present

Table 5. Evaluation and Therapy of the Newborn
Blood culture and
-CXR if cardiopulmonary signs
-LP if signs of sepsis

May D/C if infant well and if cultures are negative
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The recommendations in this guide are meant to serve as treatment guidelines for use at Michigan Medicine facilities. If you are an individual experiencing a medical emergency, call 911 immediately. These
guidelines should not replace a provider’s professional medical advice based on clinical judgment, or be used in lieu of an Infectious Diseases consultation when necessary. As a result of ongoing research,
practice guidelines may from time to time change. The authors of these guidelines have made all attempts to ensure the accuracy based on current information, however, due to ongoing research, users of these
guidelines are strongly encouraged to confirm the information contained within them through an independent source.
If obtained from a source other than www.med.umich.edu/asp, please visit the webpage for the most up-to-date document.

