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•	Well-appearing	infants	of	any	gestational	age	whose	mother	
received adequate intrapartum GBS prophylaxis (≥4 hours of 
penicillin, ampicillin, or cefazolin before delivery) should be 
observed for ≥48 hours, and no routine diagnostic testing is 
recommended (BIII). Such infants can be discharged home as 
early as 24 hours after delivery, assuming that other discharge 
criteria have been met, ready access to medical care exists, 
and that a person able to comply fully with instructions for 
home observation will be present (CIII).
•	 For	well-appearing	 infants	 born	 to	mothers	who	had	 an	

indication for GBS prophylaxis but received no or inadequate 
prophylaxis, if the infant is well-appearing and ≥37 weeks 
and 0 days’ gestational age and the duration of membrane 
rupture before delivery was <18 hours, then the infant should
be observed for ≥48 hours, and no routine diagnostic testing
is recommended (BIII). If the infant is well-appearing and 
either <37 weeks and 0 days’ gestational age or the duration 
of membrane rupture before delivery was ≥18 hours, then the 
infant should undergo a limited evaluation and observation 
for ≥48 hours (BIII).
The following key changes were made from the 2002 

guidelines:
•	The	algorithm	now	applies	to	all	newborns.
•	The	definition	of	adequate	intrapartum	antibiotic	prophy-

laxis is clarified as ≥4 hours of IV penicillin, ampicillin, or 
cefazolin before delivery (AII). All other agents or dura-
tions are considered inadequate for purposes of neonatal 
management.
•	Well-appearing	infants	whose	mother	had	an	indication	for	

GBS prophylaxis but received no or inadequate intrapartum 
antibiotics can be managed with observation for ≥48 hours, 
unless the infant is <37 weeks and 0 days’ gestational age 
or membranes were ruptured ≥18 hours before delivery, in 
which case a limited evaluation and observation for ≥48 
hours is recommended (BIII).
•	Well-appearing	infants	with	a	gestational	age	of	35–36	weeks	

whose mothers received adequate intrapartum antibiotic
prophylaxis do not routinely require diagnostic evaluations 
(CIII).

Monitoring Implementation 
and Impact of Guidelines
•	 Local	and	state	public	health	agencies,	in	conjunction	with	

appropriate groups of hospitals, are encouraged to establish 
surveillance for early-onset GBS disease and to take other 
steps to promote perinatal GBS disease prevention and edu-
cation to reduce the incidence of early-onset GBS disease 
in their states (CIII).

  

  

  

 

  

            

 **  See table 3 for indications for intrapartum GBS prophylaxis. 
  

               

  

       
       

        
         

        

 
   

         

        

       

       

        

 
      

FIGURE 9. Algorithm for secondary prevention of early-onset group 
B streptococcal (GBS) disease among newborns 
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* Full diagnostic evaluation includes a blood culture, a complete blood count 
(CBC) including white blood cell differential and platelet counts, chest ra
diograph (if respiratory abnormalities are present), and lumbar puncture (if 
patient is stable enough to tolerate procedure and sepsis is suspected). 

† Antibiotic therapy should be directed toward the most common causes of 
neonatal sepsis, including intravenous ampicillin for GBS and coverage for 
other organisms (including Escherichia coli and other gram-negative patho
gens) and should take into account local antibiotic resistance patterns. 

§ Consultation with obstetric providers is important to determine the level of 
clinical suspicion for chorioamnionitis. Chorioamnionitis is diagnosed clini
cally and some of the signs are nonspecific. 

¶ Limited evaluation includes blood culture (at birth) and CBC with differential 
and platelets (at birth and/or at 6–12 hours of life). 

†† If signs of sepsis develop, a full diagnostic evaluation should be conducted 
and antibiotic therapy initiated. 

§§ If ≥37 weeks’gestation, observation may occur at home after 24 hours if other 
discharge criteria have been met, access to medical care is readily available, 
and a person who is able to comply fully with instructions for home observa
tion will be present. If any of these conditions is not met, the infant should 
be observed in the hospital for at least 48 hours and until discharge criteria 
are achieved. 

¶¶ Some experts recommend a CBC with differential and platelets at age 6–12 
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