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Late-onset group B streptococcal disease is a rare 
but devastating disease
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Group B streptococcus (GBS) or Streptococcus 
agalactiae is an organism colonising the maternal 
gastrointestinal and genital tracts which may lead to 
significant morbidities and mortalities in infants.1-4 
Universal screening of pregnant mothers for GBS 
carriage has been implemented in Hong Kong since 
2012 but we continue to encounter late-onset GBS 
disease.4 This commentary reviews the epidemiology, 
risk factors, mortality, and morbidity of late-onset 
GBS especially pertinent to Hong Kong.
 A 2017 global study revealed some 21.7 million 
pregnant women carry GBS and infections cause 
150 000 preventable stillbirths and infant mortality 
annually.5 Before 2012, a risk-based screening 
strategy was used to select patients for intrapartum 
antibiotics prophylaxis and the incidence of early-
onset GBS disease was 0.58 to 1.1 per 1000 live births 
in Hong Kong.3 A universal screening swab-based 
screening programme was implemented in Hong 
Kong after 2012.6 The worldwide incidence of late-
onset GBS disease is 0.26 per 1000 live births, while 
the incidence in Hong Kong was 0.38 per 1000 live 
births despite intrapartum antibiotics.7,8

 Maternal risk factors for early-onset GBS 
disease include vaginal GBS colonisation, GBS 
bacteriuria, intrapartum maternal fever, and 
chorioamnionitis. Overall 18% of women worldwide 
and 21.8% of Hong Kong mothers are colonised.5,6 
A local study has shown that highly educated and 
socially advantaged professional women were 
more likely to be carriers, and that there were no 
differences in the colonisation rate between Hong 
Kong and mainland Chinese citizens.9 The risk of 
neonatal GBS septicaemia for infants born to women 
diagnosed with vaginal GBS colonisation can be as 
high as 25 times compared with women who are 
not colonised.4 Vertical transmission of GBS occurs 
after rupture of the amniotic membranes or after the 
onset of labour. The risk of early-onset GBS disease 
is extremely low if the mother is undergoing planned 
caesarean section in the absence of labour and with 
intact membranes.10 Other risk factors include 
prematurity, premature or prolonged rupture of 
amniotic membranes, multiple gestation pregnancy, 
and prior delivery of an infant with GBS disease.3,11
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 For late-onset GBS disease, in contrast to 
early-onset GBS disease, vaginal GBS colonisation is 
not a crucial factor. Reported risk factors includes 
prematurity, exposures to colonised family members 
and medical equipment.4 The use of maternal 
intrapartum chemoprophylaxis has been shown to 
be ineffective in the prevention of late-onset GBS 
disease.12 The probability of recurrence after the first 
episode of GBS infection is between 1% and 6%.4

 The mortality rate of invasive GBS diseases 
ranges from 5% to 37%.3,12-15 Late-onset GBS disease 
are associated with higher morbidity and significant 
neurodevelopmental impairments.13,16 As late-
onset GBS disease is not a notifiable disease in 
Hong Kong it is difficult to comment on the local 
prevalence. Only two case reports had been found 
in the literature and both cases were managed in the 
intensive care unit. Both cases survived the episode 
of GBS disease, however, long-term morbidity was 
not mentioned.4,14,17

 In the management of an infant with GBS 
infection, penicillin G is generally recommended 
for the treatment of GBS infection as well as for 
intrapartum prophylaxis to prevent early-onset 
GBS disease.18 However, tolerance to penicillin in 
penicillin-sensitive GBS strains has been reported 
and might be a contributing factor of treatment 
failure, necessitating very high dosages or change of 
antibiotics.18,19

 Late-onset GBS disease is not preventable 
despite the use of intrapartum antibiotics for 
selective high-risk patients.15 Treatment with 
rifampin can be tried to eradicate the colonisation 
but variable efficacy is variable.20

 The timing of the universal GBS screening 
programme in Hong Kong, which at present is 
recommended to be performed between 35 to 
37 weeks’ gestation, might need to be reviewed.6 
The latest American College of Obstetricians and 
Gynecologists suggested that the optimal window for 
antenatal screening is at 36 to 37 weeks’ gestation; as 
the correlation between antenatal GBS colonisation 
results and colonisation status at the time of delivery 
decreases significantly when the culture-to-birth 
interval is longer than 5 weeks.21,22

COMMENTARY

https://creativecommons.org/licenses/by-nc-nd/4.0/


  #  Hon et al #

230 Hong Kong Med J  ⎥  Volume 27 Number 3  ⎥  June 2021  ⎥  www.hkmj.org

 Given the lack of an effective solution for 
preventing GBS disease, administration of an 
effective vaccine in the third trimester of pregnancy 
could provide a sensible and cost-effective solution 
in all settings. It is estimated a GBS vaccine with 80% 
efficacy and 90% coverage could prevent 108 000 
fetal and infant deaths.5 The vaccine will protect 
neonates from GBS disease through transplacental 
transfer of antibodies to the fetus in utero. There are 
a few potential vaccines in development, and some 
are already undergoing Phase I and II trials; however, 
studies are still in progress to assess the optimal 
dose, need for adjuvant, immunogenicity in pregnant 
women, placental transfer and persistence in babies.5,23

 The widespread use of intrapartum antibiotics 
has effectively reduced the rate of early-onset GBS 
disease, but not the rate of late-onset GBS disease. 
Although it is uncommon in Hong Kong, late-onset 
GBS disease is a serious condition with significant 
consequences, including stillbirths, and high infant 
mortality and morbidity. At present, effective ways 
to reduce late-onset infection are limited, but with 
the development of a safe and effective maternal 
vaccination, it is a potentially a preventable infection.
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