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Summary
Objective: To examine the efficacy of cervical and lower vaginal secretions in the detection of group B streptococcus (GBS) coloniza-

tion in women in early and late pregnancy. Materials and Methods: Two-thousand women in early pregnancy (8-12 weeks of gestation)
aged approximately 27 years who visited our outpatient clinic from December 2016 to December 2018 were enrolled. Cervical and lower
vaginal secretions were obtained at 8-12 weeks (early pregnancy) and then at 37 weeks (late pregnancy) of gestation and screened for
GBS infection. Patients were classified as follows: (i) cervical and lower vaginal secretions were GBS-positive (group A), (ii) only cer-
vical secretions were GBS-positive (group B), (iii) only lower vaginal secretions were GBS-positive (group C), and (iv) both cervical and
lower vaginal secretions were GBS-negative (group D). Results: No difference in the GBS-positive rate was observed between women
in early and late pregnancy. The GBS-positive detection rate was lower in women from which cervical secretions were screened than
that in women from which lower vaginal secretions were assayed; however, the incidence rates of adverse pregnancy events, such as
abortion, preterm delivery, premature rupture of membranes and neonatal infection, were higher in women in which cervical secretions
were assayed. Conclusion: Women in early pregnancy should be screened for GBS infection using cervical secretions.
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Introduction

Prenatal infections can seriously threaten the safety of
the mother and the baby [1-4]. Group B streptococcus
(GBS) is a conditional pathogen; it is a component of the
microbial environment in approximately 15-35% of healthy
individuals but it can also cause disease [5]. Additionally,
the rate of GBS transmission via the vagina and rectum of
pregnant women is approximately 10-30% in the United
States and approximately 12.7% in developing countries [6,
7], and GBS infections can also threaten neonates by caus-
ing septicaemia [8], meningitis [9], and pneumonia [10].
Other studies revealed that GBS-positive pregnant woman
are at an increased risk of premature rupture of membranes
[11, 12], preterm delivery [13-15], and neonatal infection
[16, 17]. Therefore, it is important to detect GBS coloniza-
tion in pregnant women.

Most medical centers and clinics screen for GBS infec-
tion during the third trimester of pregnancy (37-40 weeks of
gestation) [18-21]; however, the United States Centers for
Disease Control recommend screening all women at 35-37
weeks of gestation and treating GBS-positive women with
antibiotics [2], whereas the American College of Obstetri-
cians and Gynecologists recommend screening women at
36-37 weeks and confirming results by bacterial cultures
[22]. However, serious conditions, such as postpartum tri-
cuspid endocarditis, which associates with GBS infection,
as well as premature rupture of membranes and abortion,
are common during the first trimester of pregnancy [5], in-

dicating that it is important to screen for GBS infection in
women in early pregnancy [2, 23-25].

Rectal and lower vaginal secretions are often used in
assays that screen for GBS infection [26, 27]; however,
women with neonatal GBS colonizationmay be misdiag-
nosed if lower vaginal secretionsare GBS-negative. Fur-
thermore, the cervix is in close proximity to the uterus, indi-
cating that GBS in the cervixmay be transmitted to neonates
during vaginal delivery. Few studies have examined the
clinical significance of cervical secretions, and further in-
vestigations are needed.

In this study, we used cervical and lower vaginal secre-
tions from women in the first and third trimester of preg-
nancy to assess GBS colonization and demonstrated that
women in early pregnancy should be screened, because
GBS colonization can increase the risks of abortion and
preterm delivery. We also present a new method to screen
for GBS colonization using cervical and lower vaginal se-
cretions.

Materials and Methods

Patient information and ethical consent
Two-thousand women in early pregnancy (8-12 weeks

of gestation) aged approximately 27 years who visited our
outpatient clinic from December 2016 to December 2018
were enrolled. Patients with a history of antibiotic use 3
month sprior to the commencement of the study were ex-
cluded. Cervical and lower vaginal (lower one-third of the
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Table 1. — General information of pregnant women.

Group Cases (n) Age (years) BMI (Kg/m2) Gestational Weeks (w) Medical Illness (n) Parity (n)
A 62 29.58 ± 5.79 22.75 ± 2.71 10.0 ± 1.5 3.72 ± 2.01 1.83 ± 0.93
B 69 28.98 ± 4.92 22.82 ± 2.83 9.8 ± 1.3 4.83 ± 2.34 2.03 ± 1.02
C 123 29.50 ± 5.77 22.28 ± 3.11 9.6 ± 1.1 6.77 ± 3.12 1.95 ± 0.85
D 1746 28.95 ± 5.12 23.01 ± 3.01 9.7 ± 1.2 69.84 ± 11.45 2.01 ± 1.05
F — 0.696 2.41 1.693 2650 0.727
p — 0.5545 0.0652 0.1664 0.9958 0.5361

Note: Group A: both cervical secretions and the lower 1/3 of the vaginal secretions showing GBS-positive; Group B: only
cervical secretions showing GBS-positive; Group C: only the lower 1/3 of the vaginal secretions showing GBS-positive;
Group D: both cervical and the lower 1/3 of the vaginal secretions showing GBS-negative.

Figure 1. — The flow chart of this study.

vagina) secretions were obtained at 8-12 and 37 weeks of
gestation and screened for GBS. Postoperative results were
analyzed, and patients were classified as follows: (i) cervi-
cal and lower vaginal secretions were GBS-positive (group
A), (ii) only cervical secretions were GBS-positive (group
B), (iii) only lower vaginal secretions were GBS-positive
(group C), and (iv) both cervical and lower vaginal secre-

tions were GBS-negative (group D). Pregnancy outcomes,
such as a history of abortion and preterm delivery, were
evaluated. The GBS was examined using the same method
for the cases except abortion women at the 37th gestation
week (the third trimester of pregnancy). Pregancy out-
comes, such as premature rupture of membranes and neona-
tal infections, were also evaluated.
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Table 2. — Comparison of the rate of pregnant women,
abortion and premature delivery among the four groups

women in early pregnancy.

Group Pregnant women Abortion n (%) Premature delivery n (%)
n (%) (n = 2000) (n = 33) (n = 115)

A 62 (3.1) 3 (4.48) 9(14.52)
B 69 (3.45) 4 (5.80) 9 (13.04)
C 123 6.15) 3 (2.44) 8 (6.50)
D 1746(87.3) 23 (1.32) 89 (5.10)
χ2 — 12.0514 14.2272
p — 0.0072 0.0026

Group A: both cervical secretions and the lower 1/3 of the vaginal
secretions showing GBS-positive; Group B: only cervical secre-
tions showing GBS-positive; Group C: only the lower 1/3 of the
vaginal secretions showing GBS-positive; Group D: both cervical
and the lower 1/3 of the vaginal secretions showingGBS-negative.

Table 3. — Cases of four groups women at the 37th
gestation week and consequent PROM and neonatal

infection events.

Group Pregnant Women PROM Events Neonatal Infection Events
n (%) n (%) (GBS infection)

(n = 1852) (n = 187) n (%) (n = 4)
A 56 (3.02) 13 (23.21) 1 (1.79)
B 57 (3.08) 14 (24.56) 1 (1.75)
C 123 (6.64) 20 (16.26) 2 (1.63)
D 1616 (87.26) 140 (8.63) 0 (0.00)
χ2 — 24.2339 27.0466
p — 0 0

Group A: both cervical secretions and the lower 1/3 of the vaginal
secretions showing GBS-positive; Group B: only cervical secre-
tions showing GBS-positive; Group C: only the lower 1/3 of the
vaginal secretions showing GBS-positive; Group D: both cervical
and the lower 1/3 of the vaginal secretions showingGBS-negative.

The study was approved by the Women and Children
Health Hospital of Futian Shenzhen. The hospital obtained
written informed consent from each patient (Ethical ap-
proval number: 20160116).

Collection of cervical and lower vaginal secretions from
pregnant women

Cervical and lower vaginal secretions were collected
with sterile swabs using a vaginal speculum during a routine
gynecological examination. Specimens were transferred to
sterile tubes, sealed, and delivered to the laboratory.

Collection of mucus and blood from neonates
Mucus was collected from the mouth, eyes, and ears

of neonates, and blood was collected from GBS-positive
neonates.

Isolation and detection of the GBS antigen
The GBS antigen was isolated from secretions collected

at 8-12 and 37 weeks of gestation using Colloidal gold im-

munochromatography according to the manufacturer’s in-
structions. The GBS antigen was detected by colloidal
gold test paper analyzer (No. srs1709026, Hebei Senyue
Biotechnology Co., Ltd.) for 10-15 min. The detection
was carried out automatically by the GBS detector. Val-
ues ≥ 5 cfu were considered positive. GBS-positive preg-
nant women were prescribed prophylactic intravenous an-
tibiotics, which were given once or twice. The GBS anti-
gen was also isolated from neonates and used as indicated
above.
Statistical analysis

Results of GBS detection assays from women at 8-12
and 37 weeks of gestation, as well as neonates, were an-
alyzed. Pregnancy outcomes and other parameters, such
as the GBS-positive rate in pregnant women, abortion
rate, preterm delivery rate (gestational age was between 28
weeks and < 37 weeks), premature rupture of membranes,
number of neonatal carriers (mucus specimens were GBS-
positive, but blood specimens were GBS-negative), number
neonatal infectors (mucus and blood specimens were GBS-
positive), and number of neonatal intensive care cases, were
analyzed. SPSS 21.0 software was used to calculate means
and standard deviations (± SD). Count data were converted
to rates (%). Categorical variables with low frequencies
were evaluated using chi-square test or Fisher’s exact test.
p-values less than 0.05 were considered significant.

Results

Clinical results of women in early pregnancy
No significant differences in patient characteristics (p>

0.05), including maternal age, primiparity, body mass in-
dex, gestational age, and a history of medical conditions,
were observed (Table 1). Cervical and lower vaginal se-
cretions from women in early pregnancy were screened for
GBS. There were62 (3.10%) GBS-positive women in group
A, 69 (3.45%) in group B, and 123 (6.15%) in group C
(Table 2). The percentage of GBS-positive women in all
groups was 12.70%, with 3.10% in groupA, 3.45% in group
B, and 6.15% in group C, suggesting that lower vaginal se-
cretions are superior to cervical secretions in the detection
of GBS.
Association between the GBS-positive rate and adverse
pregnancy outcomes in early pregnancy

The abortion rates of women in groups A throughDwere
4.84%, 5.80%, 2.44% and 1.32%, respectively, indicating
that GBS-positive women are more likely to undergo abor-
tions. A comparison of the abortion rate between group A
and group B revealed no significant difference, suggesting
that the high rate is attributed to GBS positive results as de-
termined by cervical secretions. Therefore, cervical secre-
tions should be collected from women in early pregnancy
and screened for GBS infection.

The preterm delivery rates of women in groups A
through D were 14.52%, 13.04%, 6.50% and 5.10%, re-
spectively, revealing that GBS-positive women are also
more likely to undergo preterm delivery. These results in-
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Table 4. — Comparison of GBS positive rate of pregnant women in early and late pregnancy.

Gestational Weeks Cases GBS Positive Cases GBS Negative Cases χ2 p
(w) (n) n (%) n (%)
8-12 2000 254 -12.7 1746 -87.3 0.0016 0.9681
37 1852 236 -12.74 1616 -87.26

Note: Values are percentages (numbers). Categorical variables: chi-square test or Fisher’s exact test.
There is no statistically significant difference in early and late pregnancy (p > 0.05)

Table 5. — The final outcome of four groups women.

Group Cases (n) Termination of Gestational
Weeks (w)

Neonatal Weight
(Kg)

Neonatal GBS
Carriers n (%)

Neonatal GBS
Infectors n (%)

Neonatal Intensive
Care Cases n (%)

A 62 38.4 ± 0.65 3.296 ± 0.4268 6 ( 9.68) 2 (3.23) 2 (3.23)
B 69 38.3 ± 0.47 3.312 ± 0.5716 6 (8.70) 2 (2.90) 1 (1.45)
C 123 38.5 ± 0.39 3.2302 ± 0.5605 10 (8.13) 6 (4.88) 2 (1.63)
D 1746 38.6 ± 0.55 3.310 ± 0.4989 0 (0) 7 (4.01) 5 (2.86)
F/χ2 — 18.23 0.025 — 33.812 14.8094
p — 0.9205 0.9947 < 0.01 < 0.01 0.002

Group A: both cervical secretions and the lower 1/3 of the vaginal secretions showing GBS-positive; Group B: only cervical
secretions showing GBS-positive; Group C: only the lower 1/3 of the vaginal secretions showing GBS-positive; Group D:
both cervical and the lower 1/3 of the vaginal secretions showing GBS-negative.

dicate the GBS-positive determined by lower vaginal secre-
tions leads to increasing preterm delivery rate. The preterm
delivery rates of group A and group B are almost 2-3 times
that of group C and group D, indicating the GBS-positive
determined by cervical secretions leading women to suffer
more risk of preterm delivery.
Clinical findings of women at 37 weeks of gestation

Cervical and lower vaginal secretions from women at 37
weeks of gestation were screened for GBS.There were 56
(3.02%) GBS-positive women in group A, 57 (3.08%) in
group B, 123 (6.64%) in group C, and 1616 (87.26%) in
group D. The increase in GBS-positive women at 37 weeks
of gestationwas due to abortion and preterm delivery events
and new GBS positive cases. There were significant differ-
ences in the GBS-positive detection rate among all groups,
except between group A and group B (p > 0.05). The per-
centage of GBS-positive women in all groups was 12.47%,
with 3.02% in group A, 3.08% in group B, and 6.64% in
group C (Table 4).
Association between the GBS-positive rate and adverse
pregnancy outcomes at the 37 weeks of gestation

The rates of premature rupture of membranes were
23.21%, 24.56%, 16.26%, and 8.63% for groups A through
D, indicating that GBS-positive women are more likely to
experience premature rupture of membranes. These re-
sults suggest that the high rates of premature rupture of
membranes in GBS-positive women were attributed to the
screening of cervical secretions rather than lower vaginal
secretions. More than half of GBS-positive women could
only be confirmed by lower vaginal secretions. Therefore,
it is great importance to screen GBS by cervical secretions.

The rates of neonatal infection, which was acquired from
GBS-positive mothers, were 1.79%, 1.75%, 1.63%, and 0%

for group A through D. Compared with premature rupture
of membranes, neonatal infection events are much more se-
rious for GBS-positive women. As shown in Table 3, preg-
nancy outcomes of GBS-positive women showed high rates
of neonatal infection (group A, 1.79%; group B, 1.75%;
group C, 1.62%; 4/1852 = 2.2% for all pregnant women),
while that of GBS-negative women show no one form GBS
infection. Group B had a higher neonatal infection rate than
that of groupC, indicating that neonates are at increased risk
of GBS infection. Therefore, it is important to collect cer-
vical secretions and to screen for GBS infection. The final
outcome of four groups women (Table 5).

Discussion

In this study, we investigated GBS colonization in preg-
nant women at 8-12 and 37 weeks of gestation using cer-
vical and lower vaginal secretions. Patients had no history
of antibiotic use 3 months prior to the commencement of
the study. No significant differences in patient characteris-
tics, including maternal age, primiparity, body mass index
(BMI), gestational age, and a history of medical conditions,
was observed. The positive rate of GBS colonization in this
study was lower than that reported in previous reports [2-4],
which may be related to the population living in the Futian
District of Shenzhen.

GBS has been successfully detected by many meth-
ods, including bacterial cultures, antigen-antibody assays
[28, 29], DNA probe detection [30], fluorescence in situ
hybridization [31], pulsed gel electrophoresis [32], poly-
merase chain reactions [29], and Gram staining [33]. Bac-
terial cultures are most commonly used, although 72 h are
needed for clinical results. Colloidal gold immunochro-
matography is a more rapid method, requiring only 5-15
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min, and it has been in clinical settings for 6 years due to
its sensitivity and specificity. In this study, we used this
method to screen cervical and lower vaginal secretions from
women in early and late pregnancy.

GBS colonization in pregnant women was examined us-
ing cervical and lower vaginal secretions. Lower vaginal
secretions are more commonly sampled because they are
easier to obtain than cervical secretions, which require in-
sertion of a speculum, exposure of the cervix, and collection
of the specimen by an experienced gynecologist. There is
also an increased risk of pain and bleeding. The small spec-
imen volume should also be taken into consideration when
screening for GBS.

GBS-positive women experienced more adverse preg-
nancy outcomes than GBS-negative women, indicating that
all pregnant women should be screened for GBS coloniza-
tion. In addition, more than half of cervix GBS-positive
women were confirmed withcervical secretions, indicating
that pregnant women would be misdiagnosed if only lower
vaginal secretionswere used. Therefore, cervical secretions
should be collected and screened for GBS colonization.

We also found that GBS-positive women in early preg-
nancy had higher rates of abortion and preterm delivery
compared to GBS-negative women. Moreover, there was
a risk of GBS transmission from mothers to neonates. The
rates of preterm delivery (5.10%) and premature rupture of
membranes (8.63%) were low for GBS-negative women,
and there were no GBS-positive neonates, indicating that
neonatal GBS colonization is mainly dependent on mater-
nal GBS colonization.

In conclusion, we used cervical and lower vaginal secre-
tions from women in the first and third trimester of preg-
nancy to assess GBS colonization and demonstrated that
women in early pregnancy should be screened, because
GBS colonization can increase the risks of abortion and
preterm delivery. We also presented a newmethod to screen
for GBS colonization using cervical and lower vaginal se-
cretions. It is noteworthy that more than half of cervical
GBS-positive women would be misdiagnosed if only lower
vaginal secretions are used. Furthermore, the rate of ad-
verse pregnancy outcomes was higher for cervical GBS-
positive women than that for lower vaginal GBS-positive
women. These results should be confirmed in further stud-
ies using more specimens from pregnant women in early
and late pregnancy.

Acknowledgments

Y.X.W. would like to thank the staff involved in the treat-
ment of the women, such as Xian Chen, ZhilanZao, Xiao-
jie Jia, etc. at the cooperating Departments at the Nanfang
Hospital of Southern Medical University, as well as Shen-
zhen Futian Maternal and Child Health Hospital. Y.X.W.
would like to thank the administrative staff and all col-
leagues helping with data compilation, and of course the
Public welfare fund project in Shenzhen, Futian District
(FTWS2018034), whose funds were used for payment of

staff involved in the project. Y.X.W. would like to thank
the patients for their compliance and willingness to screen
GBS and have their data analysed for research purposes.
Y.X.W. would like to express my gratitude to all those who
helped me during the writing of this manuscript. Thanks
to all the peer reviewers and editors for their opinions and
suggestions.

Conflict of Interest

The authors declare no conflict of interest.

Submitted: October 16, 2019
Accepted: June 09, 2020
Published: October 15, 2020

References

[1] Edmond K.M., Kortsalioudaki C., Scott S., Schrag S.J., Zaidi
A.K.M., Cousens S., et al.: “Group B streptococcal disease in in-
fants aged younger than 3 months: systematic review and meta-
analysis”. Lancet, 2012, 379, 547-556.

[2] Verani J.R., McGee L., Schrag S.J.: “Prevention of perinatal
group B streptococcal disease–revised guidelines fromCDC, 2010”.
MMWR Recomm. Rep., 2010, 59, 1-36.

[3] Kenchington A.L., Lamont R.F.: “Group B streptococcal immuni-
sation of pregnant women for the prevention of early and late onset
Group B streptococcal infection of the neonate as well as adult dis-
ease”. Expert Rev. Vaccines, 2016, 16, 15-25.

[4] Lu B., Li D., Cui Y., Sui W., Huang L., Lu X.: “Epidemiology of
Group B streptococcus isolated from pregnant women in Beijing,
China”. Clin. Microbiol. Infect., 2014, 20, O370-373.

[5] Brigtsen A.K., Jacobsen A.F., Dedi L., Melby K.K., Fugelseth,
D.,Whitelaw, A.: “Maternal Colonization with Group B Streptococ-
cus Is Associated with an Increased Rate of Infants Transferred to
the Neonatal Intensive Care Unit”. Neonatology, 2015, 108, 157-
163.

[6] Le Doare K., Heath P.T.: “An overview of global GBS epidemiol-
ogy”. Vaccine, 2013, 31 Suppl 4, D7-12.

[7] Liu H., Zeng H., Wang W., Deng Q., Margarit I., Rinaudo C.D., et
al.: “Estimating the burden of invasive Group B Streptococcal dis-
ease in young infants in southern mainland China: an observational
study”. Int. J. Clin. Exp. Med., 2015, 8, 13699-13707.

[8] Francioli P., Vaudaux B., Glauser M.P.: “Streptococcus group B
septicemia. Analysis of 18 cases in adults and 10 in newborn in-
fants”. Schweiz. Med. Wochenschr., 1983, 113, 38-41.

[9] Nizet V., Doran K.S. (2013) Group B Streptococcus meningitis
(CABI) pp 118-132.

[10] Pacha A., Luna Cian R., Bonofiglio L., Solari M., Strada V., Suárez
M., et al.: “Group B streptococcal necrotizing pneumonia in a dia-
betic adult patient”. Rev. Argent. Microbiol., 2017, 49, 139-141.

[11] Zilberman D., Williams S.F., Kurian R., Apuzzio J.J.: “Does geni-
tal tract GBS colonization affect the latency period in patients with
preterm premature rupture of membranes not in labor prior to 34
weeks?”. J. Matern. Fetal. Neonatal Med., 2014, 27, 338-341.

[12] Randis T.M., Gelber S.E., Hooven T.A., Abellar R.G., Akabas L.H.,
Lewis E.L., et al.: “Group B Streptococcus β-hemolysin/cytolysin
breaches maternal-fetal barriers to cause preterm birth and intrauter-
ine fetal demise in vivo”. J. Infect. Dis., 2014, 210, 265-273.

[13] Park H.R., Harris S.M., Boldenow E., McEachin R.C., Sartor M.,
Chames M., et al.: “Group B streptococcus activates transcriptomic
pathways related to premature birth in human extraplacental mem-
branes in vitro”. Biol. Reprod., 2018, 98, 396-407.

[14] Bianchi-Jassir F., Seale A.C., Kohli-Lynch M., Lawn J.E., Baker
C.J., Bartlett L., et al.: “Preterm birth associated with group B strep-
tococcus maternal colonization worldwide: systematic review and
meta-analyses”. Clin. Infect. Dis., 2017, 65, S133-s142.

[15] Weintraub A., Wiznitzer A., Sergienko R., Salem S.Y., Press F.,
Sheiner E.: “A linear association exists between the location of GBS
colonization and adverse pregnancy outcomes”. Am. J. Obstet. Gy-
necol., 2009, 201, S234-S235.



674 Y.X. Wang, M. Zhong, H. Yi, H.F. He

[16] Berardi A., Cattelani C., Creti R., Berner R., Pietrangiolillo Z., Mar-
garit I., et al.: “Group B streptococcal infections in the newborn in-
fant and the potential value of maternal vaccination”. Expert Rev.
Anti Infect Ther., 2015, 13, 1387-1399.

[17] Li S., Huang J., Chen Z., Guo D., Yao Z., Ye X.: “Antibiotic pre-
vention for maternal group B streptococcal colonization on neonatal
GBS-related adverse outcomes: ameta-analysis”.Front.Microbiol.,
2017, 8, 374.

[18] Listed N.: “GBS testing during pregnancy”. Am. Fam. Physician,
2012, 86, 1.

[19] Yang L., Shi C.: “Screening and treatment of group B streptococ-
cus in pregnancy”. Chinese J. Obstet. Emerg., 2017, 7, 160-167. [In
Chinese]

[20] Kalpakçı P., Benli A.R., Erturhan S., Demirel, Y.: “The frequency of
rectovaginal group B streptococci in third trimester pregnant women
and affecting factors”. J. Contemp. Med., 2017, 160-167.

[21] Gong M.X., Dan D.U., Pan D.N.: “Risk factors of group B Strep-
tococcus among late pregnant women and its effect on pregnancy
outcomes”. Matern. Child Heal Care China, 2017, 32, 2902-2904.
[In Chinese]

[22] Anonymous (2019) Prevention of Group B Streptococcal Early-
Onset Disease in Newborns: ACOG Committee Opinion, Number
782. in Obstet. Gynecol., pp e19-e40.

[23] Berardi, A., Rossi, C., Guidotti, I., Vellani, G., Lugli, L., Bacchi
Reggiani, M.L., et al.: “Factors associated with intrapartum trans-
mission of group B Streptococcus”. Pediatr. Infect. Dis. J., 2014,
33, 1211-1215.

[24] Vornhagen, J., Adams Waldorf, K.M., Rajagopal, L.: “Perinatal
group B streptococcal infections: virulence factors, immunity, and
prevention strategies”. Trends Microbiol., 2017, 25, 919-931.

[25] Lin S.M., Jang A.Y., Zhi Y., Gao S., Lim S., Lim J.H., et al.: “Vac-
cination with a latch peptide provides serotype-independent protec-
tion against group B streptococcus infection in mice”. J. Infect. Dis.,
2017, 217, 93-102.

[26] Chen S.S., Chen H., Yu F.Y., Zhang X.Q., Center L.M.: “Prevalence
and antimicrobial susceptibility of group B Streptococci in repro-
ductive tracts of women”. Chinese J. Clin. Pharmacol., 2016, 32,
1766-1768. [In Chinese]

[27] Hordnes K., Tynning T., Brown T.A., Haneberg B., Jonsson R.:
“Nasal immunization with group B streptococci can induce high lev-
els of specific IgA antibodies in cervicovaginal secretions of mice”.
Vaccine, 1997, 15, 1244-1251.

[28] Berg B.R., Houseman J.L., Garrasi M.A., Young C.L., Newton
D.W.: “Culture-based method with performance comparable to that
of PCR-based methods for detection of group B Streptococcus in
screening samples from pregnant women”. J. Clin.Microbiol., 2013,
51, 1253-1255.

[29] Rallu F., Barriga P., Scrivo C., Martel-Laferrière V., Laferrière C.:
“Sensitivities of antigen detection and PCR assays greatly increased
compared to that of the standard culture method for screening for
group B streptococcus carriage in pregnant women”. J. Clin. Micro-
biol., 2006, 44, 725-728.

[30] Rosa C., Clark P., Duff P.: “Performance of a new DNA probe for
the detection of group B streptococcal colonization of the genital
tract”. Obstet. Gynecol., 1995, 86, 509-511.

[31] Artz L.A., Kempf V.A., Autenrieth I.B.: “Rapid screening for Strep-
tococcus agalactiae in vaginal specimens of pregnant women by flu-
orescent in situ hybridization”. J. Clin. Microbiol., 2003, 41, 2170-
2173.

[32] Benson J.A., Ferrieri P.: “Rapid pulsed-field gel electrophoresis
method for group B streptococcus isolates”. J. Clin. Microbiol.,
2001, 39, 3006-3008.

[33] Feld S.M., Aikman N.M., Laubach G.E., Harrigan J.T., Kadar N.R.:
“Efficacy of the gram stain and a rapid ELISA test in screening for
group B streptococcus”. J. Matern-Fetal Med., 1993, 2, 21-24.

Corresponding Author:
MEI ZHONG, M.D.
Department of Obstetrics and Gynecology,
Nanfang Hospital of Southern Medical Univer-
sity, NO. 1838, Guangzhou Northern Avenue,
Guangzhou, 510515 (P.R. China)
e-mail: zhongmei20189@163.com


	Introduction
	Materials and Methods
	Patient information and ethical consent
	Collection of cervical and lower vaginal secretions from pregnant women
	Collection of mucus and blood from neonates
	Isolation and detection of the GBS antigen
	Statistical analysis

	Results
	Clinical results of women in early pregnancy
	Association between the GBS-positive rate and adverse pregnancy outcomes in early pregnancy
	Clinical findings of women at 37 weeks of gestation
	Association between the GBS-positive rate and adverse pregnancy outcomes at the 37 weeks of gestation

	Discussion
	Acknowledgments
	Conflict of Interest
	References

