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Abstract
Brazilian data for maternal GBS colonization shows different prevalence rates. This conflicting datamay be related to the absence
of an official recommendation from the Federal Brazilian Health Authorities describing guidelines and protocols to perform GBS
screening in pregnant women, in both public and private clinics. In the present review, we evaluated published reports addressing
the prevalence of GBS in different regions of the country, methods used, and, when available, information regarding antibiotic
resistance and serological typing of clinical isolates. According to this review, GBS prevalence in pregnant women in Brazil
ranged from 4.2 to 28.4%, in the last 10 years. Serotype Ia was the most prevalent. The highest antibiotic resistance rates were
found for tetarcycline, although its use to treat GBS infections is not common. Our results also show high resistance rates to
clindamycin and erythromycin, which are commonly used as an alternative to penicillin in GBS infecctions. The increased
antibiotic resistance, variations in serotype distribution, and high GBS prevalences need to be further investigated. Based on the
present situation, recommendations regarding GBS surveillance in the country were raised and may improve our strategies for
preventing neonatal infections.
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Introduction

Group B Streptococcus (GBS) encompasses different
Streptococcus agalactiae strains, frequently found as a com-
mensal bacterium in vaginal and intestinal microbiota, but
also represents a leading cause of newborn sepsis [1, 2].
Ascension of GBS into the uterus can potentially infect the
fetus through aspiration of the amniotic fluid and could cause
infection in the neonate in the case of a vaginal delivery [3].
According to the World Health Organization (WHO), GBS

causes 150,000 stillbirths and infant deaths globally, despite
the effectiveness of intrapartum antibiotic prophylaxis (IAP)
[4]. The Centers for Disease Control and Prevention (CDC)
released a set of guidelines in 2010, which included recom-
mendations for GBS screening and intrapartum prophylaxis
[5].

Different rates of maternal colonization with GBS are ob-
served worldwide, depending on the geographic region and
national income. In 2017, a Cochrane Library Report was
published discussing the effectiveness of intrapartum antibiot-
ic prophylaxis for GBS. In this review, the global rates of
maternal colonization reported ranged from 6 to 36% in
Europe, from 19 to 22% in Africa, and 14% in the Americas
[6]. The colonization rate in non-pregnant women also varies
around the world.

GBS screening, if carried out between 35 and 37 weeks of
gestation along with intrapartum prophylaxis, is essential for
reducing negative outcomes in pregnancy [7]. An important
step in sepsis prevention is the identification of the microor-
ganism, with specimen recovery, and the use of an enrichment
broth for better culture yield [5]. The mother-to-neonate GBS
transmission rates also vary around the world, depending on
the prophylaxis protocol adopted [6], and the reports describe
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rates of around 0.53 per 1000 live births [1]. The CDC rec-
ommendation for a positive GBS test is IAP. Samples are
collected using swabs from both the lower vagina and the
rectum. Penicillin G is administered intravenously every 4 h
until the fetus is completely expelled, which is the end of labor
[5]. Intrapartum prophylaxis is also recommended for patients
with the following risk factors: gestational age below
37 weeks, intrapartum temperature above 38 °C, membrane
rupture lasting for 18 h or more, intra-amniotic infection, and
previous delivery of an infant with GBS infection [5].

There are two main approaches to detect a potential Group
B Streptococcus infection: a risk-based approach and a
culture-based one [8]. Both strategies have advantages and
flaws [9, 10]. However, the rate of GBS infections has de-
creased significantly since universal screening was adopted,
while it has increased in the United Kingdom (UK), where
universal screening was denied in favor of a risk-based ap-
proach [10]. In this risk-based approach adopted in the UK,
the mother receives intrapartum antibiotics if there are a few
risk factors involved, such as intrapartum fever or premature
membranes rupture [8, 10, 11].

The culture-based approach consists in universal screening
during prenatal care [5] and is adopted in the USA [10].
According to the Brazilian Health Regulatory Agency
(Anvisa), the first step for GBS identification is to differentiate
it from Staphylococcus spp. using the catalase test. If catalase
is negative, more specific tests are conducted [12]. However;
the most common methods for GBS identification are latex
agglutination and the CAMP test, due to their specificity [13].

In Brazil, there are recommendations for the prevention of
GBS infection and newborn sepsis [14]. We also found a few
local protocols containing recommendations for GBS screening
[15–18], although there is not a national consensus. According
to the Brazilian Health Authorities, there are no sufficient ele-
ments that would justify constant screening and intrapartum
prophylaxis [19]. This review aimed at searching the
Brazilian literature from the past 10 years (2008–2018) in order
to provide information that could help understanding GBS pro-
file in Brazil and guide improved guidelines for GBS screening.

A total of twenty-one studies on GBS prevalence in Brazil
were used in this review. One of these studies obtained data on
newborns, and the other twenty articles researched prevalence
in pregnant women, and their results are summarized in
Table 1 and Fig. 1. Only eight states were represented,
showing that although a lot of information on GBS
from the past 10 years was gathered, all data is concen-
trated in a few regions and might underrepresent the
real prevalence in the Brazilian population. Most of
the Brazilian studies on GBS prevalence among women
are from the state of São Paulo, followed by Minas
Gerais, and Rio Grande do Sul (Table 1). There are
no studies reporting GBS prevalence in the North and
Midwest regions in Brazil.

The Northeast region

Only three states from theNortheast regionwere represented in
GBS screening of the last 10 years in Brazil: Maranhão, Ceará,
and Salvador. One study was conducted in Maranhão, in the
year of 2005–2006, and the prevalence found was 20.4% [20].
Two studies from Ceará were published in 2011, and the prev-
alence rates of GBS colonization in pregnant women were
9.8% [21] and 8.9% [22]. Despite the difference in prevalence
rates, each of these three studies enrolled around 200–210
pregnant women and all of them used standard microbiology
methods for GBS identification. In 2012, a study with 23 preg-
nant women in Vitoria da Conquista, Salvador, Bahia [23],
identified GBS in 17.4% of the enrolled participants. No recent
articles for the Northeast region were found.

The Southeast region

Most of the available data fromGBS screening in Brazil in the
last 10 years is from studies conducted in the Southeast region,
mainly in the states of São Paulo and Rio de Janeiro. A lot of
fluctuation is seen in São Paulo, with a large gap between the
highest (27.6%) [24] and the lowest (2.33%) [25] prevalence.
Among the studies conducted in the state of São Paulo, only
two were conducted in the city of São Paulo.

The colonization rate in Votuporanga was the lowest one,
2.33% in 123 pregnant women [25]. In Campinas, the preva-
lence was 27.6% in 203 pregnant women, including those with
premature labor, prematuremembranes rupture, or both, between
the 22nd and 36th gestational weeks, which could be associated
with the higher prevalence rate in the state of São Paulo [24], as
these conditions are considered risk factors for GBS infection [5,
24]. In the city of Bauru, the prevalence rate was 4.3%, based on
a retrospective study collecting documents from a hospital [26].

In Botucatu, 405 specimens were obtained from pregnant
women and evaluated in two studies [27, 28], showing a coloni-
zation rate of 25.4%. One study evaluated the bacterioscopic
exams of vaginal specimens with a positive correlation between
candidiasis and cytolytic vaginosis and a higher rate of GBS
colonization [28]. The other study evaluated the differences in
collection swabs from the rectal and vaginal sites, or both.
Vaginal specimens had high positivity rates, but there were more
GBS-positive swabs obtained from the rectum [27]. Both studies
lead to the conclusion that candidiasis and cytolytic vaginosis
could be considered risk factors for GBS infection, and also that
an effective protocol needs to include swabs from both the rectal
and vaginal regions in order to obtain higher sensitivity [27, 28].

A study performed in the city of Sumaré, São Paulo, inves-
tigated GBS colonization in pregnant women with premature
labor or premature membranes rupture. In this study, the au-
thors collected specimens from the endocervix, and 14.2% of
the specimens were colonized by GBS, although other
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pathogens were also found, such as Candida sp. GBS was
isolated in 9.4% of the specimens [29]. The authors pointed
out the correlation between GBS in the endocervix and infec-
tious morbidity in mothers and neonates, highlighting the
pathogenicity of the microorganism, which is capable of as-
cending from the lower urinary tract, as well as crossing the
placenta and reaching the amniotic fluid [29].

In the city of São Paulo, both prevalence studies were ret-
rospective studies conducted in a hospital, in which the re-
cords were analyzed looking for GBS positivity in swabs from
both the rectal and vaginal regions of pregnant women. The
prevalence rates were 11.24% [30] and 17.4% [31]. The au-
thors highlight an issue with the lack of screening protocols: in
one study, 22.3% of women were not screened at proper ges-
tational age, which could influence not only the prevalence
results but also antibiotic prophylaxis, which is essential to
prevent newborn GBS infection [30]. In the other study, only
76.7% of women were screened for GBS [31].

Recently, Botelho et al. published an observational study for
an 8-year period, from 2008 to 2015, collecting specimens from

3647 pregnant women with a gestational age of 35 to 37 weeks
in Rio de Janeiro [32]. The prevalence rate was 26.32%,which is
the second highest prevalence in Brazil in the past 10 years.
There was no significant fluctuation in prevalence throughout
the years covered by this study [32], which means that coloniza-
tion rates have been high ever since the study started, reinforcing
the need for screening and prophylaxis strategies. A few clinical
aspects were collected, such as preterm birth, urinary tract infec-
tion, history of GBS, use of antibiotics, and vaginal discharge.
Only the latter was significantly associated with GBS coloniza-
tion. In this study, 14% of women who had a positive culture did
not show positive results in a risk-based approach, which con-
sidered their clinical conditions [32]. Certainly, clinical aspects
must be taken into account; however, they are not reliable as the
only condition to determine the administration of IAP [10].

Among all the studies in the last 10 years in Brazil, only
one used molecular methods (polymerase chain reaction
(PCR)) in order to confirm GBS-positive specimens. The
study was conducted in Juiz de Fora, Minas Gerais. The prev-
alence obtained by PCR was 32.6%, and the one obtained

Table 1 Overview of GBS prevalence among pregnant women in Brazil from 2008 to 2018

Year of publication Location Number of women Prevalence n(%) Specimen*
(E, V, R)

Analysis**
(B, S, M)

Reference

Northeast Region

2008 Maranhão 201 41(20.4) V + Ra B 21

2011 Ceará 112 10(8.9) V + Ra B 23

2011 Ceará 213 9(4.2) V + Rb B;S 22

2013 Bahia 23 4(17.4) V + Rb B;S 24

Southwest Region

2008 São Paulo 212 20(9.4) E B 30

2009 São Paulo 203 56(27.6) V + Ra B 25

2010 São Paulo 405 103(25.4) V + Rc B 28,29

2010 São Paulo 129 3(2.33) V + Ra B 26

2010 Minas Gerais 221 21(9.5) V + Ra B; M 34

2012 Minas Gerais 911 152(16.7) V + Re B 36

2013 São Paulo 208 4(17,4) V B 32

2016 Minas Gerais 108 19(17.5) V + Ra B; S 37

2016 São Paulo 1.717 193(11.24) V + Ra B 31

2017 São Paulo 560 24(4.3) V B 27

2018 Rio de Janeiro 689 956(26.2) V + Rb B; S 33

South Region

2011 Rio Grande do Sul 36 4(11.11) V + Ra B 42

2013 Rio Grande do Sul 1.146 83(7.2) V + Re B 40

2015 Rio Grande do Sul 80 18(22.5) V + Ra B; S 41

2016 Paraná 544 136(25) V + Ra B; S 39

2018 Paraná 496 141(28.4) V + Rd B; S 38

*Specimen – E: endocervix. V: vaginal. R: rectal

**Analysis – B: bacteriological methods. S: serology. M: molecular methods

a: Two swabs inoculated separately; b: One swab used for both vaginal and rectal region. c: Two vaginal swabs and one rectal swab. d: Three vaginal
swabs and three rectal swabs. e: Information regarding swabs was not clear in the article.
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using classic methods was 9.5% [33]. The classic microbio-
logical method is currently considered the gold standard for
GBS isolation. However, the molecular method showed a
much higher prevalence rate, which suggests that the
cultured-based approachmight generate false-negative results.
In this research paper, the authors highlight the need for sys-
tematization of the protocols [33]. Nevertheless, a faster, more
sensitive, and reliable method such as PCR could be
employed alongside the culture in order to diminish false-
negative results obtained using PCR alone, thereby allowing
more women to receive treatment, especially in cases when
there is no proper prenatal care [34].

GBS prevalence in Minas Gerais from 2007 to 2009 suf-
fered a lot of fluctuations: in 2007, it was 2.8%; in 2008, it was
14%; and in 2009, it was 27.5%. The average colonization rate
was 16.7% [35]. In 2011, the prevalence was 17.5%, with
specimens from 108 pregnant women, using the microbiolog-
ical approach [36]. The authors proposed a constant epidemi-
ological surveillance system and the strengthening of the cur-
rent public health system in order to prevent and treat GBS
infections and reduce the risk for newborn sepsis [36].

The South region

Two studies were conducted in the State of Paraná from 2011
to 2014, with a sample size of 496 [37] and 544 [38] women.

These studies showed prevalence rates of 28.4% [37] and 25%
[38], which are the highest prevalence rates among all studies
analyzed in this review. In addition to classical microbiologi-
cal methods, they used latex agglutination [37, 38].

There was an increase in GBS prevalence in the state of Rio
Grande do Sul, considering the results over the last 10 years
[39–41]. A study with 36 specimens from pregnant women
during the year 2006 using culture and latex agglutination for
GBS identification found a prevalence of 11.11%. In addition,
there was one case of meningitis caused by GBS in a newborn
whose mother was colonized by GBS [41]. In 2011 and 2012,
1041 non-pregnant and 105 pregnant women were enrolled in
a study where the prevalence was 15.2% among pregnant
women and 6.4% in non-pregnant women [39]. In 2013, an-
other study evaluated specimens from 80 pregnant women and
the prevalence rate was 22.5% [40]. The authors compared two
identification methods: when the classical method was used
alone, 33.75% of women were considered positive, while
when it was used alongwith latex agglutination, the prevalence
obtained was 22.5% [40]. The difference shows that the serol-
ogy must be used with culture-based methods in order to esti-
mate prevalence more accurately [8, 40].

Despite the lack of references to newborn infection in
other studies over the last 10 years, the increase in
colonization seen in these three studies and the risk
for newborn infection reinforce the need for GBS
screening and prophylaxis [39–41].

Fig. 1 Geographic distribution of GBS prevalence in pregnant women
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Serotypes

The serological classification of GBS is based on the specific
capsular polysaccharide [42]. Currently, 10 different capsular
serotypes (Ia, Ib, and II–IX) have been described [8, 43, 44].
All serotypes are capable of causing invasive diseases; how-
ever, serotypes Ia, Ib, II, III, and V are responsible for most
diseases in neonates and adults worldwide [45, 46]. There is a
correlation between serotype and pathogenicity, for example,
serotype III is responsible for 90% of all late sepsis cases [47],
and it has a high efficiency in crossing the blood-brain barrier
[3]. Furthermore, an increase in serotype V prevalence among
the population could have an impact on the rate of diseases,
since it is commonly associated with invasive diseases in
adults [48], newborn sepsis, and infections in pregnant women
[8].

The prevalence and distribution of serotypes differ between
geographic regions, ethnic populations, and clinical presenta-
tions [49]. Data collected about serotype distribution in dis-
tinct geographic areas should be used as a basis for the devel-
opment of vaccine proposals [47, 50].

There is a divergence in serotype distribution among preg-
nant women from different locations in Brazil [32, 51–54].
Few studies evaluated GBS serotypes, and from 2008 to
2017, most of them were performed in the Southeast Region
(Fig. 2). In 2002, serotype III was the most abundant in preg-
nant women, followed by serotypes Vand Ia [52]. Some years
later, serotype Ia was the most prevalent, followed by sero-
types II and Ib. [32] Both studies were conducted in Rio de
Janeiro. In São Paulo, serotype Ia was the most abundant
followed by V and II in a study conducted in 2015–2016
[54], suggesting that the increased prevalence in serotype Ia
may be related with a period of time. In Paraná, serotype Ia
was also the most prevalent; however, there was a surprisingly
high number of serotype IV strains [53]. The authors suggest
that the microorganism was acquired from the environment
[53], and although GBS could survive the hospital environ-
ment [55, 56], it is not possible to determine the source pre-
cisely [53].

In human specimens, including non-pregnant women, se-
rotype Ia has been the most frequent in recent years [57, 58].
The global data from serotyping prevalence also reports Ia, Ib,
II, III, and Vas the most prevalent serotypes in pregnant wom-
en in all continents in reports published between 1997 and
2015 [60] (Fig. 2).

GBS neonatal sepsis

Newborn sepsis is a major health issue, and one of the reasons
is that the symptoms are not specific, such as hyperglycemia,
respiratory insufficiency, apnea, and bleeding. When symp-
toms appear between the first 24 h and 6 days of life, the

condition is called early-onset sepsis (EOS). Late-onset sepsis
(LOS) is when symptoms appear after this period [8, 33].
There is insufficient information on newborn sepsis in the
Brazilian literature, which might be the reason why this sub-
ject receives so little attention, but there should be public
policies structured and shaped by scientific knowledge.

Barbosa et al. highlight the lack of an official program for
GBS prophylaxis in Brazil [60]. Their group gathered data on
EOS in a Brazilian hospital (Hospital de Clínicas de
Uberlandia, HC-U). The incidence of newborn sepsis caused
by GBS was 0.90 cases per 1000 live births, the fatality rate
was 50%, and one of the surviving patients had neurological
damage as a consequence of the GBS infection. The mothers
either were not screened for GBS or, despite a positive GBS
culture, the result was not delivered in time for antibiotic pro-
phylaxis. According to Barbosa et al., these results not only
reinforce the need for GBS screening but also demand the
development of a faster diagnosis method [60].

Cases of GBS infection without any diagnosis from the
mother are not rare. In a study in a hospital in Brasilia, for
all cases of GBS infection in newborns, none of the mothers
had been screened for S. agalactiae, even when the patients
presented risk factors. The fatality for GBS infection in neo-
nates for this report was 62.5%, five deaths in eight infected
neotnates. Five newborns were delivered by vaginal labor
(three deceases), and the other three were delivered by cesar-
ean surgery (two deceases). All of those cases might be pre-
ventable if universal screening and antibiotic prophylaxis had
been implemented [61, 62].

An analysis of medical records from both pregnant women
and their newborns in Rio de Janeiro showed that over 48% of
the colonized mothers did not receive appropriate therapy.
Although prophylaxis has been prescribed, the prescription,
dose, and intervals in between antibiotic administration were
incorrect. Also, women went through labor less than 4 h after
antibiotic administration. Many of the swabs were not collect-
ed in the recommended time frame during the prenatal period,
which could underestimate the incidence of positive cultures.
In these conditions, the incidence of sepsis was higher in new-
borns from mothers in which intrapartum antibiotic prophy-
laxis was not done properly [63].

Prophylaxis in Brazil

Besides local government recommendations [15–18], a group
from the Federal University of Pernambuco proposed a pro-
tocol based on the CDC guidelines, and submitted it to obste-
tricians and pediatricians, who evaluated the protocol as judg-
es. The sepsis prevention protocol was considered adequate,
and the group recommends the implementation of universal
screening at other institutions [64]. Despite this validation, no
other research or institution was using this protocol at the time
of this publication.
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Universal screening is strongly recommended, and there
are a few local Brazilian protocols. However, low adherence
in clinical routine impairs prophylaxis. One effort to improve
adherence to universal GBS screening is simply to provide
information to doctors. When detailed information is provided
to obstetricians, there is an improvement in the number of
women screened for GBS, although more long-term research
is needed [65].

In regard to prenatal care, both healthcare professionals and
mothers need to be aware of the risk factors, the importance of
screening for this microorganism, and antibiotic prophylaxis.
A study by the University of São Paulo applied a question-
naire to women in a maternity ward, and the results showed
that these patients did not have enough information about
GBS screening, and the authors concluded that this could
happen in other regions and hospitals [66].

A joint effort to inform both healthcare professionals and
pregnant women of the importance of GBS is critical to im-
prove adherence to universal screening guidelines and antibi-
otic prophylaxis, and may decrease the incidence of newborn
sepsis among Brazilian neonates.

An alternative to IAP is a vaccine given to pregnant wom-
en. Currently there are vaccines on the clinical trial phase, but
they are still not available to the general population [46].
Vaccines could be a more powerful tool to prevent diseases
caused by GBS, protecting mothers and children [46, 67].

Antibiotic resistance

GBS was initially associated with bovine mastitis; however,
they can infect and cause diseases in humans [8]. According to
Multilocus Sequence Typing (MLST), most of human isolated
GBS belong to six clonal complexes (CCs) [68]. Sequencing
the genome of 229 strains isolated from humans all over the
globe showed that the increase of GBS diseases is associated
with the dominance of tetracycline-resistant clones [69].

Due to certain advantages, such as its broad spectrum of
action, low toxicity, and low cost, tetracycline has beenwidely

used, and resulted in a high rate of GBS resistance, as detected
in many studies [38]. The acquisition of additional resistance
markers was an important step for its evolution as a human
pathogen. Resistance to erythromycin emerged not only
among pregnant women but also among non-pregnant adults
[70], and resistance to clindamycin was found in 28% of the
isolates from severe GBS disease in the USA [71].

The strategy recommended by the Centers for Disease
Control to reduce neonatal GBS infection is the IAP [71].
Although IAP leads to an 80% reduction in the incidence of
GBS in the first days of life, significantly reducing the rates of
disease caused by the microorganism, the frequent use of an-
tibiotics has contributed to the selection of resistant strains
[72], which may appear during the perinatal period.

Although GBS strains isolated from humans in other coun-
tries have shown an antibiotic resistance profile [73], there is
poor quality of information regarding changes in the profile of
antibiotic-resistant strains in Brazil, where we count on
fragmented data based mainly on local studies [57].

A study performed in Rio de Janeiro, Brazil, found results
indicating that there is an increase in erythromycin resistance,
affecting 13.2% of the clinical isolates tested, more than 85%
of which had the cMLSB phenotype. Resistance to tetracy-
cline was 81.7% [74]. Another study conducted in Rio de
Janeiro reported 14% erythromycin resistance and 5%
clindamycin resistance. For tetracycline, resistance was found
in 83% of the isolates [75].

A group from Paraná, Brazil, evaluated 544 pregnant wom-
en, and among these, 136 (25%) were positive for GBS.
Resistance levels were identified for erythromycin (8.1%)
and clindamycin (2.2%). In addition, the authors showed a
high rate of GBS resistance to tetracycline (82.3%) [38].

Botelho et al. (2018), in Rio de Janeiro, showed that 592
GBS strains were resistant to different antibiotics. The resis-
tance percentages observed among isolates were 5% for chlor-
amphenicol, 2% for clindamycin, 14% for erythromycin, 5%
for levofloxacin, and 86% for tetracycline [32].

To date, based on the studies conducted in Brazil, all
isolates presented sensitivity to ceftriaxone, penicillin, and

Fig. 2 GBS serotype prevalence
in pregnant women
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vancomycin [74, 75]. In relation to this, recent studies have
described strains with reduced susceptibility to penicillin in
other countries, an alert situation for the main antibiotic used
in IAP [76].

High levels of resistance to tetracycline have been found,
reaching 86% [32, 74]. In a study conducted by Dutra et al.
(2014), the level of resistance to tetracycline reached 97%.
Resistance to erythromycin was found to be 4.1% and 3% to
clindamycin [57]. Clindamycin or erythromycin are recom-
mended as alternatives in IAP for penicillin-allergic women
[71], and its resistance showed that in a short period of time,
these antibiotics will no longer be a reliable alternative empiric
therapy. This data can be evaluated in Table 2.

Conclusion

Brazilian data for maternal GBS colonization shows different
prevalence rates, as seen elsewhere, and might be explained
by regional differences, as well as serotyping distribution and
individual immunity [6]. The absence of an official recom-
mendation from the Brazilian Health Authorities describing
guidelines and protocols for performing GBS screening in
pregnant women, both in public and private clinics, may con-
tribute to the conflicting data described in this review.
Universal screening could provide an adequate prophylaxis
in colonized pregnant women, contributing to a reduction in
the incidence of illness and the occurrence of sequelae in
newborns, as indicated by other studies [23, 32, 33, 35].

The gold standard method for GBS identification is still the
microbiological approach, with cultures from vaginal and anal
swabs. Molecular biology identification may have a higher
specificity and sensitivity than cultures; however, the higher
cost and the need for skilled labor are major limitations for the
public health service. Therefore, a higher rate of GBS identi-
fication could be obtained using cultures from both vaginal
and anal swabs.

Unnecessary use of intrapartum antibiotic prophylaxis is
also harmful to both mother and newborn. In order to avoid

this, the recommendation of GBS screening earlier than
36 weeks of gestation, with subsequent delivery of the result
in time for antibiotic prophylaxis, needs to be evaluated.

Recommendations regarding the present situation of GBS
in Brazil and priorities to be followed in order to improve the
present surveillance methods and/or approaches to combat
antimicrobial resistance may be relevant for our Health
Authorities.

As such, it would be premature to establish the withdrawal
of GBS screening during the monitoring of pregnancies, as
proposed for some states in Brazil [17].

Twenty studies were published in the last 10 years in
Brazil, focusing in GBS screening and prevalence, but not
all regions and states were studied in this period of time.
Therefore, more studies are necessary around the country in
order to reveal the actual prevalence of GBS, and even more
relevant, the real consequences for newborn’s health.
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