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Evaluation of a rapid, real-time intrapartum

group B streptococcus assay

Brett C. Young, MD; Laura E. Dodge, MPH; Munish Gupta, MD; Julie S. Rhee, MD; Michele R. Hacker, ScD, MSPH

OBJECTIVE: We sought to evaluate an intrapartum nucleic acid ampli-
fication test (NAAT) for group B streptococcus (GBS).

STUDY DESIGN: This was a prospective cohort study of 559 women
comparing intrapartum GBS culture with antepartum culture and intra-
partum NAAT.

RESULTS: GBS prevalence was 19.5% by antepartum culture and
23.8% by intrapartum culture. Compared with intrapartum culture, an-
tepartum culture had 69.2% sensitivity (60.6-76.9%) and 96.0% Spec-
ificity (93.7-97.7%). The NAAT demonstrated sensitivity of 90.8%
(84.6-95.2%), specificity of 97.6% (95.6-98.8%), and predictive val-
ues >92%. The incidence of discordant cultures was 10.4%. Of the

women with negative antepartum and positive intrapartum cultures,
only 1 (2.4%) received intrapartum antibiotics. Compared with white
women, black (P = .02) and Hispanic (P = .02) women were more
likely to have discordant cultures.

CONGLUSION: This intrapartum NAAT has excellent characteristics. It
may be superior to antepartum culture for detecting intrapartum GBS—
allowing more accurate management of laboring mothers and reducing
neonatal GBS sepsis.
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Ithough universal screening and in-

trapartum antibiotic prophylaxis
have substantially decreased the inci-
dence of group B streptococcus (GBS)
disease in neonates, GBS remains a lead-
ing cause of neonatal morbidity and
mortality in the United States."* Admin-
istration of intrapartum antibiotics is
based on maternal GBS colonization
status as determined by culture-based
screening performed at 35-37 weeks of
gestation. The Centers for Disease Con-
trol and Prevention (CDC) recommends

* EDITORS’ CHOICE %

universal screening of pregnant women
and specifies a culture procedure requir-
ing incubation for up to 48 hours, which
precludes intrapartum screening. The
CDC guidelines indicate that a negative
screening test becomes invalid after 5
weeks.’

GBS colonizes the gastrointestinal or
genitourinary tracts in 15-35% of preg-
nant and nonpregnant women. Coloni-
zation can be chronic, transient, or in-

From the Departments of Obstetrics and Gynecology (Drs Young, Rhee, and Hacker and Ms
Dodge) and Neonatology (Dr Gupta), Beth Israel Deaconess Medical Center, and the
Departments of Obstetrics, Gynecology, and Reproductive Biology (Drs Young, Rhee, and
Hacker) and Pediatrics (Dr Gupta), Harvard Medical School, Boston, MA.

Received Feb. 25, 2011; revised May 2, 2011; accepted June 22, 2011.

This project was conducted with the support of a pilot grant from Harvard Catalyst, The Harvard
Clinical and Translational Science Center (National Institutes of Health Grant no. 1 UL1 RR

025758-02 and financial contributions from participating institutions). There was no industry
financial support other than the loan of the GeneXpert machine (Cepheid, Sunnyvale, CA).

The authors report no conflict of interest.

Presented at the 31st Annual Meeting of the Society for Maternal-Fetal Medicine, San Francisco,

CA, Feb. 7-12,2011.

Reprints: Michele R. Hacker, ScD, MSPH, Beth Israel Deaconess Medical Center, 330 Brookline
Ave., KS328, Boston, MA 02215. mhacker@bidmc.harvard.edu.

0002-9378/free ® © 2011 Mosby, Inc. All rights reserved. @ doi: 10.1016/j.ajog.2011.06.087

m For Editors’ Commentary, see Table of Contents

372.e1 American Journal of Obstetrics & Gynecology OCTOBER 2011

termittent.*® Therefore, the timing of
GBS screening is important, and it is re-
commended that obstetricians screen
women in the late third trimester to im-
prove the likelihood that the antepartum
culture reflects the true intrapartum col-
onization status. However, studies dem-
onstrate that antepartum culture has
sensitivity as low as 50% and positive
predictive value <60%, as well as less
than ideal specificity.” !

Despite compliance with universal
screening, the majority (52.5-82.3%) of
neonates developing GBS sepsis were
born to women who screened negative in
the late third trimester and thus did not
receive antibiotic prophylaxis.'*'* This
suggests that either the culture is insuffi-
ciently sensitive or the woman’s coloni-
zation status changes between screening
and delivery.

Prior studies of rapid nucleic acid am-
plification tests (NAAT) for intrapartum
detection of GBS suggest that intrapar-
tum screening may more accurately re-
flect intrapartum GBS colonization.” !>
Accurate intrapartum testing could al-
low for more appropriate clinical man-
agement of mothers and newborns,
including properly targeted intrapar-
tum antibiotic prophylaxis for laboring
women and appropriate neonatal sepsis
evaluations. Ultimately, a more accurate
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screening test may further decrease the
incidence of GBS disease.

The purpose of our study was to eval-
uate the test characteristics of a rapid,
real-time intrapartum GBS NAAT by
evaluating it against an intrapartum cul-
ture and comparing it with the antepar-
tum screening culture in a busy delivery
unit. Unlike previous studies, we col-
lected data on maternal race and ethnic-
ity and assessed the incidence of neonatal
sepsis evaluations and neonatal intensive
care unit admissions.

MATERIALS AND METHODS

This was a prospective cohort study of
pregnant women presenting to the labor
and delivery unit at Beth Israel Deacon-
ess Medical Center (Boston, MA) from
January through June 2010. Institutional
review board approval was obtained, and
all women provided informed consent.
Women aged =18 years with docu-
mented antepartum GBS culture results
were eligible if they had not yet received
intrapartum intravenous antibiotics. El-
igible women were approached for par-
ticipation 7 days of the week, during day
and night shifts, depending on the avail-
ability of the physicians obtaining con-
sent and collecting samples. Maternal
race/ethnicity was self-reported.

Sample collection

Two intrapartum rectovaginal samples
were collected simultaneously per CDC
guidelines by 1 of 3 obstetrician-gyne-
cologists. Following collection, the sam-
ples were brushed together to ensure
uniform specimen on each swab. A char-
coal swab was used for the intrapartum
culture, and the swab used for the intra-
partum NAAT (Xpert GBS Assay; Ce-
pheid, Sunnyvale, CA) was included in
the kit.

GBS culture

Results of the antepartum screening cul-
ture were obtained from each partici-
pant’s medical record. Antepartum
cultures were performed according to
CDC guidelines at either our institu-
tion’s Clinical Laboratory Improvement
Amendments (CLIA)-certified clinical
laboratory or 1 of 2 outside CLIA-certi-
fied laboratories. Study personnel were

blinded to which laboratory conducted
the antepartum culture.

The intrapartum GBS culture was per-
formed by our institution’s laboratory,
which was blinded to antepartum cul-
ture and intrapartum NAAT results. All
cultures were performed at 35°C in 5%
carbon dioxide. Charcoal swabs were in-
oculated into Todd-Hewitt broth (Re-
mel, Lenexa, KS) containing gentamicin
(8 wg/mL) and nalidixic acid (15 ug/mL)
supplemented with 5% defibrinated
sheep blood (Remel), and incubated for
18-24 hours. Broths were subcultured to
tryptic soy agar plates (Remel) contain-
ing 5% defibrinated sheep blood, incu-
bated for 18-24 hours, and examined for
beta-hemolytic streptococci or possible
nonhemolytic GBS. The presence of GBS
was identified by latex agglutination with
GBS-specific antiserum (PathoDx, Los
Angeles, CA). If no GBS were present af-
ter 24 hours of incubation, the subcul-
ture was reincubated for 18-24 hours
and reexamined for confirmation.

Intrapartum NAAT
The intrapartum NAAT were purchased
from Cepheid and conducted according
to the instructions. All tests were run by 1
investigator who was trained by an in-
dustry representative and blinded to
antepartum and intrapartum culture re-
sults. The same investigator ran 1 posi-
tive and 1 negative control for each lot
within each shipment of assay kits. A
pure culture of GBS in a suspension at a
density equivalent to 0.5 McFarland
units diluted 1:100 was used for the pos-
itive control and the same density equiv-
alent of enterococcus or alpha-hemo-
Iytic streptococcus was used for the
negative control. Controls were pro-
vided by our institution’s laboratory.
Each single-use kit includes reagents
to detect GBS, a sample-processing con-
trol, and an internal control. The GBS
primers and probe target a 3" DNA re-
gion adjacent to the ¢fb gene. If the intra-
partum NAAT did not yield a positive or
negative result secondary to a technical
issue, the test was repeated with a new
cartridge as per the package insert when-
ever an additional sample was available.
The intrapartum NAAT results were
not used for clinical care; participants

were treated based on the antepartum
culture results per CDC guidelines. Re-
sults of the antepartum culture, the in-
trapartum culture, and the intrapartum
NAAT were read independently of each
other and recorded in separate locations.

Neonatal data

We extracted neonatal data from the
medical records and assessed whether
any of the following CDC-defined risk
factors for neonatal GBS disease were
present: intrapartum fever, chorioam-
nionitis, rupture of membranes for >18
hours, and positive maternal GBS ante-
partum culture. Adequate intrapartum
antibiotic prophylaxis was defined as ini-
tiated at least 4 hours before delivery.

Statistical analysis

Based on previous studies and data from
the manufacturer, we conservatively hy-
pothesized a sensitivity of 85% for the
antepartum culture and 91% for the
NAAT.>'" A sample size of 490 women
was needed to yield 80% power to detect
that difference for a 2-sided test with a =
0.05.

Allanalyses were performed using SAS
9.2 (SAS Institute Inc, Cary, NC). All
tests were 2-sided, and P values < .05
were considered statistically significant.
Data are presented as mean and SD, me-
dian and interquartile range, or propor-
tion and 95% confidence interval. Com-
parisons were made using a x* or Fisher’s
exact test for categorical variables and
parametric or nonparametric tests for
continuous variables, as appropriate.
The intrapartum GBS culture was con-
sidered the gold standard. Sensitivity,
specificity, predictive values, and 95%
confidence intervals were calculated.
Samples with an indeterminate NAAT
result were excluded from the denomi-
nator in calculations of sensitivity, spec-
ificity, and prevalence for the primary
analysis. We also calculated the test char-
acteristics assuming that the indetermi-
nate NAAT results were discordant with
the intrapartum culture.

CDC guidelines specify that a negative
antepartum GBS culture is valid for 5
weeks. Thus, we performed a sensitivity
analysis excluding women for whom >5
weeks elapsed between the antepartum
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TABLE 1 TABLE 2
Participant characteristics Antepartum culture and intrapartum nucleic acid amplification
tests results compared with intrapartum culture results
All women
Characteristic n = 559 Intrapartum culture result
Maternal age, y 320+ 54 Variable Positive Negative Total
Race/ethnicity Antepartum culture result
White 338 (60.5) Positive 92 17 109
Asian/Pacific Islander 77 (13.8) Negative 4 409 450
Black 74(132) Total 133 426 559
Hispanic 53 (9.9) NAAT result
Othe.r or >1 race/ 17 (3.0) Positive 119 10 129
ethnicity
Negati 12 4 4
Gestational age at 394 +1.25 egative 06 8
enrollment, wk Indeterminate 2 10 12
Method of delivery Total 133 426 559
Vaginal 407 (72.8) NAAT, nucleic acid amplification tests.
Cesarean 152 (27.2) L Young. Evaluation of rapid GBS assay. Am ] Obstet Gynecol 2011. )
No. of gestations
o . .. )
Singleton 555 (99.3) (90.8 /0).. Th? results of all 3 tests are }pant characteristics and outcomes strat
: summarized in Table 2. ified by concordance of GBS cultures are
Multiple 407 shown in Table 4. The mean interval be-

Data are presented as mean = SD or n (%).

Young. Evaluation of rapid GBS assay. Am J Obstet
Gynecol 2011.
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and intrapartum cultures to recalculate
test characteristics of the antepartum
culture. We compared the incidence
of discordant culture results among
women with =5 weeks between the an-
tepartum and intrapartum cultures to
women with >5 weeks between cultures.

RESULTS

Among 559 women who delivered 563
neonates, the mean maternal age was
32.0 (£5.4) years and mean gestational
age at enrollment was 39.4 (*1.25)
weeks. Additional participant character-
istics are shown in Table 1. The preva-
lence of GBS rectovaginal colonization
was 19.5% (16.3-23.0%) with antepar-
tum culture, 23.8% (20.3-27.6%) with
intrapartum culture, and 23.6% (20.1-
27.4%) with the intrapartum NAAT.
The mean interval between the ante-
partum and intrapartum tests was 3.5
(*£1.4) weeks.

Among 133 women colonized with
GBS by intrapartum culture, the ante-
partum screening culture was positive
for 92 (69.2%) women, while the intra-
partum NAAT was positive for 119

Both sensitivity and negative predic-
tive value of the intrapartum NAAT were
significantly superior to the antepartum
culture. Although specificity and posi-
tive predictive value were higher with the
NAAT than antepartum culture, the dif-
ferences did not reach statistical signifi-
cance. The test characteristics of the
antepartum culture and intrapartum
NAAT compared with intrapartum cul-
ture are displayed in Table 3.

The incidence of discordance between
antepartum and intrapartum GBS cul-
tures was 10.4%; 41 (7.3%) women con-
verted from negative to positive and 17
(3.0%) from positive to negative. Partic-

tween the antepartum and intrapartum
tests and the mean gestational age at test-
ing was the same for women with con-
cordant and discordant results.

The incidence of discordant GBS cul-
ture results was lowest among Asian
women and highest for Hispanic and
black women. Compared with white
women, black (P = .02) and Hispanic
(P = .02) women were significantly
more likely to have discordant results.

Of the 450 women with a negative an-
tepartum culture, 409 (90.9%) remained
negative at the intrapartum culture and
41 (9.1%) converted to positive. Among

-
TABLE 3

Antepartum culture and intrapartum nucleic
acid amplification tests characteristics

\

Antepartum culture NAAT
Characteristic % (95% Cl) % (95% Cl)
No. of samples tested 559 5472
Sensitivity 69.2 (60.6-76.9) 90.8 (84.6-95.2)
Specificity 96.0 (93.7-97.7) 97.6 (95.6-98.8)
Positive predictive value 84.4 (76.2-90.6) 92.3 (86.2-96.2)
Negative predictive value 90.9 (87.8-93.4) 97.1 (95.0-98.5)

Cl, confidence interval; NAAT, nucleic acid amplification tests.
@12 rapid tests did not yield results.

Young. Evaluation of rapid GBS assay. Am J Obstet Gynecol 2011.
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TABLE 4
Participant characteristics and outcomes stratified by concordance of group B streptococcus cultures
Remained Positive Remained Negative
Concordant Discordant negative to negative positive to positive P
Characteristic n = 501 n =58 Pvalue n =409 n=17 Pvalue n =92 n=41 value
Maternal age, y 321 =51 305741 .09 32351 31.0+6.3 31 314 +54 303+75 .39
Gestational age, wk
Antepartum culture 35909 35707 15 35809 35707 .66 36.0 09 35707 .04
Intrapartum culture 39413 392+13 31 39413 39.0*+16 .23 39411 39313 .51
Interval between cultures, 3513 35=*15 .99 356+13 32=*14 .40 34+14 36*+15 .46
wk
Race/ethnicity .008 .09 .16
White 309 (61.7) 29 (50.0) 254 (62.1) 11 (64.7) 55 (59.8) 18 (43.9)
Asian/Pacific Islander 74 (14.8) 3(5.2) 66 (16.1) 0(0.0) 8(8.7) 3(7.3
Black 61(12.2) 13 (22.4) 43 (10.5) 5(29.4) 18 (19.6) 8 (19.5)
Hispanic 43 (8.6) 10 (17.2) 34 (8.3) 1(5.9) 9(9.8) 9(22.0)
Other or >1 race/ 14 (2.8) 3(5.2 12 (2.9) 0(0.0) 2(2.2) 3(7.3)
ethnicity
NAAT result < .0001 < .0001 .01
Positive 91 (18.2) 38 (65.5) 5(1.2) 5(29.4) 86 (93.5) 33(80.5
Negative 399 (79.6) 19 (32.8) 395 (96.6) 11 (64.7) 4(4.4) 8(19.5
Indeterminate 11 (2.2) 1(1.7) 9(2.2) 1(5.9) 2(2.2)
Neonatal sepsis 98 (19.6) 14 (24.1) A1 73(17.9) 5(29.4) .21 25(27.2) 9(22.0) .52
evaluation
Any NICU admission 112 (22.4) 14 (24.1) .76 83(20.3) 5(29.4) .36 29 (31.5) 9(22.0) .26
Data are presented as mean = SD or n (%).
NAAT, nucleic acid amplification tests; NICU, neonatal intensive care unit.
Young. Evaluation of rapid GBS assay. Am ] Obstet Gynecol 2011.
. J

the 41 who converted from negative to
positive, the intrapartum NAAT was
positive in 33. This yielded a sensitivity
0f80.5% (65.1-91.2%). Forty (97.6%) of
these women did not receive intrapar-
tum antibiotic prophylaxis.

Of the 109 women with a positive an-
tepartum culture, 92 (84.4%) had a pos-
itive intrapartum culture and 17 (15.6%)
converted to negative. Among the 17
who converted from positive to negative,
the intrapartum NAAT was negative in
11. As shown in Table 4, 5 (29.4%) of
these women had an infant who under-
went a sepsis evaluation, as compared to
73 (17.9%) of the 409 women who re-
mained negative (P = .21). All of the 17
women who converted from positive to
negative received intrapartum antibiotic
prophylaxis.

More than 5 weeks elapsed between
the antepartum and intrapartum cul-

tures for 53 (9.5%) women. The inci-
dence of discordant cultures among
these women was 13.2%, which was not
significantly different from the incidence
of 10.1% among women for whom the
time interval was =5 weeks (P = .48).
When excluding these 53 women, the
sensitivity (70.6%), specificity (95.9%),
positive predictive value (84.0%), and
negative predictive value (91.4%) of
the antepartum culture were essentially
unchanged. Although not statistically
significantly different, the sensitivity
(57.1%: 28.9-82.3%) and negative pre-
dictive value (86.4%: 72.7-94.8%) of the
antepartum culture were lower among
the 53 women with >5 weeks between
cultures.

With the first attempt, the intrapar-
tum NAAT did not yield a result for
73 (13.1%) samples. The specific result
was error, invalid, or no result for 58

(10.4%), 14 (2.5%), and 1 (0.2%) sam-
ple, respectively. The assay was repeated
for 72 samples and a result was obtained
forallbut 11 (9 errors, 1invalid, and 1 no
result). Ultimately, 12 (2.1%) samples
had indeterminate NAAT results. When
assuming that these 12 indeterminate
NAAT results were discordant with the
intrapartum culture, the results were
similar to the primary analysis in which
indeterminate NAAT results were ex-
cluded: sensitivity of 89.5% (83.0-94.7%),
specificity of 95.3% (92.8-97.1%), posi-
tive predictive value of 85.6% (78.7-
91.0%) and negative predictive value of
96.7% (94.5-98.2%).

The time to prepare a sample for pro-
cessing was <<5 minutes. Processing time
was =50 minutes for 99.6% of samples.
When the sample was positive, the
NAAT yielded a result in a median time
of 41.0 (39.0-44.0) minutes; the median
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time was 48.0 (48.0-49.0) minutes for a
negative result, 8.0 (7.0-8.0) minutes for
error, and 48.0 (48.0-49.0) minutes for
invalid. In the 1 instance when “no re-
sult” was obtained, that information was
available immediately.

COMMENT

Our results demonstrate that the test
characteristics of a real-time intrapar-
tum NAAT are superior to those of the
antepartum culture used to guide treat-
ment in the intrapartum period. Using
intrapartum GBS culture as the gold
standard, the sensitivity and specificity
of the intrapartum NAAT were 90.8%
and 97.6%, respectively, while sensitivity
of the antepartum culture was only
69.2% and its sensitivity 96.0%. Thus,
screening with antepartum culture does
not accurately reflect intrapartum colo-
nization status in some women, leaving a
group of neonates vulnerable to GBS dis-
ease and exposing a substantial propor-
tion of mothers and fetuses to potentially
unnecessary antibiotic prophylaxis.

Prior studies of the Xpert GBS Assay
found similarly strong test characteris-
tics with sensitivity from 85.0-98.5% and
specificity of 96.0-99.6%.%'>'® In con-
trast, one study showed that the intra-
partum NAAT was not very specific
(64.5%) but had a sensitivity of 95.8%.°
While our data showed a significantly
higher sensitivity of the intrapartum
NAAT compared with antepartum cul-
ture, other studies did not assess stat-
istical significance or lacked adequate
power.

Given the transient nature of GBS col-
onization, the ideal screening test would
occur in the intrapartum period. In our
study, the incidence of discordance was
10.4% between the antepartum and in-
trapartum cultures, which is similar to
other reports.”'® Discordance was not
related to the interval between cultures,
as the interval was similar for women
with concordant and discordant results.

The incidence of discordant GBS
cultures suggests that an intrapartum
NAAT would result in more appropriate
management of mothers and infants at
risk for perinatal GBS transmission. This
is particularly important given that the

majority of neonatal GBS sepsis occurs
in infants born to mothers with a nega-
tive antepartum screening culture.'*'*
In our study, 9.1% of the women with a
negative antepartum culture had a posi-
tive intrapartum culture; virtually all of
these women (97.6%) received no intra-
partum antibiotic prophylaxis. The in-
trapartum NAAT was positive in 80.5%
of these women, suggesting that the in-
trapartum NAAT could improve the
ability to appropriately provide intra-
partum prophylaxis to these women,
thereby potentially reducing the inci-
dence of neonatal sepsis.

Among women with a positive ante-
partum culture, 15.6% later had a nega-
tive intrapartum culture. All of these
women received intrapartum antibiotic
prophylaxis, and 29.4% of their infants
underwent sepsis evaluation. The speci-
ficity of the NAAT was 64.7% for these
women; thus, use of the intrapartum
NAAT could reduce unnecessary antibi-
otic use and neonatal sepsis evaluation.

Opverall, our results show high concor-
dance between the intrapartum NAAT
and intrapartum culture. However,
among women with discordant cultures,
the intrapartum NAAT demonstrated
lower sensitivity and specificity. There is
speculation that the NAAT may result in
minute concentrations of GBS being am-
plified that cannot be detected by cul-
ture; however, the lower sensitivity and
specificity among both negative to posi-
tive and positive to negative results make
this theory less likely. This finding is re-
assuring in that it suggests that NAAT is
unlikely to identify a clinically irrelevant
amount of GBS.

We obtained an intrapartum NAAT
result for 86.9% of samples after 1 at-
tempt and in all but 2.1% after 2 at-
tempts. These findings are consistent
with 2 other studies,”'® but somewhat
higher than in 1 report.”> When the
NAAT did not yield a determination of
colonization, the most common result
was error, which was returned in a me-
dian time of 8.0 minutes. Furthermore, a
substantial proportion of these errors
may be eliminated with newer Kits,
which eliminate manual loading of the
reagents.
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The 48 hours needed for GBS cultures
generally prohibits their use for intrapar-
tum screening. Our study demonstrates
that intrapartum NAAT results can be
obtained within 60 minutes; suggesting
that it could allow for adequate maternal
antibiotic prophylaxis in many deliver-
ies, given the median time from admis-
sion to delivery of 7.8 hours for term
births reported by Van Dyke etal."* Prior
studies have demonstrated the feasibility
of intrapartum NAAT screening for
GBS.%!° Furthermore, even when moth-
ers deliver shortly after admission with-
out appropriate prophylaxis, the test re-
sult could guide neonatal management.

The CDC indicates that intrapartum
NAAT screening may be useful in certain
situations, such as unknown GBS colo-
nization status at term.’ Intrapartum
screening may also be useful in preterm
deliveries, given the high burden of GBS
disease in this population. Our study re-
veals several other populations that may
receive particular benefit from intrapar-
tum NAAT. First, our data suggest po-
tentially meaningful differences in the
incidence of antepartum and intrapar-
tum culture discordance in Hispanic and
black women. These findings have not
been reported previously and warrant
further investigation to confirm whether
some populations are at higher risk of
discordant GBS cultures. Notably, GBS
prevalence has been shown to be higher
in these racial/ethnic groups.' Addition-
ally, 9.5% of women in our study pre-
sented to labor and delivery >5 weeks
after their antepartum culture result was
obtained, an interval that is known to re-
duce the utility of the antepartum test.’
This population also may benefit from
intrapartum NAAT.

Despite widespread adoption of uni-
versal screening, two thirds of neonates
who develop GBS sepsis are born to
women with a negative antepartum
screening culture. This, coupled with the
incidence of discordant GBS culture re-
sults between the antepartum and intra-
partum periods, suggests a need for in-
trapartum GBS testing. The latest CDC
guidelines suggest that to be clinically
useful, an intrapartum GBS screening
test must be performed at the bedside by
labor and delivery staff, have a turn-
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around time of <30 minutes, and have a
sensitivity and specificity >90%. In our
study, results were obtained within 60
minutes and the sensitivity and specific-
ity exceeded 90%. Our results suggest
that the rapid NAAT has the potential to
be a clinically meaningful intrapartum
test and may lead to more accurate iden-
tification of intrapartum GBS coloniza-
tion, thereby allowing for more appro-
priate management of mothers and
neonates and reducing the incidence of
neonatal GBS sepsis. [ |
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