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CMPT QA 

CMPT quality control yielded 4+ pure growth of 
Group B Streptococcus, viable for 16 days. 

Table 1. Identification Results  
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Reference Labs:  15/15 labs reported group B 
streptococcus (± ß-hemolytic, ± S.agalactiae); 
13/15 labs reported clindamycin R, 1 lab re-
ported clindamycin S, 1 lab referred. Consensus 
was achieved for both components thus, they 
were graded. 

Identification (Table 1): All participants process-
ing the sample correctly identified group B 
streptococcus and were given a grade of 4. 

Susceptibility (Tables 2-3) 

The challenge only required the participants to 
test and report clindamycin. Clindamycin was 
reported by 75/93 (81%) laboratories while 13 
laboratories referred for testing (table 2).  

The majority of those testing clindamycin re-
ported the isolate as resistant and were graded 
4; 11 participants reported it as intermediate 

Challenge M114-3  February 2012 

Grading 
Maximum grade: 8 

Reporting group B streptococ-
cus was graded 4. 

Reporting the strain resistant 
to clindamycin was graded 4; 
reporting it intermediate was 
graded 3; reporting it suscepti-
ble was graded 0. 

No reporting results for clinda-
mycin susceptibility was 
graded 0. 

No reporting results is always 
graded 0. 

 

HISTORY 

A simulated vaginal swab sample collected 
from a 25 year old pregnant woman who was 
reported to be allergic to penicillin was sent to 
category A and B laboratories for Group B Strep-
tococcus screening.  

Participants were expected to isolate and report 
Group B Streptococcus and were asked to re-
port susceptibility to clindamycin and comment 
on any other antimicrobial agent they would 
normally report. 
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and were graded 3 while 4 labs reported it sus-
ceptible and were graded 0 as this is consid-
ered a very major error. The four labs that re-
ported the isolate as susceptible to clindamycin 
used the Kirby Bauer method and obtained an 
inhibition zone of 19mm. A lab reporting the 
isolate as resistant also obtained an inhibition 
zone of 19mm. This laboratory should review 
the zone diameter criteria for resistance.   

Labs that referred the isolate for susceptibility 
testing were not graded but those that did not 
report or commented on antibiotics other than 
clindamycin were graded 0. 

Although only clindamycin susceptibility was 
graded, the Committee wanted to know how the 
laboratories would normally report antimicrobial 
susceptibility in this scenario. 

The following comments and results are for 
information purposes only. 

Vancomycin  

Only 31/93 laboratories reported susceptibility 
to vancomycin or made a comment about the 
universal susceptibility of this organism to this 
drug. Surprisingly, one laboratory reported van-

MAIN EDUCATIONAL POINTS of M114-3 

1. It is important to test for group B streptococci in pregnancy, usu-
ally at 35-36 weeks gestation, but even intrapartum if pre-natal 
care has not been adequate.  

2. Antibiotic choices are penicillin, clindamycin and vancomycin.  

3. In penicillin allergic patients, the CDC guidelines indicate that 
erythromycin is not an acceptable alternative. Vancomycin, clin-
damycin or even another cephalosporin (with reduced potential 
for cross- allergenicity) may be reported.  

Reported results. A Labs B Labs Total Grade 

group B streptococcus (± ß-hemolytic ± 
S.agalactiae), ± refer 79 14 93 4 

snnp ± refer 3   3 ungraded 
no report   1 1 0 
 Total 82 15 97   

Snnp: sample not normally processed 
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ANTIMICROBIAL        
SUSCEPTIBILITY  

Colonization isolates from 
pregnant women with severe 
penicillin allergy (high risk for 
anaphylaxis) should be tested 
for inducible clindamycin resis-
tance. This is crucial for ap-
propriate intrapartum antibiotic 
prophylaxis selection. 

D-zone testing using the dou-
ble-disk diffusion method has 
been used to identify isolates 
that are erythromycin-resistant 
and clindamycin-susceptible, 
yet have inducible resistance 
to clindamycin. 1 Isolates that 
are D-zone positive are con-
sidered to have inducible clin-
damycin resistance and are 
presumed to be resistant. 2 

Erythromycin is tested with the 
purpose of detecting inducible 
clindamycin resistance (D test) 
but according to the new CDC 
guidelines on prevention of 
group B streptococcal disease 
in neonates, 2 erythromycin is 
no longer an acceptable alter-
native for intrapartum GBS 
prophylaxis for penicillin-
allergic women at high risk for 
anaphylaxis; hence, it should 
not be reported. 

Resistance to erythromycin 
and clindamycin among inva-
sive group B streptococcus 
(GBS) has been increasing 
over the past 20 years. Resis-
tance rates of 25% to 32% for 
erythromycin and from 13% to 
20% for clindamycin have 
been reported.  3, 4 

While the CLSI suggests 
reporting erythromycin, the 
higher prevalence of resis-
tance indicates that it 
should not be reported.   

comycin as “intermediate”; this is surprising 
because of two factors, 1- as mentioned before, 
this organism is considered universally suscep-
tible to this drug, 2- the inhibition halo the lab 
reported was 17mm which, according to the 
CLSI interpretation guidelines1, should be con-
sidered susceptible. 

8/15 reference labs reported vancomycin S, 1 
lab referred, and 6 labs did not report 

Erythromycin  

54/93 laboratories reported the isolate as sus-
ceptible, one reported it intermediate, and five 
labs reported resistant (although their results 
were S). 14 labs referred for testing. 

5 reference labs reported erythromycin S, 1 lab 
reported erythromycin I, 1 lab referred, 3 labs 
reported erythromycin R and 5 labs did not re-
port  

Penicillin  

Although the patient was allergic to penicillin, 
34/93 laboratories reported results for this 
antibiotic. All of them reported the isolate as 
susceptible. 

Reported results - Clindamycin A Labs B Labs Total Grade 
Resistant 56 4 60 4 

Intermediate 8 3 11 3 

Susceptible 4   4 0 

no report 3 2 5 0 

no report, "Pen is drug of choice, Ery is alternate" 1   1 0 

Wrong identifier   1 1 0 

refer 9 4 13 ungraded 

snnp/ n/a (did not report identification) 1 1 2 ungraded 
Total 82 15 97   

Table 2. Reported results susceptibility—Clindamycin 

Snnp: sample not normally processed 

Reported  Van Ery Pen 
Susceptible 31 54 34 

Intermediate 1 1   

Resistant   5   

refer 9 14 10 

No report 54 21 51 

snnp; n/a 2 2 2 

Total 97 97 97 

Table 3. Susceptibility results reported  

COMMENTS ON RESULTS 

Because the patient was allergic to penicillin, 
the antibiotic choices for intrapartum prophy-
laxis, according to the new CDC guidelines on 
prevention of group B streptococcal disease in 
neonates, are clindamycin or vancomycin. 

As this isolate was resistant to clindamycin, 
vancomycin should have been reported to guide 
the clinician in the right choice of intrapartum 
prophylaxis. 

Erythromycin was previously included as an 
alternative for intrapartum prophylaxis in 
women who were allergic to penicillin however, 
according to the new CDC guidelines erythromy-
cin is no longer an acceptable alternative for 
intrapartum GBS prophylaxis for penicillin-
allergic women at high risk for anaphylaxis. 2 

Many of the laboratories mentioned they per-
formed D test to detect inducible clindamycin 
resistance. This test is performed when the 
isolate is resistant to erythromycin and suscep-
tible to clindamycin. This strain was susceptible 
to erythromycin, and most importantly, intrinsi-
cally resistant to clindamycin thus, the D test is 
not necessary. 

A considerable number of laboratories reported 
the susceptibility results to penicillin. Reporting 
of penicillin is not wrong even if the patient is 
reported to be allergic to the drug. Apparent 
allergic phenomena are often self reported, but 
may not be sever (e.g. immediate anaphylaxis 
reactions). However, clindamycin and vancomy-
cin should also be reported in such patients to 
provide alternatives.  

The Canadian guideline for therapy that support 
erythromycin as an alternative are old (2004); 
for reporting purposes the more updated CDC 
guidelines should be utilized.  

Van: vancomycin; Ery: erythromycin; Pen: penicillin; 
snnp: sample not normally processed 
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REFERENCES 

Maternal intrapartum GBS colonization is the 
primary risk factor for early-onset of invasive 
group B streptococcal disease in infants. In the 
absence of any intervention, an estimated 1%--
2% of infants born to colonized mothers de-
velop early-onset GBS infections. 5 Approxi-
mately 10-30% of pregnant women are colo-
nized with GBS in the vagina or rectum. 5 

Other factors that increase the risk for early-
onset disease include gestational age <37 com-
pleted weeks, longer duration of membrane 
rupture, intra-amniotic infection, young mater-
nal age, black race, and low maternal levels of 
GBS-specific anticapsular antibody. 2, 6 

Universal screening at 35--37 weeks' gestation 
for maternal GBS colonization and use of in-
trapartum antibiotic prophylaxis has resulted in 
substantial reductions in early-onset GBS dis-
ease among newborns. 2 

History of guidelines (CDC) 1996, 2002, 2010 

The first recommendations for intrapartum pro-
phylaxis to prevent perinatal GBS were issued 
in 1996. 7, 8 

These early guidelines recommended the use of 
one of two approaches to identifying women 
who should receive intrapartum antibiotic pro-
phylaxis:  

a risk-based approach (presence of risk factors: 
delivery at <37 weeks' gestation, intrapartum 
temperature ≥100.4ºF (≥38.0ºC), or rupture of 
membranes for ≥18 hours) or  

a culture-based screening approach (screened 
all pregnant women for vaginal and rectal GBS 
colonization between 35 and 37 week's gesta-
tion) 

Culture-based screening demonstrated superi-
ority over the risk-base approach 9 so revised 
guidelines issued in 2002 10 recommended 
universal culture-based screening of all preg-
nant women at 35-37 weeks' gestation.  

The new 2010 CDC guidelines 2 recommend 
that isolates from pregnant women with severe 
penicillin allergy (high risk for anaphylaxis) 
should be tested for inducible clindamycin re-
sistance.  

If the isolate is intrinsically resistant to clinda-
mycin, demonstrates inducible resistance to 
clindamycin, or if susceptibility is unknown, 
penicillin-allergic women at high risk for ana-
phylaxis should receive vancomycin. 2  

1. Clinical and Laboratory Standards Institute. 
Performance Standards for Antimicrobial Sus-
ceptibility Testing; 22nd Informational Supple-
ment. Wayne, PA.: Clinical and Laboratory 
Standards Institute; 2012:M100-S22 Wayne, 
PA. 

2. Verani JR, McGee L, Schrag SJ, Division of 
Bacterial Diseases, National Center for Immuni-
zation and Respiratory Diseases, Centers for 
Disease Control and Prevention (CDC). Preven-
tion of perinatal group B streptococcal disease--
revised guidelines from CDC, 2010. MMWR 
Recomm Rep. 2010;59:1-36. 

3. Borchardt SM, DeBusscher JH, Tallman PA, 
et al. Frequency of antimicrobial resistance 
among invasive and colonizing Group B strepto-
coccal isolates. BMC Infect Dis. 2006;6:57. 

4. Castor ML, Whitney CG, Como-Sabetti K, et 
al. Antibiotic resistance patterns in invasive 
group B streptococcal isolates. Infect Dis Obstet 
Gynecol. 2008;2008:727505. 

5. Regan JA, Klebanoff MA, Nugent RP, et al. 
Colonization with group B streptococci in preg-
nancy and adverse outcome. VIP Study Group. 
Am J Obstet Gynecol. 1996;174:1354-1360. 

6. Adair CE, Kowalsky L, Quon H, et al. Risk 
factors for early-onset group B streptococcal 
disease in neonates: a population-based case-
control study. CMAJ. 2003;169:198-203. 

7. ACOG committee opinion. Prevention of 
early-onset group B streptococcal disease in 
newborns. Number 173--June 1996. Committee 
on Obstetric Practice. American College of Ob-
stetrics and Gynecologists. Int J Gynaecol Ob-
stet. 1996;54:197-205. 

8. Prevention of perinatal group B streptococcal 
disease: a public health perspective. Centers 
for Disease Control and Prevention. MMWR 
Recomm Rep. 1996;45:1-24. 

9. Schrag SJ, Zell ER, Lynfield R, et al. A Popu-
lation-Based Comparison of Strategies to Pre-
vent Early-Onset Group B Streptococcal Dis-
ease in Neonates. N Engl J Med. 2002;347:233-
239. 

10. Schrag S, Gorwitz R, Fultz-Butts K, Schu-
chat A. Prevention of perinatal group B strepto-
coccal disease. Revised guidelines from CDC. 
MMWR Recomm Rep. 2002;51:1-22. 

Reporting using the 
wrong form 

Laboratories are reminded 
that reporting results using 
the wrong reporting form is 
considered a transcription 
error and will be graded as 0. 

Please contact CMPT, if in 
doubt, or fax the results using 
a hard copy of the report 
form. 

Erythromycin is no longer an acceptable alter-
native for intrapartum GBS prophylaxis for peni-
cillin-allergic women at high risk for anaphy-
laxis. 2 


