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Topic #9

Evaluation of the Infant of a Mother without Prenatal Care

In the event that an infant has been delivered whose mother received no prenatal care (or for whom prenatal laboratory evaluation is unavailable), the pediatrician’s responsibility is to evaluate the infant for the presence of infection, chronic disease, congenital anomalies, and maternal illicit drug use. (See individual topics on maternal infection for more details on these subjects.)

The prenatal screen done in labor and delivery generally includes evaluation of some or all of the following:

RPR 


Group B Streptococcus 

Hepatitis B 

TB

HIV


HSV

Chlamydia

GC


Rubella

Suggested evaluation for an infant of a mother without prenatal care:

1.  Full physical exam.

2.  Social Service Consult

· Recommendations regarding resources for future medical care.

· Evaluation of psychosocial issues preventing prenatal care.

3.  Evaluation of any prenatal screens available prior to delivery.
4.  Evaluation of Group B Strep status: review recommendations for GBS and consider risk factors for GBS and possible necessity for CBC and Blood Culture. (See Topic 12e)

Current recommendations for intrapartum antibiotic prophylaxis (IAP) use:

· All pregnant women should be screened with vaginal and rectal GBS cultures at 35-37 weeks gestation.

· The exceptions are women with known GBS bacteriuria during the current pregnancy or a previous infant with invasive GBS disease (these women should all receive IAP).

· Prenatal oral antimicrobial treatment is not effective and not recommended.
· Intrapartum prophylaxis should begin at least 4 hours prior to delivery.

· PCN is the drug of choice. The effectiveness of other agents in preventing early-onset GBS disease has not been confirmed.
IAP is indicated if:

· Previous infant with invasive GBS disease
· Positive GBS screening culture during current pregnancy 
(unless scheduled C-section)

· Unknown GBS status with any one of the following intrapartum risk factors:
· Delivery at < 37 weeks gestation
· Membrane rupture for > 18 hours
· Intrapartum fever > 100.4F (38C)
IAP is not Indicated if:

· Previous pregnancy with a positive GBS screening culture, but negative GBS culture for current pregnancy.
· Planned C-section delivery performed without labor or membrane rupture
· Negative vaginal and rectal GBS screening culture regardless of intrapartum risk factors (noted above).

4.  Request maternal RPR (Nontreponemal Test for Syphilis). If maternal RPR is positive, order infant RPR.

· If qualitative RPR is positive, the lab automatically performs a titer.

· Congenital syphilis is suspected when: 

· A serum quantitative nontreponemal titer that is at least fourfold higher than the mother’s titer using the same test and laboratory. 

· The maternal titer has increased fourfold.

· A mother with known +RPR has not been treated or inadequately treated ((PCN less than 1 month prior to delivery)*.

· The infant is symptomatic.   


Syphilis in pregnancy (see Topic 12f):
· For early-acquired syphilis, two doses of benzathine penicillin (2.4 million units IM) given 1 week apart is appropriate therapy.  There is no accepted alternative therapy for PCN allergic patients. It is recommended that desensitization be done under appropriate conditions.  The treatment regimen is based on the state of disease and its clinical manifestations.  Treatment must occur greater than 30 days prior to delivery.  Adequate treatment is demonstrated by a fourfold or greater decrease in the titer of a nontreponemal test for syphilis (e.g., 1:64 to 1:16). 

· The infant’s serum RPR or VDRL should be the same as or less than fourfold the maternal titer.

· Infants of mothers with unknown, undocumented or inadequately treated syphilis, require a full evaluation for congenital syphilis (see AAP Red Book reference below). 

5.  Request maternal Hep B serology (HepBSAg) (see Topic 12a) 
· If the mother is HepBSAg (+), the infant receives 0.5 cc of Hepatitis B Vaccine) IM and HBIG 0.5cc IM.  HBIG (Hepatitis B immune globulin) is most effective when given within the first 48 hours after birth, and preferably should be given within the first 12 hours.  
· If the mother’s HepBSAg status is unknown, give Hep B vaccine (as above) and if there is sufficient time (less than 12 hours), wait for the results of the maternal HepBSAg prior to giving HBIG. The infant’s risk of becoming a chronic carrier is especially great is the mother is HBeAg-positive. Remember!  You must follow-up on the Hepatitis B status – this ensures that the HBIG is given within the appropriate time frame.  
6.  Request maternal urine drug of abuse screen (toxicology screen).  
· If maternal urine drug screen positive a confirmatory test will be sent to a reference lab. 
· If maternal screen is positive, request infant toxicology screen (see section on evaluation of infants exposed to maternal drugs).
7.  A maternal PPD can be placed and read 48 hours later.  
· A positive PPD requires evaluation with a Chest Xray, and follow-up for the patient and household members at the Chest Clinic (Health Department).
8.  Maternal labs not available at the time of discharge of the infant (usually Rubella titers and HIV) require follow-up.
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