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For best maternal 
and fetal outcomes, 
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screenings for 
infection
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Pregnancy is a period of time for optimization of health for best maternal and fetal outcomes. 
Addressing any known medical conditions, as well as assessing for any underlying medical 
conditions that have yet to be diagnosed, is important in order to implement management 
strategies. 

Because infectious diseases can have such a profound impact on pregnancy health and lead to 
increased maternal and fetal morbidity and mortality, prompt diagnosis and initiation of 
treatment is of paramount importance. As a result, routine screening for certain infectious 
diseases that are known to play a role in adverse pregnancy outcomes is implemented as part 
of routine prenatal care. Knowledge of what routine screening tests are recommended, when 
testing is recommended in pregnancy, what specific testing method is required, and accurate 
interpretation of test results is part of the basic understanding of routine prenatal care that any 
obstetrical care provider should possess. In this document, an overview of the routine screening 
for infectious diseases that is recommended in pregnancy is provided.

Executive Summary



Infectious Diseases Impact 
pregnancy health

Increases maternal 
and fetal morbidly 

and mortality 

Screen for:

• Urinalysis/Urine Culture
• Hepatitis B & C
• Human Immunodeficiency Virus
• Tuberculosis
• Rubella and Varicella
• Sexually Transmitted Infections
• Group B Streptococcus



Diagnosis of asymptomatic bacteriuria and symptomatic urinary tract infections in pregnancy is essential because 
pregnant patients are subject to adverse pregnancy outcomes, i.e. pyelonephritis and urosepsis, if left untreated. 
During routine prenatal care, obstetrical care providers may require a urine sample to screen for asymptomatic 
bacteriuria at every prenatal visit, or they may obtain a urine sample only on entry to care or at 12-16 weeks of 
pregnancy, then reassess throughout the pregnancy based on risk factors, medical conditions, or patient 
complaints. A urine sample done during a routine prenatal visit may be assessed in the office via urine dipstick or it 
may be sent to the lab for a more formal urinalysis. 

Typically, a urine sample done during routine prenatal visits is assessed for the presence of blood, protein, 
glucose, ketones, leukocyte esterase, and nitrates via urine dipstick, with the addition of a pH, specific gravity, and 
bilirubin if the sample is sent to the laboratory for a urinalysis. Both are considered screening tests for a urinary 
tract infection or asymptomatic bacteriuria in pregnancy, whereas the urine culture is diagnostic. A urine culture is 
done if the urine dipstick or urinalysis is suggestive of asymptomatic bacteriuria or a urinary tract infection. If 
screening is done only on entry to care or at 12-16 weeks of pregnancy, a urine culture should be sent to assess 
for asymptomatic bacteriuria.1

If the patient is asymptomatic, but the urine dipstick or urinalysis is indicative of asymptomatic bacteriuria, the 
sample will be sent for urine culture for diagnostic testing and identification of the offending pathogen and 
antibiotic sensitivities. If the patient is symptomatic, a urinalysis and urine culture are sent.

There are three ways to collect a urine specimen during routine prenatal care; a midstream, clean-catch specimen 
after cleansing of the urethral meatus and surrounding tissues, spreading the labia and collecting a specimen 
midstream, or catherization. While the latter is typically not done, the other two methods are more commonly 
utilized with a goal of collecting a noncontaminated specimen.

Urinalysis/Urine culture
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Hepatitis B and Hepatitis C Both hepatitis B and C are viral infections that affect the liver. If active disease is present in pregnancy, the virus 
can be passed to and infect the fetus. On entry to care, all pregnant patients are screened for serologic evidence 
of the hepatitis B surface antigen (HBsAg) because many patients with hepatitis may not even know they have the 
infection due to lack of symptoms. If new or persistent risk factors for hepatitis B infection are present during 
pregnancy, screening should also occur at time of delivery.2 Screening is then done in each subsequent 
pregnancy, regardless of prior history of hepatitis B vaccination or prior negative serologic testing in other 
pregnancies.2

Hepatitis C screening, through serologic antibody testing via a second- or third-generation enzyme immunoassay 
(ELISA), is typically only done in pregnancy in the presence of risk factors, such as injection drug use (current or 
past), prior transfusion of blood products, and HIV infection.3 However, there is a more recent movement to 
universally screen for hepatitis C in pregnancy due to the fact that HCV infection is increasing in 
reproductive-aged patients, and screening based on risk factors alone is inconsistent and may still miss patients 
who are indeed infected.4,5 In addition, knowing if a pregnant patient is HCV positive will help guide 
recommendations for antepartum and intrapartum care, as well as assist in counseling for invasive procedures 
that may be indicated during pregnancy. In 2020, the CDC recommended HCV screening for all pregnant patients 
during each pregnancy, except in settings where the prevalence of HCV infection is <0.1 percent.6 As a result, in 
May 2021, the American College of Obstetricians and Gynecologists (ACOG) now recommends screening for all 
pregnant individuals during each pregnancy at the first prenatal visit. (Routine Hepatitis C Virus Screening in 
Pregnant Individuals, Practice Advisory, May 2021)
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Human Immunodeficiency 
Virus 

Human immunodeficiency virus, or HIV, is a virus that attacks the immune system. HIV infection in pregnancy, 
especially if not treated or undertreated, can be passed to the fetus. Because current treatments available for the 
pregnant patient with HIV are so effective at preventing perinatal transmission of HIV, diagnosing patients as early 
as possible will not only improve the patient’s health, but improve pregnancy outcomes and prevent neonatal 
infection.7 Per ACOG, all pregnant patients should be tested, with their prior knowledge and consent, at the initial 
prenatal visit using the opt-out approach via an antibody–antigen combination screening test.7 This means that 
after advising the pregnant patient that HIV screening is recommended as part of routine prenatal care, they can 
opt-out of screening as permitted in every jurisdiction in the United States.7  Screening for HIV can be also done in 
the outpatient office setting or in labor and delivery via a rapid HIV serologic testing for antibodies only.

Per ACOG, repeat HIV testing in the third trimester, preferably before 36 weeks of gestation, is recommended for 
the following: 1) patients with initial negative HIV antibody tests who are known to be at high risk of acquiring HIV 
infection 2) patients who are receiving care in facilities that have an HIV incidence in pregnant patients of at least 
1 per 1,000 per year 3) patients who are incarcerated 4) patients who reside in jurisdictions with elevated HIV 
incidence 5) patients who have signs and symptoms consistent with acute HIV infection.7 It is important to note 
that individual states may have varying requirements/recommendations on HIV testing in pregnancy.
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Rubella and varicella are both viral infections that are now covered with childhood vaccinations. However, some 
patients were not vaccinated or lost their immunity after infection or vaccination. Acute rubella or varicella infection 
in pregnancy can cause serious pregnancy complications and even birth defects in the fetus via congenital rubella 
or varicella syndrome.

All pregnant patients are screened for rubella immunity on entry to prenatal care through serological testing for 
rubella IgG antibody avidity or rubella-specific IgG and IgM via enzyme linked immunoassays (ELISAs).8  If immu-
nity is not present, it is advised that the pregnant patient avoid any potential exposure to rubella while pregnant. 
Vaccination with the measles-mumps-rubella (MMR) vaccine is then offered in the postpartum period because it is 
a live attenuated vaccine that cannot be given during pregnancy. 

Pregnant patients are asked on entry to care if they have had varicella infection in the past or if they were vacci-
nated. If this cannot be confirmed, varicella IgG serology can be obtained to see if the patient is immune. If not 
immune, vaccination in the postpartum period with the varicella vaccine should be offered since, like the rubella 
vaccine, it is a live attenuated vaccine.

Rubella and Varicella

Tuberculosis

Screening for tuberculosis (TB) in pregnancy via Mantoux tuberculin skin testing is typically only done on entry 
to care in patients who are at high risk for having infection, i.e. infection with HIV, immunocompromised due to 
other medical conditions or live or have been in close contact with someone with TB. 

The TB skin test, also known as the Mantoux tuberculin skin test, is the most common way doctors diagnose 
tuberculosis. They will inject a tiny amount of a harmless fluid called ‘tuberculin purified protein derivative’, or 
‘PPD’, will be injected just below the skin in your forearm. It contains some inactive TB protein. You might feel a 
small prick from the needle.  In 2 or 3 days, they’ll check your arm to see if a reaction occurred. 



Sexually Transmitted 
Infections

The most common sexually transmitted infections (STIs) screened for in early pregnancy are syphilis, chlamydia 
and gonorrhea. Active infection with these STIs can cause problems in pregnancy, and potentially for the fetus, if 
left undiagnosed and/or untreated. 

All pregnant patients will receive testing for chlamydia and syphilis on entry to care, and then again in pregnancy if 
risk factors or symptoms are present. A chlamydia test can be done on a urine sample or on samples taken with a 
swab from the vagina, mouth, throat, rectum, or the area around the cervix via a nucleic acid amplification test. A 
nontreponemal serologic test via VDRL or rapid plasma reagin (RPR) is recommended for syphilis. Retesting for 
these infections is recommended later in pregnancy, ideally between 28 and 32 weeks’ gestation, and/or at 
delivery if certain risk factors are present or the patient tested positive early in pregnancy; some states require 
testing at delivery even for patients who are not at high risk of infection.9 

Screening for gonorrhea, also via nucleic acid amplification testing, may be done whenever chlamydia testing is 
done or be reserved for those age 25 and younger, if the patient lives in an area where the prevalence of 
gonorrhea is high, or other risk factors are present. Like chlamydia, tests for gonorrhea can be done on a urine 
sample or on samples taken with a swab from the vagina, mouth, throat, rectum, or the area around the cervix. If 
positive testing and/or the patient is at high risk for infection, repeat testing is recommended in the third trimester.

If any of these STIs are diagnosed in pregnancy, repeat testing for a test-of-cure is done after treatment to ensure 
treatment was successful. In addition, partner treatment is encouraged to avoid reinfection.
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Group B Streptococcus Group B Streptococcus (GBS) is a normal bacterium that can be found in the vagina and rectum in pregnant 
patients; it is not an STI. Between 36 and 38 weeks’ gestation, a culture for GBS is done regardless of planned 
mode of birth.10 A universal culture-based screening strategy was found to be superior to risk-based screening 
protocols for the prevention of GBS early-onset disease of the neonate.11 Screening is not indicated if the patient 
has had GBS bacteriuria in the current pregnancy or had a prior GBS-infected neonate. If a pregnant patient is 
GBS positive, intravenous antibiotics are indicated during labor and delivery to prevent infection of the neonate. 
Although GBS infection of the neonate is rare, serious morbidity and even death can occur if there is no antibiotic 
treatment during labor and delivery.

The goal of screening is to maximize GBS recovery in the culture specimen with a single swab first from the lower 
vagina (near the introitus) and then from the rectum (through the anal sphincter) without use of a speculum.10 

Proper transport and laboratory processing of the swab specimen are crucial in order to optimize culture yield.10 
Incorrect specimen collection by both healthcare providers and patients (if self-collecting) commonly leads to 
screening error. As a result, knowledge of and appreciation for accurate specimen collection, as well as transport 
and laboratory processing, is essential in order to obtain a robust specimen.
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