Letters 10 the Edifor

Pseudobacteremia and
Use of the Radiometric
Blood Culture

Analyzer

To the Editor:

We would like to report a further
instance of pseudobacteremia that
illustrates some additional considera-
tions in the use of the radiometric
blood culture analyzer not discussed
in two recent reports that appeared in
Infection Control.1-2

Our patient was a previously healthy
6-week-old white male who presented
to the University of Virginia Hospital
with fever (38.8°C rectally), a fine mac-
ulopapular rash on the trunk, cheeks
and extremities, and clear rhinorrhea.
He was admitted for evaluation of the
fever, and although our impression
was that the infant had a viral illness,
blood, urine and spinal fluid were
cultured for bacteria. Initial labora-
tory analyses were normal, and the
patient was treated empirically with
gentamicin and ampicillin pending
the results of the cultures, which we
expected to be negative. On the sec-
ond hospital day, the blood culture was
reported to be positive by radiometric
detection, and a Gram stain of the
culture broth showed gram-positive
cocct. On the third hespital day, sub-
culture plates showed alpha hemolytic
streptococci. The blood culture bottles
immediately preceding our patient’s
culture in the radiometric blood
culture analyzer were noted to contain
similar alpha hemolytic streptococci.
The preceding blood cultures were
from an adult with suspected subacute
bacterial endocarditis. Subsequent
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analysis of these two isolates showed
that both were Streptococcus bovis with
identical biochemical and anti-
microbial sensitivity patterns. The
adult had had multiple positive
cultures, and this information with the
rarity of S. bovis as a pediatric patho-
gen convinced us that the organism
had been transferred between cultures
by the machine. Examination of the
apparatus showed that the cavity sur-
rounding the needle sterilizer had not
been routinely cleaned and contained
debris left by the hollow-point needles
after they penetrated the rubber sep-
tum of the culture bottle. In con-
sultation with the manufacturer the
type of needle was changed to a solid-
point, less likely to produce debris,
and routine cleaning of the heating
block area was instituted. Subse-
quently, measurement of the heater
showed that it achieved only the mini-
mum specified temperature and it was
replaced along with its control board.

Because of the time required to
identify the bacteria and to make the
diagnosis of pseudobacteremia, the
infant received six days of inappropri-
ate antibiotic therapy and excess hos-
pitalization. We believe this incident
demonstrates that subtle defects in
machine performance; in this case,
probable needle sterilization failure
on an intermittent basis may occur
even when the routine maintenance is
performed according to the manufac-
turer’s recommendations and no
actual deficiency can be identified in
the apparatus. Because gram-positive
cocci may be more resistant to heat
than other bacteria® these may be
expected as cross-contaminants when
needle-sterilization routine is only
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marginally adequate. If a more usual
pathogen had been isolated in this
blood culture, we may not have been
able to differentiate this case from true
bacteremia. Infection control practi-
tioners should be aware that the pos-
sibility of cross-contamination exists,
even in the absence of easily identifia-
ble machine failure. Clinical laborato-
ries should maintain constant sur-
veillance of the relative position of
positive blood cultures in the radi-
ometric detection device, and sus-
picious clusters should be thoroughly
analyzed to investigate the possibility
of cross-contamination.
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To the Editor:

With exposure to hepatitis B being a
major health problem for high-risk
employees in the hospital setting, Cra-
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