
BRITISH MEDICAL JOURNAL VOLUME 288 21 APRIL 1984 1195

SHORT REPORTS

Pneumococcal cross infection in
hospital

The mortality associated with pneumococcal infection has been
reduced with chemotherapy and modern supportive care, though
pneumococcal bacteraemia in elderly patients still carries a poor
prognosis. The ready availability of penicillin and other antibiotics
that are effective against pneumococci may have distracted attention
from cross infection among patients.

Case reports

Four women admitted to the same postnatal ward after delivery were
infected with the same serotype of Streptococcus pneumoniae. The first woman
to be infected was feverish when first seen, complaining of shortness of
breath and generalised muscular pain. Cultures of blood taken on admission
showed S pneumoniae capsular type 9. She received parenteral ampicillin
within 48 hours after admission.
Two days after the first patient was delivered a second patient, who had

previously been well, developed a temperature of 39 C and signs of lobar
pneumonia. S pneumoniae capsular type 9 was grown from her sputum.
Two days later two more patients who had both undergone caesarean section
one day before and were being nursed in adjacent rooms on the same ward,
developed similar signs. Results of microscopic examination of sputum in
both were consistent with pneumococcal infection, but culture of sputum
yielded negative results as parenteral ampicillin had been started before the
sputum was obtained. Countercurrent immunoelectrophoresis on sputum
showed the presence of type 9 pneumococcal antigen in both cases. The
table shows the results of laboratory investigations in all four patients.

Results of laboratory investigations

Sputum
Case Blood culture
No Culture Antigen titre

1 No pathogens isolated Not done S pneumoniae type 9
2 S pneumoniae type 9 . Positive; 1/100 Negative

t Spneumoniae type 9

3 No pathogens isolated* fPositive; neat NegativeSpneumoniae type 9

4 No pathogens isolated* Positive; 1/1000 Negative
t S pneumoniae type 9

*Antibiotics administered before specimen collected.

Three patients (cases 2, 3, and 4) were probably infected by the strain of
S pneumoniae introduced by the first patient. The last two patients to be
infected were nursed in single side rooms, and no further cases were
detected.

Comment

The occurrence of localised epidemics of pneumococcal disease
was recognised as long ago as 1903 when Sinigar described a probable
outbreak among the patients and staff of an asylum; bacteriological
studies were limited to microscopic examination of sputum.' When
capsular serotyping became available epidemiological investigation
became more accurate. Schroder and Cooper described an outbreak
in a children's home in 1930 in which patients in whom pneumococcal
infection was clinically diagnosed were isolated.' The finding of
markers of drug resistance prompted investigations of the spread of
S pneumoniae, and outbreaks in hospitals of infection with strains
resistant to penicillin have been noted.3 There have been very few
recent reports of cross infection, although one described transmission
of infection between mother and son.4

Acquisition and carriage of a particular type of pneumococcus do
not invariably result in overt disease. Other patients may possibly
have been colonised by pneumococci during our outbreak without
developing overt clinical infection. This variable and relatively low
incidence of cross infection has led to varying attitudes to the need
to isolate patients with pneumococcal disease. A recent edition of a
standard American textbook said, "Ideally, every patient with
pneumococcal pneumonia should be isolated. Although isolation
rules are often disregarded because of the relatively low cross infection

rates, in crowded hospital wards containing persons with congestive
heart failure and other debilitating diseases, it is advisable whenever
possible to place patients with pneumococal pneumonia in separate
rooms."5
Our experience in this outbreak shows that the possibility of cross

infection must always be considered in severe cases of pneumococcal
infection. If evidence of cross infection is found active steps to
control it must be taken promptly. The availability of effective
antimicrobial treatment has perhaps eclipsed a lesson learnt in an
earlier era of medical treatment.

We thank Miss G M Turner and Mr M G R Hull for permission to study
patients under their care and Professor D C E Speller for help in drafting
this report.
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Acquired arteriovenous
communication: complication of
cannulation of internal jugular vein

Percutaneous cannulation of major veins is undertaken increasingly for
perioperative management and long term intravenous access. In
surgical patients the internal jugular vein is usually selected; its
cannulation was originally described by English et al as being safer
than that of the femoral, subclavian, or antecubital veins.' The method
entails entering the vein either high in the neck by penetrating the
sternomastoid or just above the clavicle, where the vein lies between
the sternal and clavicular heads of this muscle. The latter route is now
favoured in adults and was used in the two patients described here.

Case reports

Case 1-A man of 56 underwent cannulation of the left internal jugular
vein without evident problems before elective surgery to replace the aortic
valve, and the cannula was withdrawn after 48 hours. Four and a half years
later an uncomfortable pulsatile swelling (3 cm in diameter) was present in
the left supraclavicular fossa. Digital subtraction angiography with ascending
aortic contrast injection (figure) showed a communication between two small
derivatives of either the thyrocervical or costocervical branches of the left
subclavian artery (both branches are derived from the first part of the
subclavian artery on the left) and a dilated venous channel draining towards
the subclavian vein.

Case 2-A man of 47 required cannulation of the right internal jugular
vein during emergency replacement of the aortic valve because of fulminating
bacterial endocarditis. The cannula was introduced without undue difficulty
and remained in situ for four days. On the seventh day a continuous murmur
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