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Medical devices that are used on
patients in fields containing potentially
infectious body fluids can become con-
taminated and transmit infectious
agents to other sites on the patient or
to other patients if the devices are not
properly cleaned and sterilized or dis-
infected after each use. One such
device is the needleless, or jet, injector,
which is used widely in medicine and
dentistry to deliver local anesthetic in
procedures such as bone marrow aspi-
rations, lumbar punctures, and cuta-
neous and intraoral injections. 

Weintraub and Ponce de Leon
from the University of Pennsylvania
School of Dental Medicine in Philadel-
phia conducted a study to determine
whether cross-contamination can occur
on in vitro reuse of a needleless injector
and whether a manufacturer’s recom-
mended method of injector decontami-

nation (ie, immersion disinfection) is
effective in the prevention of cross-con-
tamination. The study was performed
with new autoclaved injectors, fluores-
cein dye, and Streptococcus crista (bac-
terium commonly found in saliva) in
the field of use to determine whether
these devices can become contaminat-
ed during use and carry over the cont-
amination to other sites during imme-
diate reuse. 

Fluorescein dye and bacterial
tests with the needleless injectors
showed that contamination or carry-
over does occur. It appeared to be
minimized when an autoclaved, ster-
ile rubber cap used over the head of
the device during injection was
replaced between each use, although
replacement of the rubber cap alone
did not prevent carryover. 

Immersion of the head of the
injector in 2% glutaraldehyde disinfec-
tant solution for 30 minutes followed
by a sterile-water rinse and the

replacement of the rubber cap with a
sterile cap between uses was shown
to curtail bacterial growth and pre-
vent cross-contamination on immedi-
ate reuse of the device. 

The authors concluded that the
study demonstrated that needleless
injectors become contaminated dur-
ing in vitro use involving direct con-
tact with contaminated surfaces and
that needless injectors carry over the
contamination to subsequent sites of
release. The replacement of the injec-
tor’s rubber cap with a new one after
initial discharge or the removal of an
exposed rubber cap and immersion of
the head of the injector in 2% glu-
taraldehyde followed by a rinse of the
head in sterile water, as recommend-
ed by one injector manufacturer, can
minimize or eliminate the carryover. 

From: Weintraub AM, Ponce de
Leon S. Potential for cross-contamina-
tion from use of a needleless injector.
Am J Infect Control 1998;26:442-445.

Potential for Cross-Contamination With Needleless Injector

Tea for Staphylococcus?

Yam and colleagues from the
Department of Medical Microbiology,
Royal Free Hospital School of Medi-
cine, London, have reported recently
that extracts of tea (Camellia sinensis)
can reverse methicillin resistance in
methicillin-resistant Staphylococcus
aureus (MRSA) and also, to some
extent, penicillin resistance in b-lacta-
mase-producing S aureus. These phe-
nomena are explained by prevention
of PBP29 synthesis and inhibition of
secretion of b-lactamase, respectively. 

Synergy between b-lactams and
tea extracts were demonstrated by
disc diffusion, checkerboard titra-
tion, and growth curves. Partition
chromatography of an extract of
green tea on Sephadex LH-20 yielded
several fractions, one of which con-
tained a virtually pure compound that
showed the above-mentioned activi-
ties, at concentrations above approxi-
mately 2 mg/L. The observed activi-
ties are novel and distinct from the
previously reported direct antibacter-

ial activity of tea extracts. Prevention
of PBP29 synthesis offers possibly an
interesting new approach for the
treatment of infections caused by
MRSA.

From: Yam TS, Hamilton-Miller
JM, Shah S. The effect of a compo-
nent of tea (Camellia sinensis) on
methicillin resistance, PBP29 synthe-
sis, and b-lactamase production in
Staphylococcus aureus. J Antimicrob
Chemother 1998;42:211-216.
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