Although meningococcal disease is often diagnosed on clinical
grounds, in suspected meningococcal meningitis or
meningococcemia, blood should routinely be sent for culture to
confirm the diagnosis and to facilitate public health investigations;
blood cultures are positive in up to 75% of cases. Culture media
containing sodium polyanethol sulfonate, which may inhibit
meningococcal growth, should be avoided. Meningococcal viability is
reduced if there is a delay in transport of the specimen to the
microbiology laboratory for culture or in plating of cerebrospinal fluid
(CSF) samples. In countries where treatment with antibiotics before
hospitalization is recommended for meningococcal disease, the
majority of clinically suspected cases are culture negative. Real-time
polymerase chain reaction (PCR) analysis of whole-blood samples
increases the diagnostic yield by >40%, and results obtained with
this method may remain positive for several days after administration
of antibiotics. Indeed, in the United Kingdom, more than half of
clinically suspected cases are currently identified by PCR.

Unless contraindications exist (raised intracranial pressure,
uncorrected shock, disordered coagulation, thrombocytopenia,
respiratory insufficiency, local infection, ongoing convulsions), lumbar
puncture should be undertaken to identify and confirm the etiology of
suspected meningococcal meningitis, whose presentation cannot be
distinguished from that of meningitis of other bacterial causes. Some
authorities have recommended a CT brain scan prior to lumbar
puncture because of the risk of cerebral herniation in patients with
raised intracranial pressure. However, a normal CT scan is not
uncommon in the presence of raised intracranial pressure in
meningococcal meningitis, and the decision to perform a lumbar
puncture should be made on clinical grounds. CSF features of
meningococcal meningitis (elevated protein level and WBC count,
decreased glucose level) are indistinguishable from those of other
types of bacterial meningitis unless a gram-negative diplococcus is
identified. (Gram’s staining is up to 80% sensitive for meningococcal
meningitis.) CSF should be submitted for culture (sensitivity, 90%)
and (where available) PCR analysis. CSF antigen testing with latex
agglutination is insensitive and should be replaced by molecular
diagnosis when possible.



