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Case Report

Extreme Antibiotic Resistant Acinetobacter baumannii-Related Pneumonia in
a Regional Hospital
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Most nosocomial infections have been attributed to nonfermenters, particularly Acinetobacter baumannii which causes serious
infections like pneumonia, meningitis, and sepsis. The purpose of this study was to report our experience with five cases of A.
baumannii-related pneumonia infections, seen in a regional hospital, Karaj, Iran. Five cases were identified as having A.
baumannii- related pneumonia infection. All cases had been treated previously with various antibiotics at time of diagnosis.
The treatment of A. baumannii- related pneumonia infection in all the cases varied. But unfortunately, all the five cases died
from severe A. baumannii- related pneumonia and severe sepsis. Our cases brought forth the burden of A. baumannii-related
pneumonia infections associated with significant mortality. Physicians should be aware of the remarkable virulence and
antibiotic resistance.
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1. Background
Hospital-acquired infection is an additional problem for the
patient who has been admitted to a clinical setting for some
serious illness. This infection is caused by pathogens like
Acinetobacter baumannii (AB) which are prevalent in hospital
environment (1). A. baumannii has emerged as an important
pathogen which has received a great interest during the last
two decades (2, 3). These bacteria are etiologic agent of
various infections, particularly pneumonia; therefore, they
represent an emergent public health problem. Furthermore,
such infections are challenging to treat because of extensive
antimicrobial drug resistance (4-6).
The purpose of this study was to report our experience with
five cases of A. baumannii-related pneumonia infections, seen
in a regional hospital in Karaj, Iran. The bacterium was
isolated and identified based on standard procedures.
Similarly, all the isolates were tested for their antibiotic
susceptibility based on Clinical and Laboratory Standards
Institute (CLSI) guideline (7).

2. Context
2.1. Case 1
The first case was a 72-year-old woman admitted to the
hospital due to loss of consciousness and recognition of
Cerebra Vascular Accident and transferred to the intensive
care unit (ICU). The patient's history revealed multiple brain
infarctions. Unfortunately, chest radiograph revealed that
patient has developed cardiomegaly.
Upon admission, she was empirically initiated on
intravenous (IV) meropenem (1 g/ day). On Day 12 of
admission, pulmonary secretion was increased; therefore, she
was suctioned and intubated. On Day 13, chest radiograph
revealed nothing; however, sputum cultures grew Klebsiella

spp. On Day 18, as pulmonary secretion was continued, sputum
culture revealed A. baumannii which was confirmed by the
reference laboratory. On Day 19, Clindamycin was added to
patient treatment protocol. On Day 20, treatment was started
with colistin. The patient was isolated, and on Day 22, she had a
cardiac pulmonary arrest, finally on Day 24, she died.

2.2. Case 2
An 87-year-old man was presented to emergency
department with loss of consciousness. After the primary
check up by physicians, it was revealed that the patient
suffered from a broken leg and was bed sore. Patient was
found to have right hemiparesis.
On the fifth day of hospitalization, he developed
pneumonia, and antibiotic regimen was started with amikacin
and cefipenum. In Day 8, the patient experienced loss of
consciousness. On Day 9, pulmonary secretions culture
revealed A. baumannii, and antibiotic treatment started with
meropenem and vancomycin. However, antibiotic treatment
was changed to colistin and amikacin. On Day15, the patient
was discharged with personal satisfaction, but unfortunately,
patient died on Day 17.

2.3. Case 3
A 67-year-old man was presented to the emergency
department due to imbalance and right hemiparesis. Patient
was admitted to ICU. In patient’s history, it was revealed that
he had a hip replacement, hernia, and drug addict.
The patient underwent craniotomy and hematoma
evacuation and was admitted to SICU. After surgery, the
patient was treated with Ceftriaxone and vancomycin. On the
seventh day, the patient developed respiratory distress and
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fever, followed with cultivation of respiratory secretions, and
treatment was started with Meropenem and Amikacin.
On the tenth day of admission, culture of respiratory
secretions was positive for A. baumannii, and antibiotic
therapy was changed to colistin and amikacin. On the
thirteenth day of admission, patient suffered from bradycardin
and eventually died because of cardiopulmonary arrest.

2.4. Case 4
A 71-year-old woman with loss of consciousness and right
sided hemiplegia, who was admitted to the ICU, diagnosed
with stroke. Heart valve replacement and stroke was the
patient’s history. Chest X ray revealed that the patient had a
heart failure and pulmonary edema. Based on consultation and
review of the patient's lung, we diagnosed the pneumonia, and
treatment with Ceftriaxone and Clindamycin was started. In
Day 3 to 6, patient’s respiratory sections were increased, and
cultivation was done. The result of cultivation was positive for
A. baumannii, and antibiotic treatment was changed to
colistin. The patient's general condition worsened, Meropenem
and vancomycinwas added to the treatment regimen. On
Day15 the patient's sputum culture was done, and growth of A.
baumannii was confirmed. On Day 17, Patient died.

2.5. Case 5
Case 5 was a 69-year-old man with loss of consciousness,
stoke, diabetes and dementia which referred to ICU. On the
arrival time to the hospital, patient had wound bed also.
During the length of hospital stay, patient was put with line of
central venous pressure; however, patient on Day 5 suffered
from breathing problems, and therefore, patient was intubated.
Respiratory sections were cultured on Day 13 and revealed A.
baumannii. On Day 24, patient was treated with colistin;
however, unfortunately, patent died on Day 29.

3. Discussion
Recently, an alarming increase in infections caused by
antibiotic-resistant pathogens, including Acinetobacter spp.,
has been observed, particularly in intensive care units (8).
The five cases observed during the study period
represented the burden of A. baumannii which killed 5 patients
in our hospital. To the best of our knowledge; this was the first
A. baumannii unsuccessful treatment in Karaj. Therefore,
infection due to Acinetobacter species has posed considerable
challenges. Based on this and increasing prevalence of A.
baumannii in our hospital, new infection control procedures to
limit A. baumannii to a related infection was established.
All the Acinetobacter infections reported here reflect the
burden of nosocomial Acinetobacter infections, which
occurred in patients with high risks such as extremes of age.
As others reported, the difficulty intreating Acinetobacter
infections is not due to any excessive virulence of the
organism but rather to its antibiotic resistance pattern (9, 10).
However, A. baumanniiis known to cause pneumonia, and it is
associated with mortality as high as 69% (11, 12); therefore,
prompt diagnosis is crucial. Like our study, many studies were
limited by small sample sizes, methodological differences, and
failure to adequately control patients' severity of illness.
Furthermore, many scientists believe that Acinetobacter
infection is a marker of increased mortality in this kind of
patients with severe illness (13, 14). Of these scientists many
reported that mortality may be related to the extent of
antimicrobial resistance and the effectiveness of empirical
therapy; however, other studies have found poor correlation
between patient mortality and the empirical choice of
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antimicrobial agents to which Acinetobacter infection was
resistant (15).
Despite of ever-increasing population of hospitalized
patients with Acinetobacter pneumonia infections, the entity
described here has not been reported earlier. Based on this,
rapid diagnostic tests were developed to allow for early
recognition and prompt initiation of appropriate antibiotics.
Above this, local relevant guidelines were developed to
improve the outcomes of patients with Acinetobacter
pneumonia infections.
Finally, as others also believe that Acinetobacter infections
are very difficult to treat; they also believe that the prevalence
of drug-resistant strains is increasing, and treatment options
are increasingly limited. Therefore, we suggest, that effective
therapy may need to be the use of combination therapy.

4. Conclusion
Our cases brought forth the burden of Acinetobacter
baumannii-related pneumonia which has been associated with
significant mortality, and as illustrated in our cases, infection
with A. Baumanni ican be rapidly fatal, stressing the
importance of reporting of A. baumannii isolates in cases of
pneumonia. Physicians should be aware of the remarkable
virulence and drug resistance.
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