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Abstract

Acinetobacter infections are uncommon but, whery thecur, usually involve organ systems that haveigh fluid content. A.

baumannii is intrinsically multidrug resistant. Rélely few antibiotics

are active against thisamigm. We present here a case of multi drug

resistant acinetobacter sepsis successfully treetadolistin, a previously abandoned polymyxirtibiotic.
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INTRODUCTION

Acinetobacter baumanii infections are an emergingrc® of

morbidity and mortality in neonatahtensive care units. Relatively
few antibiotics are effective against this orgami The use of
colistin, a previously abandoned polymyxin artitu has emerged

DISCUSSION

The genus Acinetobacter consists of strictly aarofpiam-
negative coco-bacillary rods that grow at 200 t6 80on usual
laboratory media. Its clinical significance, esjpdlgi over the
last 15 years, has been propelled by its remarkabily to
upregulate or to acquire resistance determinaragjng it one

successful in théreatment of multidrug resistant acinetobacteryt e organisms threatening the current antibieti. Acting

sepsis.
CASE PRESENTATION

Index case was a 1.215 kg, male baby, born by dorm
vaginal delivery at 29 weeks of gestation, to aygar old
multi gravida mother with history of foul smellindjscharge
per vaginum from 28 weeks of gestation. At birthby had
tachypnea and cyanosis with intercostal recessiand
expiratory grunt. A diagnosis of preterm, very Ibisth weight
with hyaline membrane disease was made and baby
intubated, given surfactant and ventilated with eiog
antibiotics. Baby was initially treated with amfici and
gentamicin empirically in view of maternal sepdidaternal
high vaginal & cervical swab cultures did not grgnoup B
streptococcus.

Chest x ray was consistent with the diagnosis cdlidg
Membrane disease and arterial blood gas showedratsy
acidosis. By postnatal hour 13, baby developed ssigh poor
perfusion and was started on dopamine infusiongiaveh packed
red cell infusion. Baby improved within 24 hoursasvextubated
and onto CPAP (continuous positive airway pressudg) post
natal day 7, baby developed tachycardia, mottlipallor and
prolonged capillary refill time suggestive of latbmset sepsis.
When baby worsened the antibiotic was upgraded ecopenem.
But, the blood culture yielded A. baumanii sensitienly to
Colistin. Baby was then started on IV colistin whiavas
continued for 10 days. Baby improved over next é&ys and oral
feeds were stepped up and discharged home. Aifaljp now at
6 months of age, baby is doing well and gaininggheiwith
normal milestones of development.
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in synergy with this emerging resistance profilehis uncanny
ability of A. baumannii to survive for prolonged rjmals
throughout a hospital environment, thus potentgaita ability
for nosocomial spread. The organism commonly targkée
most vulnerable hospitalized patients, those wlecaitically
ill with breaches in skin integrity and airway peotion. Most
infections involve organ systems with high ? uichtemt, such
as respiratory tract, peritoneal ? uid, and theauyi tract, and
are associated with indwelling devidds.

was

A. baumannii is intrinsically multidrug resistariRelatively
few antibiotics are active against this organismultvMdrug
resistance (MDR) is defined as acquired non-susiibfyt to at
least one agent in three or more antimicrobial gaies,
Extensively drug resistance (XDR) is defined as-sosceptibility
to at least one agent in all but two or fewer artiobial categories
(i.e. bacterial isolates remain susceptible to oahe or two
categories) and Pan drug resistance (PDR) is dkfase non-
susceptibility to all agents in all antimicrobialategoried’
Medications to which Acinetobacter is usually sewei are
Meropenem, Colistin, PolymyxinB, Amikacin, Rifampin
Minocycline and Tigecycline. In general, first-csad-, and third-
generation cephalosporins, macrolides, and pangiliave little or
no anti-Acinetobacter activity, and their use magdispose to
Acinetobacter colonization.

Patients with Acinetobacter colonization often havkistory
of prolonged hospitalization or antimicrobial thgya (with
antibiotics that have little or no activity againAtinetobacter).
Culture of the appropriate body fluid that is prdpdransported,
plated, and incubated grows A. baumannii. Recovefythe
organism from non-sterile body site (e.g. endoteattsecretions,
urine in patients with foley's catheter) does ndidate or imply an
infectious pathogenic role. In outbreaks, Acinetiba is easily
cultured from monitoring devices or biological figifrom multiple
patients as part of an epidemiological investigatioNhile
colonization should not be treated, infection sbobk treated.
Proper hand washing before and after touching mpiati@ids greatly
in containing the spread of infection. Proper $tation of all
equipments after use on a patient with
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nosocomially due to ventilation and use of antib®t
insensitive to acinetobacter.

The most common adverse effects of colistin theragy
nephrotoxicity and neurotoxicity. Renal toxicity imiy
includes acute tubular necrosis manifested as deede
creatinine clearance and increased serum urea i@adinine
levels™ Both renal and neurological toxicity are considete
be dose-dependent and is usually reversible aftey e
discontinuation of therapy/”

CONCLUSION

Multidrug resistant acinetobacter sepsis is aneiasing
problem in intensive care settings especially, @&tigmts with
multiple intravenous lines, catheters and on midtgntibiotics
and colistin can be life- saving in such situatjassin this case.

Figure 1 - Fusiform cocco-bacillary forms of Acinetobacter

baumannii in Hematoxylin-eosin stain.
colonisation or infection is mandatdfy.

Colistin was discovered in 1949 and was non-ribadbm
synthesized by Bacillus polymyxa subspecies colisti

Koyama*®! Two forms of colistin are commercially available,
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