A Case of Probable Community Acquired Acinetobacter bau-
mannii Pneumonia
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INTRODUCTION
Acinetobacter baumannii, an aerobic Gram-
negative coccobacillus, is ubiquitous in fresh water
and soil. As a frequent skin and oropharyngeal
commensal, it is also a well-recognized as noso-
comial pathogen, particularly in pneumonia following
endotracheal intubation, prolonged mechanical
ventilation, underlying lung diseases, prior broad-
spectrum antibiotic treatment, enteric feeding, or
who are being treated in an intensive care unit™,

Community acquired pneumonia (CAP) due to A.
baumannii 1s uncommon. Alcoholism, cigarette
smoking, chronic obstructive plmonary disease
(COPD), and diabetes have been reported as major

risk factors for community acquired Acinetobacter
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pneumoniag“l.

There have been some studies of A. baumannii as
nosocomial pathogens in Korea™. However, com-
munity acquired A. baumannii pneumonia has not
been previously described. We report the first case
of probable CAP due to A. baumannii in Korea, to

our knowledge.

CASE REPORT

A 70 year-old-man was admitted to the hospital
because of right-sided chest pain, fever, and cough
productive of yellow sputum for 7 days. He denied
weight loss, night sweats, or hemoptysis. He had a
history of hypertension and 13—-pack-year history of
cigarette smoking. He was a retired man and drank
moderate amounts of alcohol. There was no history
of diabetes, aspiration, and recent travel.

Clinical examination revealed a slightly tachy-
pneic patient with blood pressure of 140/80 mm Hg,
temperature of 37.8°C, heart rate of 83 beats/min,
and respiratory rate of 27 breaths/min. The lung
examination revealed scattered rhonchi and reduced
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Figure 1. A chest radiograph obtained at presentation
shows air space opacity at the right lower lobe.

breath sounds over the right lung base. The
findings of the remainder of the examination were
unremarkable. Pulmonary function tests showed
FVC of 2.72 L (69% of predicted); FEV; of 1.75 L
(66% of predicted); FEVY/FVC ratio of 64%,
suggesting moderate airway obstruction due to
COPD. Arterial blood gas analysis showed pH of
7.44; PaCOy, 357 mm Hg; PaO;, 70.1 mm Hg; and
oxygen saturation, 94.5% while he was breathing
ambient air.

The initial results of laboratory tests, liver
function tests, renal function test, and urinalysis
were all within normal limits. WBC count was
10,400/mm3 with 79% neutrophils, 12% lymphocytes,
and 7% monocytes. The serum C-reactive protein
787 mg/dl, and the erythrocyte
sedimentation rate was 79 mm/h. The hemoglobin
level was 126 g/dl, and the platelet count was
225000/mm’. A chest radiograph obtained at

presentation showed air space opacity at the right

level was

lower lobe (Figure 1). A presumed diagnosis of

community acquired pneumonia was made.
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Figure 2. Chest CT shows air-space consolidation that
contains low-attenuation area with peripheral
enhancement.

Appropriate blood and sputum cultures were
obtained, and antibiotic therapy was started on
cefotaxime 2.0 g IV g8 hr plus amikacin 250 mg IV
ql2 hr and roxithromycin 150 mg bid. Gram
staining of a sputum specimen revealed many
polymorphonuclear leukocytes, few epithelial cells,
and many gram negative coccl. Chest CT scan
revealed air space consolidation with internal
low-attenuation area, and surrounding infiltrates in
the right lower lung, a finding consistent with
necrotizing pneumonia (Figure 2).

Fever disappeared during the following 48 hours
but chest radiography revealed sustained consoli-
dation. On the 6th day, amikacin was discontinued
and clindamycin begun to cover for possible
anaerobe. On the 7th day, the first sputum cultures
vielded a growth of A baumannii; the organism
was sensitive to all tested multiple antibiotics,
including amikacin, ceftriaxone, ceftazidime, genta—
micin, levofloxacin, and ciprofloxacin. Cefotaxime
was not included in the susceptibility test. However,

our patient continued to receive cefotaxime based
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Figure 3. A chest radiograph obtained 18 days after
treatment shows mild improvement in air space
consolidation.

on patient’s clinical response. Blood cultures were
negative for A. baumannii. Sputum acid-fast bacilli
smears were also negative and culture results were
pending. Laboratory evaluation for Legionella and
Mycoplasma were negative. On the 10th days,
Second sputum culture also yielded a growth of A
baumannii to which all tested antibiotics were
susceptible.

On the 11th hospital day, needle aspiration biopsy
for a sustained lesion on chest radiography was
performed. Aspirates Gram stain and subsequent
cultures were negative. The histology of biopsy
showed the

parenchyma by chronic inflammation and fibrosis.

specimen replacement of lung
Bronchoscopy was not performed. After treatment
with antibiotics, chest pain and productive cough
diminished and the patient’s
improved. Chest X-ray also

condition was
showed some
improvement (Figure 3).

On the 19th hospital day, he was discharged
while taking amoxicillin/clavulanate for 5 weeks,
and then switched to moxifloxacin for an additional

4 weeks. At the 12-week follow—up, the patient

reported complete resolution of symptoms. A repeat
chest radiograph showed near—complete resolution

of the right lower lobe infiltrate.
DISCUSSION

Although A. baumannii 1s not a well-recognized
pathogen causing community acquired pneumonia,
its importance increases in tropical and humid
countries, as shown by its identification in 10% of
all community-acquired bacteremic pneumonia and
21% of Gram-negative pneumonia in northern
Australia’.

Community-acquired Acinetobacter pneumonia
generally occurs in patients with diminished host
defenses such as alcoholics (50%), cigarette
smoking (48%), COPD (34%), and diabetes (16%)".
The incidence of pneumonia in alcoholics was
reported to be 31%' to 46%". Cigarette smoking,
COPD, and alcoholics among recognized risk factors
were present in our patient.

Due to the wide distribution in nature and the
ability to colonize healthy or damaged tissue,
interpreting the significance of isolates from clinical
specimens of Acinetobacter species 1s often
difficult. Additionally, Acinetobacter species is often
misinterpreted as Gram-positive coccl owing to its
tendency to retain crystal violet on Gram's
stainings.

The isolation of A. baumannii from sputum may
occur in 69% of patients7. A good sputum smear,
defined as a Gram stain smear of an adequate
sputum specimen that comes from the lower
respiratory tract and contains > 25 leukocytes per
high-power field (100 x) on

examination, may help the initial diagnosis. Blood

MICroscopic

cultures were positive in 28 of 34 cases’.
Patients with community-acquired Acinetobacter

pneumonia often present with the acute onset of
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severe respiratory distress, tachypnea, fever,
productive cough, and pleuritic pain’. Shock often
develops within 24 hours of hospital admission. The
chest radiography may reveal either lobar
consolidation or bronchopneumonia, but progression
to diffuse and hilateral involvement often occurs
rapidlyg. Rarely, an empyema or an abscess and
multiple cavities may complicate the initial infection.
Our case had an extensive necrotizing pneumonia
but resolved slowly after therapy.

Current antibiotic guidelines are not targeted
toward treating A. baumannii because of uncommon
pathogen in CAP", Therefore, it is very important
that we have increased awareness of A. baumannii
as a cause of severe CAP. The major problem
related to these microorganisms is multiple drug
resistance that may lead to therapeutic problemsm.
But strains of A baumannii causing community—
acquired infections are wusually susceptible to
aminoglycosides, extended-spectrum penicillins,
ceftazidime, quinolone, and inﬁpenem3’4. Treatment
with a combination of an aminoglycoside and
antipseudomonal penicillin or a carbapenem is
usually recommended for pneumonia caused by
Acinetobacter species?’. Presented case responded
well to early treatment with antibiotics to which A.
baumannii 1s susceptible.

Mortality rate is high (40-64%)*® and comparable
to those reported for patients with severe CAP due
to S. pneumoniae (40 to 75%), Legionella pneu-
mophilia (33 to 56%), Staphylococcus aureus (72 to
100%) in the Nottingham'*, High risk factors for
higher mortality were bacteremia, low platelet count
(<120 x 10 cells/L), pH <7.35 on presentation, and
disseminated intravascular coagulation (DIC)*™.

This case doesn’t provide a definite evidence of
A. baumannii recovered from blood or tissue but
suggestive of A baumannii community acquired

pneumonia. Isolation of A. baurmannii from sputum
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in otherwise healthy person is unusual. Throat
carriage of A. baumannii by community subjects
was not found in Hong Kong15. In our case, in
which we initially diagnosed as community acquired
pneumonia with favorable response to the empirical
antibiotics, the result that A baumannii was
recovered from sputum without isolation from blood
or tissue can't be considered simple colonization or
contamination of A. baumannii. Initiation of prompt
and appropriate antibiotic treatment subsequently
Alcohol

consumption as in our case is the major risk factor

found to have negative culture.

for community acquired A. baumannii pneumonias,
and microaspiration of pharyngeal organisms is
postulated to precede community acquired A

baumannii pneumonia in those with alcoholism.
CONCLUSION

Acinetobacter baumanii 1s an uncommon but
important cause of CAP. We describe the first case
of probable community acquired A baumannii

pneumonia in Korea.
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