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ABSTRACT

ICU sepsis is a common situation encountered in practice; and
tertiary care centres have a clear antibiotic policy to manage
such instances. At times, rare organisms like commensals and
non human bacteria which are difficult to treat, are isolated

Case Report

Burkholderia cepacia - An unusual
organism for sepsis in [CUs.

by culturing tissue fluids. We report here, the successful
management of ICU sepsis with Burkholderia cepacia, in a 29
year old immuno- competent woman. Native infections due to
B cepacia are rare; the usual sources of these organisms in ICUs
are the vascular and indwelling catheters.
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INTRODUCTION

Burkholderia cepacia or the Burkholderia cepacia complex
(BCC) is a catalase-producing, non-lactose-fermenting, gram-
negative bacterium. The B cepacia bacteria are subdivided into
nine different genomic species that show morphological similarity,
which are called genomovars [1]. B cepacia is an important human
pathogen which often causes pneumonia in immune-compromised
individuals with underlying lung disease or malignancies [2,3].
We report here, a case of B cepacia induced ICU sepsis in an
immune-competent, 29 year old woman. As in earlier reports [4,5],
the source of infection was not found in the present case and we
postulated it to be from the catheters in situ.

CASE REPORT

A 29 year old healthy woman, who presented with complaints of
left lower limb ache of 10 days and fever of 2 days, was admitted
to the orthopaedic ward for evaluation. She was started on oral
paracetamol by a local practitioner. A medical consultation was
sought, as she had no localising symptoms or signs, and basic
investigations normal, the treatment was continued. The next
day, she developed shortness of breath and cough with scanty
expectoration, along with fever. Her clinical examination was
unyielding, except for her tachypnoea. Viral pneumonia was
considered, due to its high prevalence in the locality. She was
transferred to the multidisciplinary intensive care unit (ICU). Her
respiratory distress worsened over the next few hours and she
was put through assisted ventilation, broad spectrum antibiotics,
anticoagulants and supportive care. Her repeat investigations
showed leukocytosis with neutrophilia and non-homogenous
bilateral perihilar opacities in the chest X - ray [Table/Fig 1] and her
venous Doppler studies showed right femoral vein thrombosis. The
initial blood, sputum and urine cultures were sterile and her blood
biochemistry was normal. Even after 4 days of treatment, she
continued to have fever, leukocytosis and ventilator dependence.

Meanwhile, the evaluations which were done for thrombotic
disorders, connective tissue disorders and infective endocarditis
were found to be negative. Repeat blood cultures which were
done by the BACTEC method grew Burkholderia cepacia which
was sensitive to ceftazidime and sulfamethoxazole - trimethoprim.
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[Table/Fig-1]: Portable chest X - ray showing bilateral perihilar non
homogenous opacities

She was switched over to sensitive antibiotics, and over the next 5
days, she was weaned of assisted ventilation. The repeat Doppler
studies of the lower limb veins were normal and her blood cultures
were negative. She was discharged from the hospital on the 15"
day of admission on anticoagulants and oral sulfamethoxazole -
trimethoprim.

DISCUSSION

In the review of literature, ICU sepsis which is caused by B cepacia
has been reported, and it has been found to be associated with high
mortality [4,5,6]. As in the present case, in most of the reports of
culture positive B cepacia sepsis, vascular and indwelling catheters
were present [4,5]. There are few reports on contaminated fluids
and materials which are used for the treatment, as the source for
infection [6,7,8,9]. Lu DC et al[10], identified the respiratory tract as
the most common portal of entry (17/41), followed by intravascular
catheters (11/41).

In the present case, the initial symptoms of fever and lower limb
pain may have originated from deep venous thrombosis. Later,
multiple pulmonary micro thrombo-embolism from the venous
thrombosis would have resulted in hypoxia, with respiratory
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symptoms. Viral pneumonia was the differential diagnosis and she
was put on broad spectrum antibiotics, assisted ventilation and
anti coagulants. After being on assisted ventilation and indwelling
catheters, she developed bacteraemia, pneumonia and later,
sepsis. We were able to identify the organism by BACTEC cultures,
but failed to identify the source of the bacteraemia. We presumed
that the bacteraemia could be from the catheters in situ. With
treatment with appropriate antibiotics, the patient recovered and
was discharged. As she had a major thrombotic episode, she was
advised to continue on the oral anti coagulants.

The literature of over 20 years was reviewed by Coutinho HD [11].
Most of the B cepacia infections were found to be opportunistic
infections, in immune-compromised individuals, especially those
with cystic fibrosis and HIV infection. B cepacia, over the years,
has emerged as a major killer among the immune-compromised
patients who are admitted to ICUs the world over. Douce RW et al
[8] have reported an epidemic of catheter-induced sepsis due to B
cepacia from Equador, in 2008, and contaminated water ampoules
were found to be the source of this outbreak. Speert HT concluded
that close personal contact facilitated the transmission of the B
cepacia infection [12].

B cepacia is resistant to most of the antibiotics and it should
be treated with a combination ofantimicrobials [10,11]. Most
of the strains are susceptible to ceftazidime (95%), piperacillin,
minocycline, and cefotaxime; and are resistant to aminoglycosides,
tetracycline, carbenicillin and ticarcillin. The drug of choice for the
empirical treatment of B cepacia bacteraemia is ceftazidime and
sulfmethoxazole - trimethoprim, unless B cepacia is proved to be
resistant to these [8,10]. In the present case, the isolated B cepacia
was sensitive to ceftazidime and sulfmethoxazole-trimethoprim
and the patient responded well to the treatment.

Considerable progress has been made in the past decade, to
understand the natural biology and the clinical features of the
infections which are caused by B cepacia [12,13,14]. Newer and
precise diagnostic methods have to be standardised for the easier
identification of this group of organisms, which will reduce the
mortality and improve the treatment outcome.

CONCLUSION

As more infections by B cepacia are being reported, this
opportunistic pathogen is emerging as a major risk factor to
patients and health care facilities across the world. Through this
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report, we are highlighting that B cepacia is a not —so- uncommon
organism in causing ICU sepsis. Clinicians, especially from the
tropics and the developing nations, must be made aware as to
how to detect and combat this emerging infection with a potentially
fatal outcome.
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