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Nosocomially Acquired Post Partum Bacteremia Due
to Elizebethkingia Meningoseptica : A Case Study
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Post partum period is a state of impaired immunological response predisposing the mother to a variety of

nosocomially acquired infections. We report a case of bacteremia due to Elizebethkingia meningoseptica

in a 22 year female in her post partum period. Elizebethkingia meneigoseptica is a common contaminant of the hospital

environment causing wide spectrum of infections in immunocompromised patients. Isolation and identification of this bac-
terium is important due to its natural resistance to multiple antibiotics.

Introduction

An increase of uncommon Gram-negative bacilli has occurred
in the last decade in the nosocomial environment. Previously,
infections caused by Elizebethkingia meningoseptica were
rarely identified, but in the last two years we found that
several patients were diagnosed with nosocomial infections
caused by this agent [1]. In healthcare settings this bacteria
is generally found in saline solutions used for flushing and
reconstitution of antibiotics as well as in the water sinks and
tanks of the hospital [2,3]. Colonization of patients occurs via
these contaminated medical devices involving fluids, respira-
tors, intubation tubes, mist tents, humidifiers, incubators for
newborns, ice chests, syringes, etc. has been documented
[4,5]. It has also been reported to cause endocarditis, eye
infections, cellulitis, abdominal infections, epididymitis, bron-
chitis, sinusitis, etc.[2,3] in immunosuppressed patients with
,underlying medical diseases, prolonged hospital stay and
prior use of higher antibiotics.

Case study

We report a case of 22 year-old- female who presented with
high grade fever with chills and rigors and pain abdomen
for 10 days, burning micturition and decrease urination since
one week. She delivered a male child by ceasarean section
at a private hospital thirteen days back three days after which
she started developing swelling in the abdomen and legs.
Later on pus started oozing out from the stichline accompa-
nied with high grade fever.

On clinical examination she was febrile. Her body temper-
ature was 103 degree celcius, blood pressure was 130/88
mm of Hg and pulse rate 34 per minute. There was mild
pallor, but no icterus, cyanosis, or clubbing. She had pedal
edema. Examination of the respiratory system revealed, res-
piratory rate was 28/min with oxygen saturation 99%. Her
hemoglobin was 9.0 g%, total leucocyte count was 21,000/
cu mm with differential leucocyte counts showing predomi-
nantly neutrophillia (92%) and 8% of lymphocytes. Her ran-
dom blood sugar was 150mg/dl, blood urea 103.42 mg/dl
and serum creatinine 1.65 mg/dl. Her liver function test was
normal. Antibodies to HIV-1 and 2 were non-reactive. Per
abdominally her uterus was involuted, stitched line infected
and gaped with a small hematoma below the stich line. Per
vaginally there was infected lochia with mild bleeding . On
the day of admission urine and blood culture were sent. Urine
culture revealed Escherichia coli with significant bacteuria.

Blood culture was incubated in BACT Alert, an automated
blood culture system for microbial detection (bioMerieux,
France). The culture became positive the next day from which
subculture was done on 5% blood agar and Mac Conkey
agar and incubated at 37 degree celcius for 18 to 24 hours in

aerobic environment. Grey non haemolytic smooth circular
1-2mm colony with entire edges, regular margins were ob-
served on 5% blood agar with no growth on Mac Conkey
agar. On Gram stain, Gram Negative bacilli was seen which
was non sporing and non motile . Biochemical reaction re-
vealed catalase and oxidase positive, Indole negative, TSI
K/K reaction and citrate was non utilizing. The strain was
identified by VITEK 2 Compact System (bioMeerieux, France)
as Elizebethkingia meningoseptica . Antibiotic susceptibility
performed by VITEK 2 system showed the isolate to be sen-
sitive to Ampicillin/sulbactum (MIC <2), Ticarcillin (MIC<8),
Piperacillin/Tazobactum (MIC 8), Ceftazidime (MIC 2), Cef-
triaxone (MIC 4), Cefoperazone/sulbactum (MIC <8), Imipe-
nem (MIC <1), Meropenem (MIC<0.25), Ciprofloxacin (MIC
<0.25), Levofloxacin (MIC 0.5), Tetracycline (MIC<1),Co-tri-
moxazole (MIC<20) and Tigecycline (MIC <0.5). It was found
to be resistant to aminoglycosides (Amikacin, Gentamicin
and Tobramycin) and Colistin. Also the isolate was sensitive
to Vancomycin by disc diffusion method. Patient was started
on empirical treatment with Piperacillin/tazobactum at the
time of admission but unfortunately, the patient’s condition
worsened in spite of starting this antibiotics and succumbed
to his illness within a day. After the sensitivity report the anti-
biotic was changed to Vancomycin and patient responded to
it with decrease in the total leucocyte count (12,800).

Environmental samples were also obtained from patients
bed railings and saline solutions but did not reveal the
pathogen. However, patient might have acquired the infec-
tion during the course of treatment in his previous stay at the
hospital or during care at his home after the initial discharge
and then came back to our centre when clinical signs and
symptoms of bacteremia developed.

Discussion

Nosocomial meningitis caused by Elizebethkingia meningo-
septica both in infants and in adults have been reported by
various workers in India over the past decade [5-9]. However,
to the best of our knowledge postpartum bacteremia due to
this rare pathogen has not being documented from this part
of the country.

Elizebethkingia meningeoseptica is a ubiquitous waterborne
saprophytic bacillus not considered a part of the normal
human flora. It rarely causes infection in the post-neonatal
immunocompetent host [10]. Environmental studies have
shown that this organism can survive in chlorine-treated wa-
ter, often colonizing sink basins and taps and in ventilator
tubing [11,12]. The organism resides in the hospital environ-
ment with include contaminated syringes in ice chests, vials,
sink drains, sink taps, tube feedings, flush solutions for arte-
rial catheters, pressure transducers, and antiseptic solutions
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[13]. From here the organism is transmitted to the susceptible
individual either from the health care worker or from direct
contaminated sources in the hospital environment.

During partum and post partum period the mother is put on
various invasive medical devices such as peripheral venous
catheters, with saline being infused in them making them
prone to colonization with these rare environmental con-
taminant which causes infection in these group of individu-
als having low immunity. This bacteria is usually resistant to
multiple antibiotics viz. beta-lactams, aminoglycosides, tetra-
cycline, colistin, etc., making it a very successful nosocomial
pathogen causing serious life-threatening infections in these
young adult with impaired immunological response.

E. meningoseptica is unique as it a Gram-negative bacillus
inherently resistant to many antimicrobial agents commonly
used to treat infections caused by Gram-negative bacteria
(aminoglycosides, beta-lactam antibiotics, tetracyclines and
chloramphenicol) but are often susceptible to agents gener-
ally used to treat infections caused by Gram-positive bacte-
ria (rifampicin, clindamycin, erythromycin, trimethoprim-sul-
famethoxazole, quinolones and vancomycin) (2). This isolate
when also responded to Vancomycin with no response to
beta lactam antibiotics. Due to the unpredictable sensitiv-
ity pattern of these Gram negative organism the empirical
therepy is not usually beneficial.

Due to the ability of this organism to grow unsuspectingly in
hospital environment, natural resistance to many antibiotics
and ability to cause life threating infections makes this organ-
ism an emerging life threatening pathogen which increases
the burden of disease on general population both financially
and emotionally.
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