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ole. AB producing carbapenemase type IMP and OXA-48, with 
restricted susceptibility to colistin and cefiderocol, was isolated 
in the BC. A complete study of antibiotic synergies was car-
ried out according to the evidence, and all combinations were 
negative. Previous antibiotherapy was replaced by colistin 
at a loading dose of 9 million international units (MUI) and 
maintenance dose of 4.5 MUI/12h together with cefiderocol 
at 2 mg/8h administered over 3 hours, both for 8 days. Despite 
the vital compromise that our patient had who required close 
multidisciplinary management and the use of noradrenaline at 
a dose of 1-1.5 mcg/kg/min; 48 hours after the start of the re-
ferred treatment, hemodynamic stability was achieved, with a 
decrease in procalcitonin and other inflammation parameters, 
and he could be transferred back to Hematology for the man-
agement of his Burkitt’s lymphoma.

The choice of a correct empirical treatment is of vital 
importance to reduce death in patients with sepsis or septic 
shock, where even with an adequate therapeutic line, mor-
tality can reach 40% if the patient is immunocompromised 
[2]. We find ourselves in a complex era in which the emer-
gence of multidrug-resistant (MDR) bacteria in nosocomial 
spaces has increased in recent years, where the therapeutic 
options available against these pathogens are more limited. 
This is even more worrying in the case of oncology and HIV+ 
patients.

Focusing on AB, we know that it is a non-fermenting 
Gram-negative coccobacillus that mainly affects hospitalized 
and immunocompromised patients producing nosocomial and 
opportunistic infections, such as ventilator-associated pneu-
monias, urinary tract infections, meningitis or sepsis. The main 
world health authorities, such as ECDC, have warned of the 
development of resistances that pose a therapeutic challenge 
and compromise the lives of our patients [3, 4].

In our case we were faced with a AB-MDR resistant to the 
first lines of treatment (carbapenems, glycylcyclines, amino-
glycosides and rifampicin) [4] with an antibiogram that re-
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Sir,

The World Health Organization (WHO) has classified car-
bapenem-resistant Acinetobacter baumannii (AB) as a priority 
pathogen whose epidemiological evolution toward multidrug 
resistance or pan-resistance is a critical threat to global welfare 
[1]. We present the clinical case of a 49-year-old man with a 
history of inflammatory bowel disease and human immunode-
ficiency virus (HIV) infection diagnosed in the 7 months before 
to admission. He attended the emergency department with 
acute paraparesis 0/5 in muscle balance and was admitted to 
neurosurgery where a D7-D10 laminectomy was performed 
where samples were taken for pathological anatomy. Follow-
ing the results, a diagnosis of Burkitt’s lymphoma was made, 
and the treatment was started on an inpatient basis in accord-
ance with the BURKIMAB protocol. After 5 days of intensive 
treatment, the patient was stable and blood cultures (BC) were 
repeatedly negative; however, he presented occasional febrile 
peaks that were well tolerated. Given the oscillating clinical 
manifestations with recurrent signs of infection, and after new 
BC and catheter cultures pending results, treatment with mer-
openem was prescribed empirically, adding daptomycin after 
48 hours as the tendency to worsen persisted.

Twelve hours after starting daptomycin, the patient devel-
oped a rash and it was decided to replace it with teicoplanin. 
Due to the patient’s clinical situation (HIV infection with CD4/
CD8 T-cell inversion (29/41), elevated hepatobiliary profile with 
symptoms suggestive of acute viral/toxic/ischaemic hepatitis 
and signs of septic shock without a definite primary focus of 
infection (high fever, tachycardia and a tendency to hypoten-
sion), the immunosuppressed state and the high susceptibility 
to infection by opportunistic pathogens led to admission to 
the Intensive Care Unit (ICU) under empirical treatment with 
imipenem, vancomycin, tigecycline, acyclovir and cotrimoxaz-
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limited evidence [7].

Figure 1  Synergy study of multidrug-resistant Acinetobacter baumannii. 
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