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ARTICLE INFO ABSTRACT

Keywords: Acinetobacter junii is one of more than 50 different species belonging to the genus Acinetobacter. This bacterium is
Urinary tract infection rarely reported to cause human infections. Here we described a rare case of Acinetobacter junii, which grew in
SIC;]'E‘;(tObaCter Junit urine culture approximately one month after the patient was discharged from the hospital with antibiotics for a
urinary tract infection, which caused left obstructing renal calculi requiring nephrostomy tube placement.
Introduction who recommended a CT with contrast due to concerns for a possible

Acinetobacter is a gram-negative coccobacillus, which naturally in-
habits water and soil as well as pets, arthropods, and food animals.' In
humans, it can colonize skin, wounds, respiratory or gastrointestinal
tracts as well as oral mucosa, predisposing to pneumonia in the event of
aspiration into the lower respiratory tract.” Certain Acinetobacter species
account for some healthcare-associated infections such as ventilator
associated pneumonia, central line-associated bloodstream infections,
catheter-associated urinary tract infections, and surgical site in-
fections.>* Acinetobacter junii is one species that is rarely reported to be a
human infection. In this study, we presented a case of an isolated Aci-
netobacter junii in urine culture, which was identified in a patient who
had a left nephrostomy tube placement with prior antibiotic use.

Case presentation

A 70-year-old female with a medical history of hypertension, type 2
diabetes mellitus, and chronic obstructive pulmonary disease (COPD)
presented to the emergency room with abdominal pain, loss of appetite,
fevers that reached as high as 103 °F as well as chills for one week. In the
emergency room, the patient had moderate abdominal pain with flank
pain. Her initial full blood count showed a white cell count of 36.4 x 10°
cells/liter. Urinalysis showed more than 50 white blood cells per high-
power field, positive leukocyte esterase, and negative nitrites. A
computed tomography (CT) without contrast of the abdomen and pelvis
revealed the left hydronephrosis with the presence of a 1 cm stone, likely
causing obstruction as well as heterogeneity in the left upper pole pa-
renchyma consistent with pyelonephritis. A urologist was consulted,
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renal abscess. The CT with contrast did not show any abscess, but
demonstrated diffuse decreased enhancement, indicating stone
obstruction. The left nephrostomy tube was placed. Microbiological
studies revealed Candida glabrata in urine. The patient was started on
voriconazole and zosyn. After two days, the patient’s symptoms were
resolved, and leukocytosis had down trended appropriately. The patient
was discharged with the left nephrostomy tube in place along with
ciprofloxacin 500 mg twice a day for two weeks.

Two weeks after discharge, the patient was seen in the outpatient
setting. She was planned to have a cystoscopy, left ureteroscopy, and
laser lithotripsy for her left ureteral stone. She was also planned to place
a stent at that time to remove her nephrostomy tube. She was instructed
to repeat a urine culture approximately a week before the procedure. At
that time, the patient had her urine culture done, which grew Acineto-
bacter junii (>100,000 colony-forming units of bacteria per milliliter of
urine).

Discussion

A study was performed in Taiwan to identify isolates of Acinetobacter
junii and to delineate the characteristics of this infection.” Thirty-five
infections with Acinetobacter junii were identified, and it mainly
affected patients who had prior antimicrobial therapy, invasive pro-
cedures or malignancy.® The similar situation was observed in this pa-
tient, who had nephrostomy tube inserted and prior exposure to
antimicrobial agents. The placement of a left nephrostomy tube and the
use of fluoroquinolones after the discharge are the risk factors for the
growth of Acinetobacter junii at the outpatient setting.
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Fig. 1. A. Colonies of the isolate on sheep blood and MacConkey agars. Round-shaped and translucent colonies were observed. B. Microscopic examination of a

Gram-stained smear revealed small Gram-negative coccobacilli.

A urine specimen was submitted to the clinical microbiology labo-
ratory for bacterial cultures. After 24 hours of incubation at 35 °C in 5%
COq, round-shaped and translucent colonies grew on sheep blood agar
(tryptic soy agar containing 5% defibrinated sheep blood) and Mac-
Conkey agar plates (Fig. 1a). No growth was noted on Columbia CNA
agar. Microscopic examination of a Gram-stained smear revealed small
Gram-negative coccobacilli (Fig. 1b). The colonies on sheep blood agar
are non-hemolytic. The isolate tested positive for catalase but tested
negative for cytochrome oxidase and indole. Following primary isola-
tion, the isolate was subjected to automated phenotyping using the
VITEK 2 Gram-Negative Identification card (BioMérieux, Durham, NC,
USA) following the manufacturer’s instructions for use. Primary
phenotypic testing identified the isolate as Acinetobacter junii.

Conclusion

In the study, we reported a clinical presentation in which the patient
had required antibiotics and a procedure to be done for a urinary tract
infection, and then the growth of Acinetobacter junii a few weeks after
discharge. Although rare, our case study will help to further clarify the
role of Acinetobacter junii as a human pathogen.
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