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Comamonas testosteroni was re-classified and re-named
as a result of the molecular studies in 1987, (previously 

known as Pseudomonas testosterone), is an aerobic, motile, 
nonspore forming and gram-negative organism.[1, 2] This 
microorganism is frequently found in soil, water, plants, an-
imals and animal wastes.[3] In addition to this, it can also sur-
vive and colonize in the hospital environment for a long time 
such as intravenous lines, respiratory equipments, humidifers 
and many tools.[4, 5] Although C. testosteroni is not a human 
endogenous flora, it can also be rarely agent infection.[6, 7]

In the literature, cases like cellulitis, peritonitis, endocarditis, 
meningitis, endophthalmitis, tenosynovitis, pneumonia, bac-
teremia have been reported.[7] Our pneumonia case is highly 
remarkable in that the case is the first in Turkey and the sec-
ond in the Worldwide. Here we present a case of a 10-year-
old male patient with cerebral palsy who was positive of Co-
mamonas testosteroni in the tracheal aspirate culture.

Case Report 
A 10-year-old male patient was admitted to the Pediatric 
Intensive Care Unit with the cause of respiratory distress, 
malnutrition and general condition disorder. The patient 
had cerebral palsy and developed scoliosis, contracture 
and decubitus as a complication of cerebral palsy. The tra-
cheostomy and gastrostomy were defined in the patient's 
physical examination, used these devices for five years and 
the patient was supported with long-term home mechan-
ical ventilation.

Hypoxia, hypotension and bradycardia were determined 
when the patient's vital were examined and the patient 
wasprovided respiratory support by mechanical ventilator 
synchronized intermittent mandatory ventilation mode 
and fluid replacement was performed for hypotension. 
In addition to this, positive inotropic drug treatment was 
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started due to hypotension resistance. The temperature of 
the patient was 36.70 C.

The microorganism was not isolated the first in culture 
samples; blood, urine and endotracheal aspirates. The labo-
ratory results related to infection were a C-reactive protein 
of 22 mg/L (normal range 0-5), a procalcitonin of 0.18 ng/
mL (normal range 0-0.05), and a leukocyte count of 7.69/
mm3 (normal range 5.000-15.000). Intravenous ceftriaxone 
(2x750mg) and clarithromycin (2x75mg) was startedas an 
empirical antibiotherapy. 

The patient was fed parenterally until the gastrostomy 
was revised due to the fact that stomach contents leaked 
out from the gastrostomy area. Patient had subfebrile 
fever on the 5th day of hospitalization and laboratory re-
sults (C-reactive protein: 74.2 mg/L, Procalcitonin: 1.50 
ng/mL, Leukocyte: 9.06/mm3) increased; however, micro-
organism was not isolated in culture samples; blood, urine 
and endotracheal aspirates. Therefore, ceftriaxone and 
clarithromycin were changed in treatment and instead 
amikacin (1x225mg), piperacillin-tazobactam (3x1.5 g) 
and vancomycin (4x150mg) was started. Because of the 
fact that the patient had high fever and excessively puru-
lent mucus in tracheal aspirate content on the 13th day of 
hospitalization, endotracheal aspirates culture sample was 
sent to the lab and Comamonas testosteroni (105 CFU/ml) 
were isolated. 

The microorganism was found sensitive to amikacin, 
imipenem, levofloxacin, meropenem, netilmicin, piperacillin, 
piperacillin-tazobactam, ceftazidime, cefepime, tigecycline, 
trimethoprim-sulfamethoxazole; and resistant to aztreonam, 
colistin, gentamicin, ciprofloxacin and tetracycline (Table 1). 

However, there was no change in antibiotherapy. 

The patient's infection was getting better on the 21st day of 
hospitalization, and thus the microorganism was not iso-
lated in control of endotracheal aspirates culture sample. 
So, antibiotherapy was ended. The patient died on the 50th 

day of the hospitalization because of in the fact that the 
prognosis of patient’s was extremely bad. The laboratory 
results are summarised in figure 1.

Discussion
The case of bacteremia was reported for the first time in the 
worldwide in 19757 while the case of peritonitis and bac-
teremia episodes was reported for the first time in Turkey 
in 2007, in which the patient was treated with diagnosis of 
acute perforated appendicitis.[8] Comamonas testosterone 
was isolated the first time in respiratory secretions of pa-
tient of AIDS, only one of approximately 40 cases has been 
reported until today.[9, 10] Most of the patients had under-
lying diseases; chronic heart disease, end-stage renal fail-
ure requiring hemodialysis, chronic liver disease, cancer 
or carcinoma, cerebrovascular disease, diabetes mellitus, 
senility, excessive alcohol consumption and drug addic-
tion.[11, 12] Also only five died owing to underlying diseases.
[12] The patient is the second case of pneumonia and sixth 
mortal case among approximately 40 cases with Coma-
monas testosteroni infection in the medical literature. The 
agent was isolated most frequently in blood (18 cases) and 
peritoneal fluid (11 cases) in culture samples.[10] This micro-
organism mostly responds well to antibiotherapy and mor-
tality due to infection is quite rare.[10] It was usually found 
sensitive to amikacin, imipenem, meropenem, piperacillin, 
piperacillin-tazobactam, ceftazidime, cefepime and tigecy-
cline whereas it was usually found resistant to aztreonam, 
tetracycline.[3, 6, 7, 11–13] Nakipoglu et al.[4] reported in their 

Table 1. Isolated Comamonas testosteroni antibiotic resistance 
pattern

Amikacin	 Sensitive
Aztreonam	 Resistant
Gentamicin	 Resistant
Imipenem 	 Sensitive
Colistin	 Resistant
Levofloxacin	 Sensitive
Meropenem 	 Sensitive
Netilmicin	 Sensitive
Piperacillin	 Sensitive
Piperacillin-Tazobactam	 Sensitive
Ceftazidime	 Sensitive
Cefepime	 Sensitive
Ciprofloxacin	 Resistant
Tetracycline	 Resistant
Tigecycline	 Sensitive
Trimethoprim-Sulfamethoxazole	 Sensitive

Figure 1. Procalcitonin, leukocyte and C-reactive protein chart of the 
patient’s hospitalization.

*Comamonas testosteroni was isolated in endotracheal aspirates culture sample.

**The patient's infection was getting better, and antibiotherapy was ended.
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study that Comamonas testosteroni was found in water 
samples from oxygen humidifiers.

In conclusion, in the hospitals, especially in the intensive 
care units, distilled water is used for too many procedures 
such as to dilute the medicine, to oxygen humidify, to steam 
inhalation therapy, to clean the wound, to clean invasive 
devices (aspiration catheters, central venous catheters and 
peripheral venous catheters), etc. If the exposed distilled 
water is used for a long time, it can be agent of the infec-
tion for patients because the microorganism can easily pro-
liferate in distilled water. Of the Comamonas testosteroni, 
which we isolated in only one case, we think that the aspi-
ration catheter is due to the contamination of the distilled 
water used to decontaminate. As a result, we have decided 
that distilled water should be changed every eight hours. 
Infection control professionals should be more careful due 
to the risk of infection, especially with immunosuppressive 
patients with malignancies and chronic diseases.
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