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Abstract

Introduction. Community-acquired pneumonia is the leading cause of morbidity and mortality worldwide. The clinical
features, diagnosis, and treatment of respiratory infections in pregnant and nonpregnant patients are generally similar,
although there are risk factors. The incidence rates of community-acquired pneumonia in pregnant women range from 0.2 to
8.5 per 1,000 births. Concomitant diseases such as asthma, smoking, malnutrition, liver disease, chronic obstructive
pulmonary disease, and pregnancy increase the risk of complications. A wide range of microorganisms can cause
pneumonia during pregnancy, most of them are rare, but the pathogen has been identified only in 40-60% of cases.

Aim. To present a fatal case of community-acquired pneumonia in a pregnant woman.

Results. The article presents the case of a pregnant woman of 22 years old, with a gestation period of 23-24 weeks. The
patient was delivered accompanied by an intensive care doctor in an extremely serious condition with complaints of a feeling of lack
of air, abdominal pain, and general weakness. She became acutely ill 4 days ago, with fever and moderate abdominal pain. After 2
days, a sharp abdominal pain appeared. The patient was hospitalized in the department of anesthesiology, intensive care and
intensive care. The patient was diagnosed with community-acquired bilateral polysegmental pneumonia, severe course. Severe
acute respiratory infection? Multiple organ failure syndrome (MFS). Infectious and toxic shock. Acute respiratory distress syndrome.
Thrombocytopenia. Coagulopathy. Right-sided pleurisy. Pregnancy is 23-24 weeks. HELLP syndrome, acute renal failure. The
patient was constantly undergoing intensive therapy. Despite this, the patient's condition progressively worsened and biological
death occurred on the 6th day of hospital stay. Cause of death: Multiple organ failure. Septic shock. There was a complete
coincidence of clinical and pathological diagnoses, no errors in clinical diagnosis were detected.

Conclusions. The above case indicates the possibility of rapid development of community-acquired pneumonia with the
addition of progressive complications that led to death. The dynamics of MOF development with unstable hemodynamics, the
progression of respiratory distress syndrome on base pregnancy, anemia, progressive thrombocytopenia, the presence of
opportunistic flora predetermined the outcome of the disease. It is necessary to strengthen the medical prevention of acute
respiratory viral infections and pneumonia in pregnant women from an early stage.
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BeepeHue. BHebonbHMYHas NHEBMOHNS SABMSIETCA BeayLUel NpuynHON 3aboneBaemMocTi U CMEPTHOCTH BO BCEM MUPE.
KnnHuyeckne 0coBEHHOCTW, AMArHOCTMKA WM NEYEHWE PECTMPaTOPHbIX MHGeKUMd y OepeMeHHbIX W HebepeMeHHbIX
NaLMeHTOK B LIENIOM CXOXW, XOTS MMEKTCS (akTopbl pucka. Mokasatenu 3abonesaeMocTy BHEGONbHUYHOA MHEBMOHWEN Y
BepemeHHbix BapbkpytoT oT 0,2 go 8,5 Ha 1000 popoB. Takue conyTcTBylLMe 3ab0neBaHWs, kak acTMa, KypeHwe,
HenpaBunbHOE NuUTaHWe, 3aboNneBaHNs NeYeHNn, XpoHndeckas 0BCTpyKTUBHAS BonesHb Nnerkux u 6epemMeHHOCTb, NOBbILAKT
PUCK OCNOXHEHWA. LLIMpoKMiA CMEKTP MWUKPOOPraHW3MOB MOXET BbI3blBaTb MHEBMOHWKD BO BpeMmsi GepemMeHHOCTM,
BONbLUMHCTBO 13 HUX BCTPEYAKOTCA PEAKO, HO BO3OYAMTENb BbisBNEH TomnbKo B 40-60% cnydaes.

Llenb uccnepoBanus. MNpenctaBuTb NeTanbHblil cryyan BHEOONBHNYHON MHEBMOHMM Y BEPEMEHHO KEHLLMHI.

PesynbTtatbl. B cratbe npuBefeH cryyan OepeMeHHON XeHWMHbl 22 neT, cpok GepemeHHOCTM 23-24 Hepenw.
MauueHTka Obina JOCTaBNEHa B COMPOBOXAEHUM peaHMMaTopa B KpalHe TSXKEeNnoM COCTOSHMM C xanobamu Ha YyBCTBO
HexBaTki Bo3gyxa, 6onm BHU3Y xuBOTa, 0OWyto cnabocTtb. 3abonena ocTpo,4 OHS Hasagd, C MOBbILLEHWUS TeMnepaTypbl 1
yMepeHHbIx 6oneit B xuBoTe. Yepe3 2 gHa nosiBunack peskas 6onb B xuBoTe. bonbHas Obina rocnuTanuaupoBaHa B
OTOeneHne aHeCTe3nomnorMu, peaHuMaLmn N UHTEHCUBHOW Tepanuu. bonbHoM Bbin BbiCTaBneH AnarHo3: BHebonbHUYHas
LBYXCTOPOHHSIS MONMCErMEHTapHas MHEBMOHWS, TSHKENOW cTeneHu. Tskenas ocTpas pecnupatopHas Hgekuns? CrHapom
nonuopraxHon HegoctatodHocTn (CMOH). MHdbeKumoHHO-ToKCHYeckni Wwok. OCTpbIA pecnpaTopHbIi AUCTPECC CUHAPOM.
Tpombouutonenns. Koarynonatus. [paBoctopoHHuit nnesput. BepemenHocTb 23-24 Hep. HELLP cungpom, octpas
noYeyHass HeAOoCTaTOYHOCTb. BONMbHOM MOCTOSHHO MPOBOAMMACcH WHTEHCKMBHAS Tepanus. HecMOTps Ha 9TO, COCTOSHME
B0nbHOM NPOrPeCCUBHO YXyALIANOCh, U Ha 6 AeHb NpebblBaHWs B CTaLMOHape HacTynuna duonornyeckas cmepTb. MpuymnHa
cmepTu: [MonuopraHHas HegocTaTouHoCTb. CenTuyeckuid LWOK. VIMEno Mecto norHoe COBMajeHWe OMarHo3os, OWMBOK
KMWUHUYECKON JNArHOCTUKM HE BbISIBNEHO.

BbiBoab!. MpuBedeHHbIn Cryyai CBOETENbCTBYET O BO3MOXHOCTU ObICTPOrO passuTis BHEOOMbHWYHON MHEBMOHWM C
NPUCOEAVHEHNEM MPOTPECCHPYIOLLIMX OCTIOKHEHWI, NPUBEALLMX K neTanbHoOMy uexody. B avHamuke passutus CMOHa Ha dore
HeCTabWMbHOM  reMOMHAaMUKY, MPOrPECCUPOBaHMS  PECTMPATOPHOrO AWCTPECC CuHOpOMa Ha  HebnaronpusaTHoM  hoHe
(6epeMeHHOCTb, aHeMMS, MPOTPECCHPYIOLLAS TPOMOOLIMTONEHMS, HarMyne YCMOBHO-NATOrEHHOI (priopbl) MPesonpeaenini Ncxog
3abonesaHus. Heobxoaumo ycuneHue meauumHckoin npodounakTtikin OPBU 1 nHeBMOHWM y GepeMEHHbIX C paHHUX CPOKOB.

Knroyeebie crosa: bepeMeHHOCMb, BHEOOMbHUYHAS NHEBMOHUS, ilemasibHbIl UcXo0.

Tyninpeme
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Kipicne. AypyxaHagaH Tbic THeBMOHMs GyKin anempae aypy MeH enimHiH 6acTbl cebebi bonbin Tabbinagsl. XKyKTi xoHe
XYKTI eMec Haykactapdafbl pecnupartoprblk UHGeKUMAnapablH, KNUHUKAmbIK epekLUenikTepi, AUarHOCTUKaCchl XaHe eMi
xannb! 6ip-bipiHe yKcac, aereHMeH Kayin aktopnapbl 6ap. XKykTi eiiengepne aypyxaHagaH TbiC MHEBMOHUSIMEH aybipy
peHreni 1000 6ocanyra 0,2-neH 8,5-ke feiH e3srepepni. emikne, TeMeki wery, aypbic TamakTaHbay, 6aybip aypynapsl,
cosbinmanbl OOCTPYKTUBTI ©KNe aypybl XOHE XYKTIMK CWAKTbl KOCbIMWA aypynap ackblHy KaymiH apTTbipagbl.
MukpoopraHusMaepaiH, KeH, ayKbiMbl XYKTiMiK Ke3iHAe NHEBMOHUSIHbI Tyablpybl MYMKiH, OnapablH Kenwiniri cupek
kesnecegi, bipak ko3gbiprbiw Tek 40-60% xarnaiiga aHbiKTanagp!.

3epTTeyaiH MaKcaTbl. XKyKTi ailenge aypyxaHagaH TbiC MTHEBMOHUSIHBIH, ©MiMre SKeneTiH KaFaarblH YCbIHY.

Hotmxkenep. Makanaga 22 xacTtafbl XYKTi oWenfiH xarganbl OepinreH, XykTinik mepsimi 23-24 anta. Haykac
peaHnmaTopmeH Bipre eTe ayblp Xafaainga ayaHblH, KeTicneyLwiniri, iwTiH, TemeHri GeniriHaeri aybIpCbiHy, Xanmnbl SncCi3aik
warbimaapMeH xetkidingi. On 4 kyH BypbiH Kbi30a MeH ilWTiH Wwamarnbl ayblpChiHYbIMEH ayblpFaH. 2 KYHHEH KeWiH iLuTiH,
KaTTbl aybipybl Nanga 6onabl. Haykac aHecTeanonorusi, peaHuMaLmst eHe KapKbiHabl Tepanus BenimMiHe XaTKbl3bingbl.
Haykacka KOMbINFaH AuarHo3: aypyxaHajaH TbiC €Ki XaKTbl NMONUCErMEHTTi MHEBMOHWS, ayblp Aapexene. Ayblp xeden
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pecnupaTopnblk  UHdekumna? Mommopranabl keticneywinik  cuHgpombl  (MOXC).  XKyknanbl-ybiTTbl  WwWok. Xegen
pecnupaTopsibl AMCTPECC CUMHAPOMbI. TpombouuToneHus. Koarynonatus. OH, xakTbl nneBpuT. XKykTinik 23-24 anta. HELLP
cuHapoMmbl, xeden Oympek xeTkinikciagiri. Haykac yHeMmi KapkbiHAbl Tepanusga yprisingi. OcblifaH KapamacTaH,
HayKacTbIH XaFdaiibl BipTiHaen Hallapnan, rocnuTanu3auusHblH, 6-Wbl KyHi Guonorusanbik enim Gongsl. ©nimHiH, cebebi:
ken myLeni xeticneywinik. CenTukanblk oK. [uarHo3gapabiH, TOMbIK COMKECTir Gonabl, KNWHUKAnbIK AuarHocTukaga
KaTeniktep aHbIKTanfaH xokK.

KopbITbiHAbINap. byn xafgai eniMre okeneTiH NPOrpeccwBTi acKblHynapablH KOCbINybIMEH aypyxaHajaH TbiC
MHEBMOHMSHBIH, Te3 JaMy MYMKIHAIrH kepceTedi. TypakChi3 reMoauMHamuka, Konmanchl3 oHAa ThiHbIC any AWCTpecc
CUHOPOMbIHBIH, Aamybl (KYKTiMiK, aHemusi, MpOrpeccuBTi TPOMOOLMTONEHMS, LIAPTTbI MaToreHaik nopaHbiH, 6omybi)
ascoiHga MOXC-HblH Aamy OuHamukacbiHAa aypyablH, HOTWXKeEC anfbiH-ana aHblkTanFaH GonatbiH. XykTi aiengepae

JKPBW MeH NHEBMOHUSAHbIH, MeAMLMHANbIK NpOodUnakTUKaCckIH epTe KE3EHHEH KYLUENTY KaxeT.
Tyliindi ce3dep: xykminik, aypyxaHadaH MbIC NHEBMOHUSI, ©11iM.
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Importance

Community-acquired pneumonia (CAP) is a leading
cause of morbidity and mortality worldwide [16,5,18]. The
clinical features, diagnosis, and management of respiratory
infection are generally similar in pregnant and nonpregnant
patients. However, some additional factors need to be
considered in pregnancy, including changes in maternal
susceptibility to infection, changes in maternal physiology,
and the fetal effects of the infection and its treatment.
Reported rates varying from 0.2 to 8.5 per 1000 deliveries
[14]. In most cases, pneumonia develops when infectious
agents reach the lower respiratory tract by inhalation of
aerosol material or aspiration of upper respiratory tract
microbes. Concomitant conditions such as asthma,
smoking, poor nutrition, liver disease, chronic obstructive
pulmonary disease, and pregnancy increase susceptibility
to complications. Once the infectious agent reaches the
lower respiratory tract, direct damage to the lungs and
interstitial inflammation results, leading to intrapulmonary
bypass and hypoxia. A wide range of organisms can cause
pneumonia during pregnancy, most of them are rare, but
the causative agent has been identified in only 40-60% [10].

Aim of investigation. To present lethal case of
community-acquired pneumonia in pregnant woman.

Material and methods.

Patient A., 22 years old, living in Atyrau, was taken by
ambulance to the regional regional hospital at 11:22 a.m. on
24.11.2024 (5th day of illness), accompanied by an
intensive care doctor, in extremely serious condition with
complaints of a feeling of lack of air, shortness of breath,
abdominal pain, general weakness, fever, dizziness, dry
mouth. In the emergency room, the respiratory rate (RR) is
24-26/min, SpO2 saturation is 85%, heart rate (HR) is
127/min, blood pressure (BP) is 85/47 mmHg. On

KnuHukaneik, xargain // Foinbim  xeHe [eHcaymblk caktay. 2024, T.26 (6).
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examination - pain in the lower abdomen, more on the right,
the uterus is tense and toned are revealed. Oxygen and
vasopressors are connected.

She became acutely ill on 20.11.2024, 4 days ago,
when the temperature rose for 2 days (did not measure),
moderate abdominal pain appeared. She took paracetamol,
not applied anywhere. On 24.11.2024 in the morning at
05:00 sharp abdominal pain suddenly appeared, in
connection with which the patient adressed to an
ambulance, was taken to the regional perinatal center,
where she was examined by a gynecologist, and an
ultrasound examination of the fetus and abdominal organs
was performed. Conclusion: Pregnancy is 24 weeks and 2
days. After the examination, gynecologists ruled out
gynecological pathology. Due to her critical condition (BP -
85/47 mmHg, PR - 127/min, RR 30/min, SpO2 85%), she
was sent to the regional hospital with an accompanying
intensive care physician, infusion therapy was performed
with 0.9% sodium chloride solution in a volume of 2200 ml,
and she was taken to the shock ward of the emergency
department. She was examined by a surgeon, a
resuscitator, a therapist, and a computer tomography (CT)
scan of the chest organs was performed under fetal
protection. According to the severity of her condition, the
patient was hospitalized in the intensive care and
anesthesiology unit (ICAU).

Life history: 22.5 years, no chronic or hereditary
diseases, married. She lived in rural areas. First pregnancy
was uneventful. She was registered for pregnancy on
20.11.2024. The gestation period was 22 weeks and 6
days. 13.11.2024. she was examined by a therapist at place
of residence; no pathology was detected; it was
recommended to register for pregnancy. During this period,
she underwent tests according to the list (HIV and
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parenteral  hepatitis tests are negative). During
bacteriological examination of urine, Klebsiella pneumoniae
105 was isolated. In a common blood count (CBC)
hemoglobin (Hb) was 99g/l, leukocytes (L) were 7.75x109/1,
platelets were 200x10%1, and ESR was 31 mm/h. In the
urinalysis leukocytes (12) were detected. Thus, the patient
had anemia before the present disease, conditionally
pathogenic klebsiella was isolated, and moderate
inflammatory changes in the urine.

Objective data.

The general condition of the patient is extremely severe,
due to intoxication. Conscious, answering questions,
sluggish. The body position is forced. The skin and visible
mucous membranes are clean and pale. Breathing is rapid,
shallow, RR is 30/min. Sp0O2 is 85%. Breathing is hard in
the lungs, there is no wheezing. The heart tones are muted,
rhythmic. Blood pressure - 85/47 mmHg., pulse - 127/min.
(norepinephrine 5mi/hour). The tongue is dry, covered with
a white coating. The abdomen is enlarged due to the
pregnancy, is not swollen, participates in the act of
breathing. On palpation, it is mild, moderately painful in both
iliac regions, the uterus is tense, toned, and sharply painful.
The symptom of "shaking" is negative (-) on both sides.
Urination through a catheter (urine in a small volume). The
symptom of "peritoneal irritation" is questionable. Intestinal
motility is being listened to. The stool is regular and formed.

A preliminary diagnosis based on clinical, laboratory and
instrumental data was made: Acute appendicitis? Peritonitis.
Community-acquired  bilateral ~ polysegmental  pneumonia.
Respiratory failure (RF) 2-3. Sepsis. Septic shock. Iron
deficiency anemia (IDA)? Pregnancy is 23-24 weeks.

In dynamics, at 13.25, the condition deteriorated sharply,
saturation decreased to 75%, and an attack of loss of
consciousness with tonic-clonic seizures developed. According
to the severity of the condition, lack of consciousness,
increasing clinical symptoms, inadequate and shallow
breathing, noninvasive mechanical ventilation (MV) support is
connected through a face mask on a BIYOVENT ventilator.
After respiratory support, SpO2 is up to 97%.

From the first days the patient was in the ICAU,
examined by various specialists, laboratory and
instrumental examinations were carried out in dynamics,
consultations were organized, and constantly adjusted
intensive care was carried out. Hemodynamics was
maintained with enhanced vasopressor support. The
patient's condition did not stabilize, it continued to
deteriorate. On 24.11.2024 at 16.52, antenatal fetal death
was recorded. Premature delivery of a dead fetus occurred
on 26.11.2024. at 03.36., blood loss was 200 ml. The
temperature remained within the normal range during the
entire observation period. Pronounced oliguria  with
transition to anuria was seen.

Computed tomography of the chest organs from
2411.2024 - a picture of bilateral polysegmental
pneumonia. Computed tomography of the brain from
24.11.2024 showed no pathological changes. Computed
tomography of the abdominal cavity and retroperitoneal
space from 24.11.2024 - picture of stagnation of bile.
Splenomegaly. Bilateral effusion pleurisy. Pregnancy.
Bilateral pneumonia. Signs of pulmonary edema.

Laboratory tests are presented in tables 1, 2, 3, 4, 5.

Table 1.

Complete Blood Count

Date  |Lx109/ Leukoformule Lymph,|Mon, | Eos |Bas [RBC | HB | Ht | Plate |ESR | Ret | Note

proMC,| MC, |metaMC, | stab |s/n| % % | % | %
% | % % % | %

24.11.2024
12:00 35 3.6 (101294 31
24.11.2024 4| 25 |55|8| 4 | 4 43.000 TGN
manual e
25.11.2024 TGN
07.30 6.8 2 21 61 (20| 4 2 32|90 | 26 |31.000| 29 t
26.11.2024
02:23 46 25| 69 |20.7
26.11.2024
05:54 54 34| 94 | 27 25
26.11.2024 TGN
07:58 18 51 |15| 12 4 27.000 05|, 4
27.11.2024
06:37 5.8 25|74 |214
27.11.2024 TGN
09:02 16 54 (11] 10 6 3 24.000 b
28.11.2024 TGN
07:00 7.0 2 16 57 |9 7 6 | 3 33| 98 |26.1]15.0001 20 |03 | ",
29.11.2024 TGN
05:29 14.6 1 12 51 |113| 14 9 3.0 | 89 |25.2|31.000 s
30.11.2024 TGN
07:00 3.2 1 14 5 (9] 20 6 2 26 | 76 |22.4121.000| 24 ,t
30.11.2024
10:00 1.6 31190 [264 0.1
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As can be seen from the table 1, leukopenia is
observed in the CBC (3.5x109/1), in the hemogram there is a
sharp shift to the left to promyelocytes (proMC) (25%),
myelocytes (MC) (45), stab cells - 55%. In dynamics, the
shift was aggravated to metamyelocytes (metaMC). A
moderate decrease in red blood cells to 3.6x10'2/l, with a
decrease in dynamics to 2.5. Ht is 9.3%. Severe
thrombocytopenia (at admission 43,000, with a progressive
decrease in dynamics).

As can be seen from the table 2 in UT leukocyturia (12),
proteinuria (0.759 g/l) os revealed.

As can be seen from the table 3 in biochemical tests,
attention is drawn to a marked decrease in total protein (46
g/l), a 2-fold decrease in albumin, an increase in creatinine,
and subsequently urea, high level of lactate dehydrogenase
(LDG), a moderate increase in liver parameters with a
predominance of AST, tests of inflammatory reactions; C
reactive protein (CRP) - 247, Ferritin - 1370, Procalcitonin
(PCT) - 55.6, D-dimer 12.8.

As can be seen from the table 4 phenomena of
pronounced hypocoagulation is revealed.

Table 2.
Urine test.
Date | Color |Transparency|Relative|Reaction|Protein, |Glucose|Ketone| L |RBC [Squamous| Renal (Bacteria|Mucus
density | (PH) g/l bodies epithelium |epithelium
24.11. |straw |cloudy
2024 |yellow |transparent 1010 | sour | 0.759 - 12.| 15 | 8pmo5 ++
2511, |straw |slightly
2024 |yellow |cloudy 1010 | sour | 0,66 - 10 19 9 4 +t
26.11. |straw
2024 |yellow transparent | 1014 | sour | 0,561 - 6| 27 7 2
28.11. |straw
2024 |yellow transparent | 1015 | sour | 0,396 - 51178 2
Table 3.
Biochemical tests 1.
Dare AST, ALT, CRP Protein, Total Direct | Allbumin, Urea, | Creatinin,
ui ui g/l bilirubin, | bilirubin, gl mmol/| mcmol/l
mcmol/l | mcmol/l
24.11.2024 136.0 35.0 247.0 46.0 65.3 53.5 19.0 8.2 180.3
25.11.2024 221 33 252 40 66.2 22 7.2 179.1
26.11.2024 223 40 145,9 44 111.1 27 76 146,3
27.11.2024 1M1 25 132 45 144 96.9 27 6.6 124
28.11.2024 285 28 118 47.0 2211 150.6 32.0 5.1 116
29.11.2024 274,0 20 122.0 50 2819 198,3 35 5.6 174,0
30.11.2024 136 21 121 41 2177 149.8 26 7.2 148
Table 3.

Biochemical tests 2.

Date Potassium, | Calcium, | Sodium, | R. microprots | Ferritin, | LDG, | PCT, | D-dimer, |Troponin,| CPC,
mmol/| mmol/l | mmol/l | with cardiolipid | ng/ml U/l | ng/mL mg/| ng/ml Uil
24.11.2024 |34 1.06 132.0 negative 13700 |916.0 (556 |12.8
25.11.2024 52.7
26.11.2024 1030.0 (931 428 [11.0
27.11.2024 21.9
28.11.2024 1000 3002 (174  [10,9 0.05 394,0
29.11.2024 1000 3132 |7.2
30.11.2024 1000 1653 |3.8 10.2
Table 4.
Coagulogram.
Date APTT, sec Phibrinogen, g/l PTI, % INR
24112024  12:30 56 2.6 65 1.52
24112024  19:47 1.6 47 2.1
25.11.2024 07:55 93 1.0 41 1.84
25.11.2024 18:47 86 1.0 53 1.44
26.11.2024 02:24 53 1.0 64 1.27
26.11.2024 06:12 46 0.9 68 1.22
26.11.2024 14:51 69 0.9 79 1.12
26.11.2024 20:39 72 0.9 51 1.50
27.11.2024 06:48 68 0.8 52 1.47
28.11.2024 07:00 67 0.9 59 1.34
29.11.2024 05:46 48 0.9 74 1.16
30.11.2024 06:51 47 0.8 81 1.14
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According to table 5, there was a pronounced negative
trend in the type of decompensated metabolic lactate acidosis
with base deficiency (pH-7.08; Lac-14.8 mmollL; BE -18
mmollL; HCO3 -10.5 mmollL). In additon to the above
condition, there are violations of the following indicators: severe

hypoglycemia (Glucose-1.5 mmol/l), severe anemia (Hc-72 gfl),
VEN disorders: hyperchloremia (CI-109 mmol/l), hypocalcemia
(Ca-1.08 mmolll). Hypoosmolarity of blood plasma is 281
mmol/l. The remaining laboratory parameters were adjusted to
the reference values (K, Na) in dynamics.

Table 5.
Acid Base State tests (ABS).
Date pH |pCO2,| pO2, |ctHb, |sO2, [FO2Hb,| cK+, | cNat, |cCa2+,| cCl-, | Glu, | cLac, |[mOsm,|cBase, |cHCO3,|Residual,|FCOHb,
mmHg|mmHg| g/gl | % % | mmol/l | mmol/l | mmol/l | mmoll | mmol/l | mmol/l | mmol | mmol/l | mmoll | mmoll %
24.11.2024 |7.318(28,1 |56,7 |100 [87,1(86,1 (3,52 (134 (1,02 |106 (2,7 |1,12 |272 |-10,8 |14,1 |2,0
%12882024 264 185 (2239 [105 [99.2(986 (316 [134 [107 |106 [34 887 [271 |-168 [8.2
52:23.2024 71950356 |65 |18 [87.7(986 [321 [137 |1.00 [104 |42 [1026 279 |-134 [134
522(1);.2024 7,231131,2 (73,8 (131 |91,4190,3 (346 |137 (111 |104 |47 8,7 |279 |-134 (12,8
25.11.2024 |7,231({31,2 (73,8 (131 [91,4(90,3 (346 |137 (111 |104 |47 (8,7 |279 |-13,4 [128
26.11.2024 |7,474(258 (105 (75 (9181958 (4,12 |138,6 1,111 |111 |56 [6,46 |284 |-44 (185
27.11.2024 |7472(26,5 [159,5 (88 (99,1 /96,85 (3,69 |138,8 |1,09 |107 |63 6,04 (283 |-29 [189
28.11.2024 |7,387(31,8 |189,1 {104 (99,3964 |464 |138,4 |1,20 [107 |56 [569 (283 |55 |18,7
29.11.2024 |7,398(39,3 |133,2 91 [98,7(964 |49 |[138,3 (1,22 |104 |58 |3.1 2824 |-1.0 (23,7 2,2
3828;.2024 7280[309 [512 [s8 [835[813 (347 [136 |11 |106 |47 |450 |2775 |78 18,3
?gq;.zozm. 7083361 [110 |72 [967|948 [505 [139 |108 [109 [15 [148 281 |-180 [105
Tests were conducted in search of infectious  Secondary thrombocytopenia. Coagulopathy. Acute liver

pathogens: IgG antibodies to the coronovirus S protein
were detected on SARS COV-19 enzyme-linked
immunosorbent assay (ELISA), which is an indicator of
post-vaccination immunity or the result of an anamnestic
encounter with the virus. Polymerase Chain Reaction (PCR)
for Covid-19 is negative. ELISA for HSV types 1 and 2 are
negative. ELISA with Epstein-Barr virus is negative, PCR on
DNA of Gondii Toxoplasma is negative, PCR of
cytomegalovirus DNA is negative, PCR of DNA of herpes
virus of 1,2 types is negative, PCR on RNA of rubella virus
is negative. Blood for sterility is negative.

The patient was diagnosed with community-acquired
bilateral polysegmental pneumonia, severe. SARI? MOF.
Septic shock. Acute respiratory distress (ARDS).
Thrombocytopenia. Coagulopathy. Right-sided pleurisy.
Pregnancy is 23-24 weeks. HELLP syndrome, acute renal
failure. The suspicion of an acute abdomen was removed
during the observation and examination by a decision of the
council.

Throughout the entire period of stay in the ICAU, the
patient received full-fledged complex therapy: etiotropic
(antiviral and antibacterial therapy (oseltamivir, meropenem,
levofloxacin,  vancomycin,  colimycin));  pathogenetic
(detoxification with correction of ASB, RF, cardiovascular
activity, intensive blood replacement, antiuremic therapy
using medicinal and hardware methods — ventilation from
the first day, hemofiltration, ECMO).

Despite intensive therapy, the patient's condition
progressively worsened and on the 6th day of hospital stay
(03.11.24. at 22.30) biological death occurred.

The final clinical diagnosis was Community-acquired
bilateral polysegmental pneumonia of severe severity.
SARI? Complication of the main disgnosis: Respiratory
failure of the 3rd degree. Sepsis. Septic shock. MOF. ARDS
3 degree. NFKG. DIC syndrome. Prerenal acute kidney
injury (AKI), stage | (RIFLE classification). The oliguric form.

injury (ALl). Liver failure. Bilateral pleurisy. Ascites.
Polyserosite. Pulmonary edema. Swelling of the brain.
Coma + drug sedation. ECMO dated 26.11.2024.
Concomitant diseases: The postpartum period is 5 days.
Antenatal fetal death on 24.11.2024. at the age of 24 weeks
and 3 days. Premature birth at 24 weeks+3 days with grade
2-3 fetal maceration. Blood loss of 200 ml.

Pathoanatomic diagnosis. Cause of death: Multiple
organ failure. Septic shock. Main diagnosis: SARI. Acute
bilateral viral-bacterial bronchopneumonia (during the
examination of lung tissue from 03.12.2024, Acinetobacter
baumannii was detected). Operations: ECMO dated
26.11.2024. Complication of the main disease: Swelling,
softening of the brain. Pulmonary edema. Acute respiratory
failure. Sepsis (CBC from 29.12.2024 leukocytes -
14.6x10%/I; ESR-24/h; procalcitonin-55.6 ng/ml). Septicemia
(upon examination of blood, serous fluid, kidneys and
spleen from 03.12.2024, Acinetobacter baumannii was
detected in the latter). Hepatosplenomegaly - liver weight
2215¢g (at N-1600g), spleen weight 380g (at N-180-200 g).
Septic shock. Septic myocarditis, thyroiditis, hepatitis,
nephritis, cervicitis, endometritis. Polyserositis (300 ml of
pleural cavity on the left, 385 ml on the right, 600 ml of
serous hemorrhagic fluid in the abdominal cavity). DIC
syndrome (erythrocyte stasis and sludge in the vessels of
the microcirculatory bed of parenchymal organs; multiple
punctate and confluent hemorrhages in the mucous and
serous membranes, in the parenchyma and stroma of
internal organs). Venous fullness and parinchymatous
dystrophy of internal organs.  Hydropic dystrophy of
hepatocytes. Multiple organ failure. Concomitant diseases:
The postpartum period is 5 days. Antenatal fetal death on
11/24/2024 at the age of 24 weeks and 3 days. Premature
birth at 24 weeks+3 days with grade 2-3 fetal maceration.

There is a complete coincidence of diagnoses, no errors
in clinical diagnosis have been identified.

239




Clinical case

Science & Healthcare, 2024 Vol. 26 (6)

Discussion

Pneumonia is a fairly common complication during
pregnancy and accounts for 4.2% of prenatal admissions
for non-obstetric complications [8]. Risk factors for CAP in
pregnancy include anemia (hematocrit <30 percent [17]),
asthma, smoking, illicit drug use, and immunosuppressive
illness (eg, HIV/AIDS) or immunosuppressive therapy [12].
Patient had anemia, and it could impact on severe course.

The spectrum of pathogens that cause CAP in pregnant
patients is similar to that in nonpregnant patients [22]. In
adults, 60-80% of pneumonia is bacterial, 10-20% is
atypical, and 10-15% is viral in origin. Most often, one
pathogen is pneumococcus, which is responsible for 30-
50% of detected cases. They are followed by influenza
Haemophilus and Mycoplasma pneumonia. Some
adaptations of immune function during pregnancy may also
play a role in predisposition to pneumonia and its clinical
course. Cytotoxic T cells are suppressed, and T helper type
2 cells prevail over T helper type 1 cells by a 4:01 ratio,
which leads to a decrease in the secretion of interleukin-2,
interferon-y, and tumor necrosis factor-B. Natural Kkiller
activity has also decreased [6].

The symptoms of bacterial pneumonia during
pregnancy are the same as in non-pregnant people.
Symptoms include cough in over 90%, sputum production in
66%, shortness of breath in 66%, and pleuritic chest pain in
50% [11]. Patient had similar symptoms of CAP.

A pathological examination of this patient revealed
Acinetobacter.  Acinetobacter is a  gram-negative
coccobacillus that has emerged from an organism of
questionable pathogenicity to an infectious agent of
importance to hospitals worldwide [7]. The organism has
the ability to accumulate diverse mechanisms of resistance,
leading to the emergence of strains that are resistant to all
commercially available antibiotics [15]. In  humans,
Acinetobacter can colonize skin, wounds, and the
respiratory and gastrointestinal tracts [1]. It can also inhabit
oral biofilms, predisposing to pneumonia in the event of
aspiration into the lower respiratory tract [20,21]. Some
Acinetobacter strains can survive environmental desiccation
for weeks, a characteristic that promotes transmission
through fomite contamination in hospitals [23,3,9].
Community-acquired Acinetobacter pneumonia is typically
characterized by a fulminant illness with an abrupt onset
and rapid progression to respiratory failure and
hemodynamic instability [13,2,4]. Septic shock ensues in
around one-third of patients. This infection seems to be
more common in Southeast Asia and Australia compared
with other regions and has been increasingly reported as a
highly fatal disease [19].

This patient developed a pattern of community-acquired
bilateral polysegmental pneumonia complicated by grade 3
respiratory failure, sepsis, septic shock, and progressive
multiple organ failure syndrome (MOFS). According to the
nature of the disease, the onset of the disease was most
likely due to a viral infection, which quickly acquired the
character of a severe acute respiratory infection and the
development of pneumonia of viral and bacterial origin. Late
treatment, pregnancy with an unfavorable background,
previous immunodeficiency (anemia, weight deficiency, the
presence of conditionally pathogenic flora), early
development of rapidly progressing serious complications

(ARDS, septicemia, progressive thrombocytopenia, acute
renal failure with complete anuria, DIC syndrome, MOFS)
left almost no chance for a favorable outcome.

Conclusion

The above case indicates the possibility of rapid
development of community-acquired pneumonia with the
addition of progressive complications that led to death. The
clinical picture of pneumonia in this situation was atypical
due to the presence of pronounced abdominal syndrome
and critical hemodynamic manifestations. The dynamics of
MOF development with unstable hemodynamics, the
progression of respiratory distress syndrome on background
(pregnancy, anemia, progressive thrombocytopenia, the
presence of opportunistic flora) predetermined the outcome of
the disease. It is necessary to strengthen the prevention of
acute respiratory viral infections and pneumonia in pregnant
women from an early stage.
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