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Abstract

Objective To review the clinical data on the safety and effectiveness of intravenous
(IV) and intraventricular (IVT) tigecycline in healthcare-associated Acinetobacter
baumannii meningitis and ventriculitis.
Methods A literature search was performed in PubMed (from 2005 to December
2018). The bibliographies of the retrieved articles were searched for additional
relevant studies. Articles were included if they described the use of tigecycline
(IV and/or IVT) in patients with healthcare-associated A. baumannii meningitis or
ventriculitis. Clinical studies as well as case series and case reports were includ-
ed, while animal and in vitro studies were excluded.

http://crossmark.crossref.org/dialog/?doi=10.1007/s40506-019-00192-7&domain=pdf


Results The use of IV and/or IVT tigecycline was described in 39 patients infected
with healthcare-associated A. baumannii meningitis or ventriculitis in 14 reports;
12 were case reports, one was case series, and one was retrospective multicenter
study evaluating 23 carbapenem-resistant A. baumannii healthcare-associated
meningitis cases treated with IV tigecycline including regimens. Using tigecycline
was successful in most cases. Treatment failed in two patients and two patients
died.
Conclusion Despite the limited studies, IV and IVT tigecycline has been used
successfully and safely for the treatment of healthcare-associated A. baumannii
meningitis and ventriculitis. However, large randomized controlled trials are
necessary to clearly evaluate the safety and effectiveness of IV and IVT tigecyc-
line in healthcare-associated A. baumannii meningitis and ventriculitis.

Introduction

Meningitis is an inflammation of the meninges sur-
rounding the brain and the spinal cord while
ventriculitis is an inflammation of the ventricles in the
brain. Healthcare-associatedmeningitis and ventriculitis
may result from invasive procedures (e.g., craniotomy,
lumbar puncture, placement of external or internal ven-
tricular catheters, intrathecal (IT) infusions of medica-
tions, or spinal anesthesia), complicated traumatic brain
injury, or sometimes, metastatic infection in patients
with hospital-acquired bacteremia [1]. These cases of
meningitis and ventriculitis are caused by a different
spectrum of pathogens (e.g., carbapenem-resistant
Gram-negative bacilli and staphylococci) compared
with cases acquired in the community [1] .
Carbapenem-resistant Acinetobacter baumannii is found
in 10% of healthcare-associated meningitis, with mor-
tality ranging from 15 to 71% [2].

Meropenem is currently recommended for treatment
of meningitis and ventriculitis caused by Acinetobacter
species, while colistin or polymyxin B is recommended
for carbapenem-resistant strains [2]. Intraventricular

(IVT) or IT administration of polymyxin (colistin or
polymyxin B) should be considered for patients with
healthcare-associated A. baumannii meningitis and
ventriculitis that are difficult to eradicate with IV colistin
or polymyxin B [1, 3, 4]. However, even with the use of
IVT/IT colistin or polymyxin B, some cases failed to
respond [5], and many cases were infected with
colistin-resistant A. baumannii [6, 7].

Despite its poor penetration to the cerebrospinal
fluid (CSF) [8, 9], many clinical cases have reported
the successful use of IV tigecycline, alone or in combi-
nation with colistin and other antibiotics, in the treat-
ment of healthcare-associated A. baumannii meningitis
and ventriculitis [10, 11]. Also, some clinical cases have
reported the use of IVT tigecycline in combination IV
antibiotics in the treatment of these diseases [6, 12]. The
purpose of this review is to evaluate and provide a
comprehensive summary of the clinical data on the
safety and effectiveness of IV and IVT tigecycline in the
treatment of these diseases.

Methods

A literature search was performed in PubMed (from 2005 to December 2018)
using the following search terms: “tigecycline” and “meningitis” or
“ventriculitis”. Publications in languages other than English were excluded.
The bibliographies of the retrieved articles were searched for additional relevant
studies. Articles were included if they described the use of tigecycline (IV and/or

332 Bacterial Infections (H Bach, Section Editor)



Ta
bl
e
1.

Su
m
m
ar
y
of

ca
se
s
re
ce
iv
ed

ti
ge
cy
cl
in
e
(i
nt
ra
ve
no

us
an
d/
or

in
tr
av
en

tr
ic
ul
ar
)
fo
r
he

al
th
ca
re
-a
ss
oc
ia
te
d
Ac
in
et
ob
ac
te
r
ba

um
an

ni
i
m
en

in
gi
ti
s
or

ve
nt
ri
cu
lit
is

Re
fe
re
nc
e

Ag
e,

ge
nd

er
U
nd

er
ly
in
g
co
nd

it
io
n

Fo
re
ig
n
bo

dy
Da

ys
fr
om

su
rg
er
y
to

di
ag
no

si
s

An
ti
m
ic
ro
bi
al

se
ns
it
iv
it
ie
s

An
ti
m
ic
ro
bi
al

re
gi
m
en

[6
]

22
ye
ar
s,
M

Gi
an
t
pi
tu
it
ar
y
ad
en
om

a
Fi
br
in

gl
ue
,d

ur
al

su
bs
ti
tu
te
s

18
S
to

TG
C,
(M

IC
=
2
m
g/
L)

IV
TG
C
(1
00

m
g
q1
2
h)

+
IV
T

TG
C
at

a
do
se

of
2
m
g/
da
y

(a
ft
er
10

da
ys
,t
he

do
se

w
as

es
ca
la
te
d
to

2
m
g
q1
2
h)
.

IV
T
CS
T
(6
0,
00
0
IU

q1
2
h

fo
r2

da
ys
,t
he
n
es
ca
la
te
d

to
12
0,
00
0
IU

q1
2
h)

an
d

IV
M
EM

(2
g
q8

h)
w
er
e

ad
de
d

[7
]

4
m
on
th
s,
M

H
CP
,V

PS
in
fe
ct
io
n

EV
D

NR
S
to

TG
C
(M

IC
=
0.
5
m
g/
L)

IV
TG
C
1.
2
m
g/
kg
/d
os
e
q1
2
h,

+
IV

CS
T
+
IT

CS
T

2
m
on
th
s,
F

H
CP
,M

M
C,
VP
S
in
fe
ct
io
n

EV
D

NR
S
to

TG
C
(M

IC
=
0.
5
m
g/
L)

IV
TG
C
1.
2
m
g/
kg
/d
os
e
q1
2
h

+
M
EM

+
IV

CS
T

[1
0]

25
ye
ar
s,
M

PA
gr
ad
e
4
in

th
e

po
st
er
io
rf
os
sa

EV
D

11
S
on
ly
to

TG
C
an
d
CS
T

IV
TG
C
10
0
m
g
as

a
lo
ad
in
g

do
se

fo
llo
w
ed

by
50

m
g

q1
2
h
+
IV

CS
T
(9

M
IU
/d
ay
)

[1
1]

26
ye
ar
s,
M

M
VA

LD
14

NR
IV

TG
C
50

m
g
q1
2
h

[1
2]

55
ye
ar
s,
F

An
eu
ry
sm

al
SA
H

EV
D

21
Bo

rd
er
lin
e
S
to

CS
T

(M
IC
=
2
m
g/
L)

an
d

TG
C
(M

IC
=
2
m
g/
L)

IV
TG
C
10
0
m
g
q1
2
h
+
RI
F

60
0
m
g
+
IV

CS
T
4.
5
M
IU

q1
2
h.

IV
T
TG
C
at

a
do
se

of
4
m
g
12

q2
4
h
w
as

ad
de
d

to
IV
T
CS
T.

50
ye
ar
s,
M

Th
ird

ve
nt
ric
ul
ar

m
as
s

EV
D

20
S
to

CS
T
(M

IC
≤
0.
5
m
g/
L)
,

TG
C
(M

IC
=
1
m
g/
L)
,a
nd

TO
B
(M

IC
≤
1
m
g/
L)

IV
CS
T
4.
5
M
IU

q1
2
h.
+
IV
T
CS
T

25
00
00

IU
q2
4
h.

H
ow

ev
er
,

af
te
r1

5
da
ys

of
IV
T
CS
T

in
fu
si
on
s,
fe
ve
rp

er
si
st
ed
,

an
d
th
e
CS
F
re
m
ai
ne
d

ab
no
rm

al
.T
he
re
fo
re
,I
VT

TG
C
4
m
g
q2
4
h
w
as

ad
de
d

to
IV
T
CS
T.

[1
3]

45
ye
ar
s,
F

IV
H

EV
D

5
S
to

CS
T
(M

IC
=
0.
5
m
g/
L)

an
d
TG
C
(M

IC
=
0.
25

m
g/
L)

IV
CS
T
(9

M
IU

pe
rd

ay
in

3
do
se
s
w
it
ho
ut

lo
ad
in
g

do
se
)
+
IV
T
CS
T

(1
25
,0
00

IU
pe
rd

ay
)
+
IV

TG
C
(5
0
m
g
q1
2
h
af
te
ra

lo
ad
in
g
do
se

of
10
0
m
g)
.

Af
te
r4

da
ys

of
th
is

re
gi
m
en
,t
he

pa
ti
en
t
ha
d

cl
in
ic
al
an
d
ba
ct
er
io
lo
gi
c

fa
ilu
re
.S
o,

th
e
do
se

of
IV
T

CS
T
w
as

do
ub
le
d
to

20
m
g

pe
rd

ay
.T
he
n,

gi
ve
n
th
e

pr
es
en
ce

of
an

in
fe
ct
ed

IV
T

he
m
at
om

a,
IV
T
fib

rin
ol
ys
is

w
as

pe
rf
or
m
ed

to
di
ss
ol
ve

th
e
cl
ot
,u

si
ng

2
in
je
ct
io
ns

of
al
te
pl
as
e
2
m
g,

at
da
y
3

an
d
da
y
4
of

an
ti
bi
ot
ic
s.
IV

CS
T
do
se
s
w
er
e
do
ub
le
d

af
te
r9

da
ys

to
6
M
IU

q8
h,

be
ca
us
e
of

a
lo
w
re
si
du
al

Tigecycline in Meningitis and Ventriculitis Abdallah and Alsaleh 333



Ta
bl
e
1.

(C
on
ti
nu
ed
)

Re
fe
re
nc
e

Ag
e,

ge
nd

er
U
nd

er
ly
in
g
co
nd

it
io
n

Fo
re
ig
n
bo

dy
Da

ys
fr
om

su
rg
er
y
to

di
ag
no

si
s

An
ti
m
ic
ro
bi
al

se
ns
it
iv
it
ie
s

An
ti
m
ic
ro
bi
al

re
gi
m
en

se
ru
m
co
nc
en
tr
at
io
n
of

0.
8
m
g/
L.
Th
re
e
da
ys

la
te
r,

th
e
do
se

w
as

de
cr
ea
se
d
to

th
e
in
it
ia
lr
eg
im
en

(9
M
IU

pe
rd

ay
)
be
ca
us
e
of

an
ep
is
od
e
of

AR
F.
IV
T
CS
T
w
as

re
du
ce
d
to

th
e
in
it
ia
ld
os
e

of
10

m
g
pe
rd

ay
fr
om

da
y

10
of

an
tib

io
tic
s.

[1
4•
•]

39
ye
ar
s,
F

Cr
an
ia
lm

as
s

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

48
ye
ar
s,
M

IC
H

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

74
ye
ar
s,
M

IC
H

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

53
ye
ar
s,
F

TB
I

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

79
ye
ar
s,
M

SA
H
,s
hu
nt

in
fe
ct
io
n

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

60
ye
ar
s,
F

TB
I,
sh
un
t
in
fe
ct
io
n

LD
NR

S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h

75
ye
ar
s,
M

SD
H

NR
NR

S
to

TG
C,
CS
T,
TE
T,
DO

X
IV

TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q8

h
43

ye
ar
s,
M

Su
ba
cu
te

he
m
at
om

a
LD

NR
S
to

TG
C

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q8

h
26

ye
ar
s,
M

VP
S
re
vi
si
on
,s
hu
nt

in
fe
ct
io
n.

VP
S

NR
S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q8

h
+
IT

CS
T
5
m
g

q1
2
h
+
IV

VA
N
1
g
q1
2
h

21
ye
ar
s,
F

Na
sa
le
nc
ep
ha
lo
ce
le
,L
D

LD
NR

S
to

TG
C,
AM

K,
CS
T

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q1
2
h

55
ye
ar
s,
M

GS
I,
EV
D

EV
D

NR
S
to

TG
C,
CS
T,
CI
P,

NE
T,
TE
T,

LV
X.

I
to

AM
K,

IP
M
,M

EM

IV
TG
C
50

m
g
q1
2
h,

IV
CS
T

15
0
m
g
q1
2
h.

CS
T
w
as

sw
itc

he
d
to

M
EM

2
g
q8

h
an
d
VA

N
1
g
q1
2
h
be
ca
us
e

of
AR

F
on

da
y
5

23
ye
ar
s,
M

ED
H
an
d
SD
H

NR
NR

S
to

TG
C,
CS
T,
AM

K,
NE

T.
I
to

LV
X

IV
TG
C
50

m
g
q1
2
h
+
M
EM

2
g

q8
h
+
VA

N
1
g
q1
2
h
+
IV

CS
T
15
0
m
g
q1
2
h

58
ye
ar
s,
F

An
eu
ry
sm

al
SA
H

EV
D

NR
S
to

TG
C
(M

IC
=
0.
5
m
g/
L)
,

GE
N,

TO
B,

NE
T.
I
to

SX
T

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q1
2
h
+
IT

CS
T

5
m
g
q1
2
h

46
ye
ar
s,
F

An
eu
ry
sm

al
SA
H

EV
D

NR
S
to

TG
C
(M

IC
=
0.
5
m
g/
L)
,

CS
T
GE
N,

NE
T.
I
to

AM
K

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q1
2
h
+
RI
F
60
0
m
g

q2
4
h

43
ye
ar
s,
M

SD
H
,s
hu
nt

in
fe
ct
io
n

NR
NR

S
to

TG
C,
CS
T,
GE
N,

NE
T.
I
to

DO
X,

AM
K,

LV
X

IV
TG
C
50

m
g
q1
2
h
+
IV

CS
T

15
0
m
g
q1
2
h
+
IT

CS
T

5
m
g
q1
2
h

70
ye
ar
s,
F

LS
S

NR
NR

S
to

TG
C,
SX
T,
NE

T.
I
to

DO
X

IV
TG
C
50

m
g
q1
2
h
+
IT

NE
T

15
0
m
g
q2
4
h
fo
llo
w
ed

by
IV

NE
T
40
0
m
g
q2
4
h.

IV
NE

T
w
as

sw
it
ch
ed

to
IV

CS
T

15
0
m
g
q1
2
h
du
e
to

m
ic
ro
bi
ol
og
ic
al
fa
ilu
re
.

68
ye
ar
s,
M

SA
H
,H

CP
EV
D

NR
S
to

TG
C,
CA
Z,
DO

X,
NE

T.
I
to

CP
Z/
SB
T,
AM

K
IV

TG
C
50

m
g
q1
2
h
+
NE

T
+

lin
ez
ol
id

60
0
m
g
q1
2
h

M
IC
H

LD
NR

S
to

TG
C

IV
TG
C
50

m
g
q1
2
h
+
IV

NE
T

40
0
m
g
q2
4
h

48
ye
ar
s,
F

NR
NR

S
to

CS
T,
TG
C,

NE
T

334 Bacterial Infections (H Bach, Section Editor)



Ta
bl
e
1.

(C
on
ti
nu
ed
)

Re
fe
re
nc
e

Ag
e,

ge
nd

er
U
nd

er
ly
in
g
co
nd

it
io
n

Fo
re
ig
n
bo

dy
Da

ys
fr
om

su
rg
er
y
to

di
ag
no

si
s

An
ti
m
ic
ro
bi
al

se
ns
it
iv
it
ie
s

An
ti
m
ic
ro
bi
al

re
gi
m
en

Pi
tu
it
ar
y
gl
an
d
ad
en
om

a,
rh
in
or
rh
ea

IV
TG
C
50

m
g
q1
2
h
+
IT

NE
T

15
0
m
g
q2
4
h
fo
llo
w
ed

by
IV

NE
T
40
0
m
g
q2
4
h

25
ye
ar
s,
M

H
CP
,V

PS
dy
sf
un
ct
io
n

EV
D

NR
S
to

TG
C,
AM

K,
DO

X
IV

TG
C
50

m
g
q1
2h

+
IV

AM
K

50
0
m
g
q1
2h

47
ye
ar
s,
M

IC
H
,V

PS
in
fe
ct
io
n,

H
CP

VP
S

NR
S
to

TG
C,
NE

T,
CP
Z/
SB
T

IV
TG
C
50

m
g
q1
2
h
+
IV

AM
K

50
0
m
g
q1
2
h
+
RI
F
30
0
m
g

q1
2
h

59
ye
ar
s,
M

Ce
re
br
al
ab
sc
es
s

EV
D

NR
S
to

TG
C,
CS
T.
I
to

IP
M
,M

EM
,

AM
K.

IV
TG
C
+
M
EM

+
IT

AM
K
(d
os
e

an
d
fr
eq
ue
nc
y
w
er
e
NR

)
37

ye
ar
s,
M

SD
H
,c
er
vi
ca
l3
–
4
fr
ac
tu
re
,

H
CP
,E
VD

EV
D

NR
S
to

TG
C,
CS
T

IV
TG
C
50

m
g
q1
2
h
+
M
EM

2
g

q8
h

[1
5•
]

55
ye
ar
s,
M

IC
H

EV
D

25
Re
si
st
an
t
to

TG
C

IV
TG
C
(1
00

m
g
q1
2
h)

+
IV

CP
Z/
SB
T
(2

g
q8

h)
+
CV
I

TG
C
(1
0
m
g/
50
0
m
L
sa
lin
e

q1
2
h,

in
fr
om

th
e
rig

ht
oc
ci
pi
ta
lh

or
n
an
d
ou
t
fr
om

th
e
le
ft
ho
rn
).
Af
te
r

12
da
ys
,I
V
TG
C
w
as

re
du
ce
d
to

50
m
g
q1
2
h,

w
he
re
as

CV
I
TG
C
w
as

ad
ju
st
ed

to
IV
T
TG
C
(2

m
g

q1
2
h)
.

[1
6]

57
ye
ar
s,
M

Se
ve
re

TB
I

EV
D

8
S
to

po
ly
m
yx
in

(M
IC
=
1
m
g/
L)

an
d
TG
C

(M
IC

≤
1
m
g/
L)
.

IV
T
po
ly
m
yx
in

B
(5
0,
00
0
U

q2
4
h)

+
IV

po
ly
m
yx
in

B
(4
50

00
0
U
q1
2
h)

+
TG
C

(5
0
m
g
q1
2
h)
.T
he
n

sw
it
ch
ed

to
IV
T
po
ly
m
yx
in

B
(2
5,
00
0
U
q1
2
h)
,I
V

po
ly
m
yx
in

B
(4
75

00
0
U

q1
2
h)
,a
nd

IV
TG
C
(5
0
m
g

q1
2
h)
.F
in
al
ly
,I
VT

po
ly
m
yx
in

B
w
as

st
op
pe
d

an
d
IV

po
ly
m
yx
in

B
(5
00

00
0
U
q1
2
h)

an
d
IV

TG
C

(5
0
m
g
q1
2
h)

ad
m
in
is
tr
at
io
n
fo
rw

as
co
nt
in
ue
d
an
ot
he
r1

4
da
ys

un
ti
lt
he

pa
tie

nt
’s
cl
in
ic
al

co
nd
iti
on
s
w
er
e
st
ab
le

[1
7]

48
ye
ar
s,
M

M
VA

Sp
in
al in
st
ru
m
en
ta
ti
on

7
S
to

TG
C
(M

IC
=
0.
38

m
g/
L)

an
d
NE

T
M
EM

2
g
q8

h
+
IV

NE
T
40
0
m
g

q2
4
h
+
IV

TG
C
w
as

ad
de
d
at

50
m
g
q1
2
h
fo
llo
w
in
g
a

lo
ad
in
g
do
se

of
10
0
m
g.

52
ye
ar
s,
M

Lu
m
ba
rd

is
k
he
rn
ia
ti
on

No
ne

8
S
to

TG
C
(M

IC
=
0.
38

m
g/
L)

an
d
NE

T
M
EM

2
g
q8

h
+
IV

NE
T
40
0
m
g

q2
4
h
+
IV

TG
C
w
as

ad
de
d
at

50
m
g
q1
2
h
fo
llo
w
in
g
a

lo
ad
in
g
do
se

of
10
0
m
g.

[1
8]

70
ye
ar
s,
F

SA
H

EV
D

5
S
to

TG
C
(M

IC
≤1

m
g/
L)

an
d

CP
Z/
SB
T.

Po
ly
m
yx
in

se
ns
iti
vi
ty

w
as

no
t
te
st
ed

IV
TG
C
(1
00

m
g
fir
st
th
en

50
m
g
q1
2
h)

+
IV

CP
Z/
SB
T

(3
g
q8

h)
.A

ft
er

6
da
ys
,

Tigecycline in Meningitis and Ventriculitis Abdallah and Alsaleh 335



Ta
bl
e
1.

(C
on
ti
nu
ed
)

Re
fe
re
nc
e

Ag
e,

ge
nd

er
U
nd

er
ly
in
g
co
nd

it
io
n

Fo
re
ig
n
bo

dy
Da

ys
fr
om

su
rg
er
y
to

di
ag
no

si
s

An
ti
m
ic
ro
bi
al

se
ns
it
iv
it
ie
s

An
ti
m
ic
ro
bi
al

re
gi
m
en

IV
T
TG
C
2
m
g
q1
2
h
w
as

st
ar
te
d.

[1
9]

42
ye
ar
s,
M

Lo
w
-g
ra
de

ep
en
dy
m
om

a
EV
D

17
S
to

am
in
og
ly
co
si
de
s,
CS
T

(M
IC

G
0.
5
m
g/
L)

an
d
TG
C

(M
IC
=
0.
5
m
g/
L)
.

IV
CS
T
(2

M
IU

q6
h)

+
AM

K
(1
25
0
m
g
IV

q2
4
h
an
d

20
m
g
IV
T
q2
4
h)
.A

ft
er

3
da
ys
,A

M
K
w
as

st
op
pe
d

an
d
IV

TG
C
w
as

st
ar
te
d

(5
0
m
g
ev
er
y
12

h
af
te
ra

lo
ad
in
g
do
se

of
10
0
m
g)
.

Af
te
r1

2
da
ys
,t
he

an
tim

ic
ro
bi
al
re
gi
m
en

w
as

ch
an
ge
d
by

st
op
pi
ng

TG
C

an
d
st
ar
ti
ng

IT
CS
T

(7
5,
00
0
IU

q2
4
h,

in
cr
ea
se
d
3
da
ys

la
te
rt
o

15
0,
00
0
IU

q2
4
h)
.

[2
0]

75
ye
ar
s,
M

Sm
al
lr
ig
ht

SD
H

EV
D

4
S
to

CS
T
an
d
TG
C

IV
CS
T
w
as

st
ar
te
d
at

th
e
do
se

of
2
M
IU

q8
h
to
ge
th
er

w
ith

20
0,
00
0
IU

th
ro
ug
h

IV
T
q2
4
h.

IV
TG
C
w
as

gi
ve
n

at
a
lo
ad
in
g
do
se

of
10
0
m
g

fo
llo
w
ed

by
50

m
g
q1
2
h.

[2
1]

50
ye
ar
s,
M

Cr
an
io
ce
re
br
al
in
ju
ry
fr
om

a
fa
lli
ng

ac
ci
de
nt
.

EV
D

NR
S
to

TG
C
(M

IC
=
2
m
g/
L)

In
it
ia
lly
,I
V
TG
C
(5
0
m
g

q1
2
h)
.T
he
n
hi
s
bo
dy

te
m
pe
ra
tu
re

be
ca
m
e
40

°C
;

hi
s
CS
F
an
al
ys
is
w
as

ab
no
rm

al
,a
nd

CS
F
cu
ltu

re
sh
ow

ed
A.

ba
um

an
ni
i.
IV
T

TG
C
(3

m
g
q2
4
h)

w
as

ad
de
d
+
IV

TG
C
do
se

in
cr
ea
se
d
(1
00

m
g
q1
2
h)

+
CP
Z/
SB
T
(3

g
q1
2
h)
.H

is
fe
ve
ri
m
pr
ov
ed

6
da
ys

la
te
r

bu
t
th
e
CS
F
cu
ltu

re
w
as

st
ill

po
si
tiv

e,
so

IV
T
TG
C
do
se

w
as

in
cr
ea
se
d
to

4
m
g

q1
2
h.

Re
fe
re
nc
e

Du
ra
ti
on

of
th
er
ap
y

Da
ys

to
st
er
ili
ze

th
e
CS
F

In
fe
ct
io
n
ou

tc
om

e
Su
rv
iv
al

[6
]

IV
TG
C
(9

75
da
ys
),
IV
T
TG
C
(7
5
da
ys
),
IV
T
CS
T
(1
4
da
ys
),
M
EM

(4
4
da
ys
)

68
af
te
rI
VT

TG
C

Cu
re
d

Ye
s

[7
]

IV
TG
C
an
d
IV

CS
T
(1
4
da
ys
),
IT

CS
T
(1
0
da
ys
)

6
Cu
re
d

NR
IV

TG
C
an
d
IV

CS
T
(1
2
da
ys
),
M
EM

(1
0
da
ys
)

7
Cu
re
d

NR

[1
0]

21
da
ys

NR
Cu
re
d

Ye
s

[1
1]

21
da
ys

14
Cu
re
d

Ye
s

[1
2]

IV
T
TG
C
(1
5
da
ys
),
IV
T
CS
T
(2
2
da
ys
).
IV

w
as

NR
4
af
te
rI
VT

CS
T
an
d
IV
T
TG
C

Cu
re
d

NR

IV
T
TG
C
(1
5
da
ys
),
IV
T
CS
T
(3
0
da
ys
).
IV

w
as

NR
3
af
te
rI
VT

CS
T

Cu
re
d

NR
[1
3]

IV
th
er
ap
y
(2
1
da
ys
),
IV
T
CS
T
(1
6
da
ys
)

7
Cu
re
d

Ye
s

[1
4•
•]

16
da
ys

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

336 Bacterial Infections (H Bach, Section Editor)



Ta
bl
e
1.

(C
on
ti
nu
ed
)

Re
fe
re
nc
e

Du
ra
ti
on

of
th
er
ap
y

Da
ys

to
st
er
ili
ze

th
e
CS
F

In
fe
ct
io
n
ou

tc
om

e
Su
rv
iv
al

13
da
ys

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

21
da
ys

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

12
da
ys

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

5
da
ys

NR
NR

Di
ed

11
da
ys

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

IV
TG
C
(5
4
da
ys
),
IV

CS
T
(1
3
da
ys
)

NR
NR

Ye
s

IV
TG
C
an
d
IV

CS
T
(2
3
da
ys
)

W
as

no
t
ac
hi
ev
ed

Tr
ea
tm

en
t
fa
ile
d

Di
ed

IV
TG
C
(2
4
da
ys
),
IV

CS
T
(2
9
da
ys
),
IT

CS
T
(2
0
da
ys
),
VA

N
(1
9
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Di
ed

IV
TG
C
an
d
IV

CS
T
(2
6
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

IV
TG
C
(7

da
ys
),
IV

CS
T
(5

da
ys
)
M
EM

(1
2
da
ys
),
VA

N
(3

da
ys
)

NR
NR

Di
ed

IV
TG
C
(1
6
da
ys
),
M
EM

(1
4
da
ys
),
VA

N
(1
8
da
ys
),
IV

CS
T
(2
4
da
ys
)

3–
5
da
ys

of
th
er
ap
y

NR
Ye
s

IV
TG
C
(6
7
da
ys
),
IV

CS
T
(6
3
da
ys
),
IT

CS
T
(1
9
da
ys
)

Ac
hi
ev
ed

at
th
e
en
d
of

tr
ea
tm

en
t

Cu
re
d

Ye
s

IV
TG
C
(6
8
da
ys
),
IV

CS
T
(1
4
da
ys
),
RI
F
(5
4
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

IV
TG
C
an
d
IV

CS
T
(2
4
da
ys
),
IT

CS
T
(2
2
da
ys
)

Ac
hi
ev
ed

at
th
e
en
d
of

tr
ea
tm

en
t

Cu
re
d

Ye
s

TG
C
(1
8
da
ys
),
IT

NE
T
(3

da
ys
),
IV

NE
T
(6

da
ys
),
IV

CS
T
(9

da
ys
)

Ac
hi
ev
ed

at
th
e
en
d
of

tr
ea
tm

en
t

Cu
re
d

Di
ed

Al
lf
or

14
da
ys

3–
5
da
ys

of
th
er
ap
y

NR
Di
ed

IV
TG
C
an
d
IV

NE
T
(1
8
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

IV
TG
C
(8

da
ys
),
NE
T
(5

da
ys
),
IT

NE
T
(3

da
ys
)

NR
Cu
re
d

Ye
s

IV
TG
C
an
d
IV

AM
K
(2
5
da
ys
)

Ac
hi
ev
ed

at
th
e
en
d
of

tr
ea
tm

en
t

Cu
re
d

Ye
s

Al
lf
or

14
da
ys

CS
F
cu
ltu

re
sh
ow

ed
P.

ae
ru
gi
no
sa

at
en
d
of

tr
ea
tm

en
t

Ac
in
et
ob
ac
te
rw

as
er
ad
ic
at
ed

bu
t
CS
F
w
as

po
si
tiv

e
fo
r

Ps
eu
do
m
on
as

Ye
s

IV
TG
C
(2
6
da
ys
),
M
EM

(3
3
da
ys
),
IT

AM
K
(2
3
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Di
ed

IV
TG
C
an
d
M
EM

(2
1
da
ys
)

3–
5
da
ys

of
th
er
ap
y

Cu
re
d

Ye
s

[1
5•
]

IV
TG
C
(1
7
da
ys
),
CV
I
TG
C
(1
2
da
ys
),
IV
T
TG
C
(5

da
ys
)

12
da
ys

Cu
re
d

Ye
s

[1
6]

NR
5
da
ys

Cu
re
d

Ye
s

[1
7]

IV
TG
C
an
d
M
EM

(2
1
da
ys
),
IV

NE
T
(1
4
da
ys
)

NR
Cu
re
d

Ye
s

IV
TG
C
an
d
M
EM

(2
1
da
ys
),
IV

NE
T
(1
4
da
ys
)

NR
Cu
re
d

Ye
s

[1
8]

IV
T
TG
C
(1
0
da
ys
).
IV

w
as

NR
16

da
ys

(1
0
da
ys

af
te
rI
VT

TG
C)

Cu
re
d

Ye
s

[1
9]

IV
CS
T
(4
0
da
ys
),
AM

K
(3

da
ys
),
IV

TG
C

(1
2
da
ys
),
IT

CS
T
(2
5
da
ys
)

7
da
ys

(4
da
ys

af
te
rI
V
TG
C)

Cu
re
d

Ye
s

[2
0]

IV
TG
C
an
d
IV

CS
T
(1
4
da
ys
),
IV
T
CS
T
(8

da
ys
)

3
da
ys

Cu
re
d

NR
[2
1]

IV
TG
C
(2
7
da
ys
),
IV
T
TG
C
(1
2
da
ys
),
CP
Z/
SB
T
(1
7
da
ys
).

19
da
ys
,3

da
ys

of
hi
gh
-d
os
e

IV
T
TG
C

Cu
re
d

Ye
s

AM
K,

am
ik
ac
in
;A

RF
,a

cu
te

re
na
lf
ai
lu
re
;C
AZ
,c
ef
ta
zi
di
m
e;

CI
P,

ci
pr
of
lo
xa
ci
n;

CS
F,
ce
re
br
os
pi
na
lf
lu
id
;C
PZ
/S
BT
,c
ef
op
er
az
on
e/
su
lb
ac
ta
m
;C
ST
,c
ol
is
ti
n;

CV
I,
co
nt
in
uo
us

ve
nt
ric
ul
ar

irr
ig
at
io
n;

DO
X,

do
xy
cy
cl
in
e;

ED
H,

ep
id
ur
al
he
m
at
om

a;
EV
D,

ex
tr
av
en
tr
ic
ul
ar

dr
ai
na
ge
;G

EN
,g

en
ta
m
ic
in
;
GS
I,
gu
ns
ho
t
in
ju
ry
;
h,

ho
ur
s;
HC
P,

hy
dr
oc
ep
ha
lu
s;
I,
in
te
rm

ed
ia
te
;I
CH
,

in
tr
ac
er
eb
ra
lh
em

or
rh
ag
e;
IP
M
,i
m
ip
en
em

;I
T,
in
tr
at
he
ca
l;
IU
,i
nt
er
na
tio

na
lu
ni
ts
;I
V,
in
tr
av
en
ou
s;
IV
T,
in
tr
av
en
tr
ic
ul
ar
he
m
or
rh
ag
e;
LD
,l
um

ba
rd
ra
in
ag
e;
LS
S,
lu
m
ba
rs
pi
na
ls
te
no
si
s;

LV
X,
le
vo
flo

xa
ci
n;

M
EM

,m
er
op
en
em

;M
IC
,m

in
im
um

in
hi
bi
to
ry
co
nc
en
tr
at
io
n;

M
M
C,
m
ye
lo
m
en
in
go
ce
le
;M

VA
,m

ot
or

ve
hi
cl
e
ac
ci
de
nt
;N

ET
,n

et
ilm

ic
in
;N

R,
no
tr
ep
or
te
d;
PA

,p
ilo
cy
ti
c

as
tr
oc
yt
om

a;
RI
F,

rif
am

pi
ci
n;

S,
se
ns
it
iv
e;

SA
H,

su
ba
ra
ch
no
id

he
m
or
rh
ag
e;

SD
H,

su
bd
ur
al

he
m
at
om

a;
SX
T,

co
tr
im
ox
az
ol
e;

TB
I,

tr
au
m
at
ic

br
ai
n
in
ju
ry
;
TE
T,

te
tr
ac
yc
lin
e;

TG
C,

ti
ge
cy
cl
in
e;
TO
B,

to
br
am

yc
in
;V

AN
,v
an
co
m
yc
in
;V

PS
,v
en
tr
ic
ul
op
er
it
on
ea
ls
hu
nt

Tigecycline in Meningitis and Ventriculitis Abdallah and Alsaleh 337



IVT) in patients with healthcare-associated A. baumannii meningitis or
ventriculitis. Clinical studies as well as case series and case reports were includ-
ed, while animal and in vitro studies were excluded. Articles that described the
use of tigecycline (IV and/or IVT) in patients with healthcare-associated men-
ingitis or ventriculitis caused by pathogen other than A. baumanniiwere exclud-
ed. Also, articles that described the use of tigecycline in infections other than
meningitis or ventriculitis were excluded.

Results

The search strategy retrieved 44 citations (43 citations from PubMed and one
from the bibliographies of the retrieved articles); only 14 citations met the
inclusion criteria. Among the identified articles, 12 were case reports, one was
case series, and one was a retrospective multicenter study that evaluated 23
carbapenem-resistant A. baumannii healthcare-associated meningitis cases treat-
ed with IV tigecycline including regimens. The search did not reveal any ran-
domized controlled trials evaluating the use of tigecycline in patients with
healthcare-associated A. baumanniimeningitis or ventriculitis. Table 1 gives data
regarding the demographic characteristics, underlying condition, presence of
foreign bodies, susceptibilities to antimicrobial agents, antimicrobial and ther-
apeutic schedules, dosages, CSF sterilization, and survival of the patients in-
cluded in this review.

Use of tigecycline for A. baumannii control
Wadi and Al Rub [11] described the first use of tigecycline in a patient with
multidrug-resistant (MDR) Acinetobacter healthcare-associated meningitis (sec-
ondary to head trauma after a motor vehicle accident). Once the patient had
meningeal signs, CSF culture was sent and showed MDR Acinetobacter (sensi-
tivity to antibiotics was not reported). The patient was started on IV tigecycline
monotherapy (50 mg q12 h). He showed significant improvement with subsi-
dence of fever, headache, and confusion. Tigecycline was continued for 21 days
until a week after the last sterile CSF culture.

The use of IV and/or IVT tigecycline was described in 39 patients infected
with healthcare-associated A. baumanniimeningitis or ventriculitis in 14 reports
[6, 7, 10–13, 14••, 15•, 16–21]. Thirty-seven patients were adults (mean age,
49.14 years; ± 16.40 SD), while the remaining 2 were infants (2 and 4 months
old). Most patients were male (27 of 39, 69%). In most cases, meningitis or
ventriculitis was developed post-neurosurgical procedures for the management
of different central nervous system diseases. The presence of a foreign body was
reported in 34 cases; 19 cases had external ventricular drain, 10 cases had
lumbar drain, and 2 cases had ventriculoperitoneal shunt. The sensitivity of
A. baumannii was reported in 38 cases; 37 cases were sensitive to tigecycline
while one case was resistant (MIC = 16 mg/L). Sensitivity to colistin or poly-
myxin B was reported in 27 cases; 24 cases were sensitive while 3 were resistant.
No MIC breakpoints exist for tigecycline to A. baumannii. The common practice
is to use the same Food and Drug Administration (FDA) breakpoints that were
set for Enterobacteriaceae for A. baumannii as well (an isolate with an MIC of ≥
4 mg/L was considered non-susceptible).
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IV administration of tigecycline
IV tigecycline monotherapy was used in 7 patients [11, 14••]. Six of 7 patients
were cured and survived. The duration of IV tigecycline monotherapy ranged
from 5 to 21 days (mean, 14.14 days; ± 5.72 SD), while CSF sterilization was
achieved in 3–5 days up to 14 days of tigecycline therapy. All seven patients
received a regular dose of tigecycline (50 mg q12 h). High-dose IV tigecycline
(100 mg q12 h) was used in four patients only [6, 12, 15•, 21]. In these cases, it
was used in combination with other antibiotics and all patients were cured.
Thirty-two patients received IV tigecycline in combinationwith other antibiotics
(IV and/or IVT/IT) to treat healthcare-associated A. baumannii meningitis or
ventriculitis [6, 7, 10, 12, 13, 14••, 15•, 16–21]. Other antibiotics used for the
same diseases included IV colistin (18 cases), IVT/IT colistin (10 cases), IV
polymyxin B (1 case), IVT polymyxin B (1 case), meropenem (8 cases), rifam-
picin (3 cases), IV netilmicin (5 cases), IT netilmicin (2 cases), IV amikacin (3
cases), IVT/IT amikacin (2 cases), and cefoperazone/sulbactam (3 cases). One
patient received netilmicin as part of therapy but the route of administration
was not reported [14••]. Patients who received IV tigecycline in combination
with other antibiotics had a duration of IV tigecycline therapy ranging from 7 to
68 days (average, 26.12 days; ± 18.77 SD), while CSF sterilization was achieved
in 3–5 days up to 68 days.

IVT administration of tigecycline
IVT tigecycline was never used alone and it was always used in combination
with IV antibiotics or IV antibiotics plus IVT polymixin. Six adult patients
received IVT tigecycline as part of treatment for healthcare-associated
A. baumannii meningitis or ventriculitis [6, 12, 15•, 18, 21]. One patient
received initially high-dose IV tigecycline (100 mg q12 h) plus meropenem
(2 g q8 h) and vancomycin (1 g q12 h). Because CSF cultures remained posi-
tive for A. baumannii (only sensitive to tigecycline), IVT tigecycline at a dose of
2 mg/day (after 10 days, the dose was escalated to 2 mg q12 h) was added.
Also, IVT colistin (60,000 IU q12 h for 2 days, then escalated to 120,000 IU
q12 h) was added for this patient [6]. The second patient received initially IV
colistin (4.5MIU q12 h) plus IVT colistin (250,000 IU q24 h); theA. baumannii
strain in the CSF was sensitive only for colistin and tigecycline. However, after
15 days of IVT colistin infusions, fever persisted, and the CSF analysis remained
abnormal. Therefore, IVT tigecycline (4 mg q24 h) was added to IVT colistin
[12]. The third patient received high-dose IV tigecycline (100 mg q12 h) plus
rifampicin (600 mg) and IV colistin (4.5MIU q12 h) and IVT colistin (250,000
MIU q24 h); the A. baumannii strain in the CSF was sensitive only for tigecycline
(MIC = 2 mg/L). Because the patient did not improve, IVT tigecycline (4 mg
q24 h) was added to IVT colistin [12]. The fourth patient had an extensively
drug-resistant (XDR) A. baumannii (tigecyclineMIC = 16 mg/L). He was admin-
istered high-dose IV tigecycline (100 mg q12 h), IV cefoperazone/sulbactam
(2 g q8 h), and continuous ventricular irrigation of tigecycline (10 mg/500 mL
saline twice daily, in from the right occipital horn and out from the left horn).
After 12 days, IV tigecycline was reduced to 50 mg q12 h, while continuous
ventricular irrigation of tigecycline was modified to IVT tigecycline (2 mg
q12 h) [15•]. The fifth patient received IV tigecycline (100-mg loading then
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50 mg q12 h) plus IV cefoperazone/sulbactam (3 g q8 h). After 6 days, the
sameA. baumannii strain sensitive only to tigecycline (polymyxin sensitivity was
not tested) was still isolated from the CSF, so IVT tigecycline (2 mg q12 h) was
started [18]. The last patient received initially IV tigecycline (50 mg q12 h) for
10 days. Then, his body temperature raised to 40 °C and his CSF culture was
abnormal showing A. baumannii. Thus, IVT tigecycline (3 mg q24 h) and
cefoperazone/sulbactam (3 g q12 h) were added with an increase of IV tigecyc-
line dose (100 mg q12 h). His fever improved 6 days later but the CSF culture
was still positive, and an IVT tigecycline dose was increased to 4 mg q12 h [21].
The duration of IVT tigecycline ranged from 10 to 75 days. None of the patients
experienced any side effect from IVT tigecycline, and all patients were cured.

Concerning the technical aspects of IVT tigecycline administration, Lauretti
et al. [6] closed the CSF drain temporarily for 2 h after every injection to prevent
untimely washout of the drug. While Tsolaki et al. [12] withheld the CSF
diversion for 4 h, this additional time might enhance IVT tigecycline effect by
leaving it to equilibrate better throughout the CSF compartment. Long et al.
[15•] described a treatment that involved continuous ventricular irrigation
(CVI) of 10 mg of tigecycline in 500-mL saline twice daily, in from the right
occipital horn and out from the left horn. After 12 days of CVI of tigecycline,
ventriculitis signs resolved, and the load of Acinetobacter in the CSF decreased
until CSF sterilization. At that moment, CVI of tigecycline was adjusted to IVT
tigecycline (2 mg twice daily). Lastly, Fang et al. [21] administered tigecycline in
the ventricular system, closing the drainage tube for almost 1 h.

Regarding outcome after treatment with IV and/or IVT tigecycline, treatment
failed in two patients; the CSF of one of themwas cleared from A. baumannii but
it showed positive growth of Pseudomonas at the end of treatment [14••]. The
outcome was not reported in 5 patients while 32 patients were cured. Survival
was reported in 34 cases [6, 10, 11, 13, 14••, 15•, 16–19, 21] and only 5
patients died (mortality rate = 14.71%). Only two patients developed side
effects from receiving IV tigecycline, resulting in an elevation of liver enzymes
but tigecycline was continued for them on top of this side effect [14••].

Discussion

A. baumannii is a strict aerobic Gram-negative bacillus that has been increas-
ingly involved as an important cause of healthcare-associated infections and
resulted in high mortality rate reaching up to 35% depending on type of
infection and Acinetobacter strain [22]. The incidence of MDR and pandrug-
resistant A. baumannii has recently increased because of the abuse of antibiotics
and the development of various mechanisms of antibiotic resistance [23]. Post-
neurosurgical A. baumannii infection is common in healthcare settings [24].
Treatment of such infections is challenging because of the presence of antibiotic
resistance and poor penetration of antibiotics through the blood-brain barrier.

Tigecycline, a glycylcycline antibiotic, has an excellent activity against species
of MDR Gram-positive and Gram-negative bacteria including Acinetobacter
species [25]. In 2005, the US FDA approved the clinical use of IV tigecycline
for the treatment of complicated skin and skin structure infections, complicated
intra-abdominal infections, and community-acquired pneumonia. Its CNS
penetration is low (around 11%) [8] and thus, it is not currently recommended
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for the treatment of Acinetobacter-caused meningitis [2]. Polymixin use as a
therapy of healthcare-associated A. baumannii meningitis and ventriculitis was
not successful in many cases [5], and because of antimicrobial resistance
(mainly colistin and carbapenem resistance) [6, 7], IV and/or IVT tigecycline
was considered as a salvage therapy in many cases of healthcare-associated
A. baumannii meningitis and ventriculitis.

The use of tigecycline in the treatment of healthcare-associated A. baumannii
meningitis and ventriculitis was successful in most cases as detailed in this
study. Treatment failed in two patients and two patients died. Even using IV
tigecycline monotherapy was successful in treating patients with healthcare-
associated A. baumannii meningitis or ventriculitis [11, 14••], despite having
low CNS penetration [8]. Regarding safety, only two cases experienced side
effects from IV tigecycline [14••]; both cases had elevation in liver enzymes but
tigecycline was not held for them. None of the cases that received IVT tigecycline
had side effects.

Only four patients with healthcare-associated A. baumannii meningitis or
ventriculitis received high-dose IV tigecycline [6, 12, 15•, 21]. It was used in
combination with other antibiotics and all patients were cured. High-dose
tigecycline is associatedwith better outcomes comparedwith conventional dose
in non-approved indications like ventilator-associated pneumonia due to
Gram-negative MDR bacteria including carbapenem-resistant A. baumannii
[26]. In the literature, tigecycline (IV and/or IVT/IT) has been proven to be
effective for treating healthcare-associated meningitis or ventriculitis caused by
other Gram-negative and Gram-positive pathogens including Klebsiella
pneumoniae, Elizabethkingia meningoseptica, and Enterococcus faecium [27–30].

Due to its excellent effectiveness against XDR bacteria, its preservative-free
formulation, its safety profile, and limited CNS penetration, tigecycline is an
ideal candidate for IVT use. In the six patients who received IVT tigecycline for
healthcare-associated A. baumannii meningitis or ventriculitis, the dose of IVT
tigecycline ranged from 2 to 8 mg/day [6, 12, 15•, 18, 21]. Wu et al. [27]
evaluated the IVT administration of tigecycline for the treatment of MDR
bacterial meningitis caused by MDR K. pneumoniae. They analyzed the pharma-
cokinetics of tigecycline andmeasured tigecycline trough concentrations for the
three different dosages of IV and IVT tigecycline. The results of this study
showed levels of 0.313, 1.290, and 2.886 mg/L for 49 mg IV plus 1 mg IVT
q12 h, 45 mg IV plus 5 mg IVT q12 h, and 40 mg IV plus 10 mg IVT q12 h,
respectively. The highest IVT tigecycline dosage achieved the optimal trough
concentration, which was higher than the MIC for K. pneumoniae (2 mg/L).
Although the level of tigecycline in the CSF was not measured for patients with
healthcare-associated A. baumanniimeningitis or ventriculitis who received IVT
tigecycline, 4 mg/day of IVT tigecycline was sufficient in five cases. Only one
patient required a high-dose IVT tigecycline (8 mg/day) [21].

Conclusion

Post-neurosurgical A. baumannii infection is common in healthcare settings.
Treatment of such infections is challenging because of the presence of antibiotic
resistance and poor penetration of antibiotics through the blood-brain barrier.
IV and IVT tigecycline has been used successfully for the treatment of healthcare-
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associated A. baumannii meningitis and ventriculitis. IV and IVT tigecycline
might be considered in cases with healthcare-associated A. baumanniimeningi-
tis and ventriculitis when initial therapy with polymyxin fails, when polymyxin
resistance appears, and when patients develop side effects (mainly neurotoxic-
ity) from IVT/IT polymixin. However, large randomized controlled trials are
necessary to clearly evaluate the safety and effectiveness of IV and IVT tigecycline
in healthcare-associated A. baumannii meningitis and ventriculitis.
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