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ABSTRACT

Introduction: Mycoplasma pneumonia is one of the most common types of pneumonia, although it is often not diagnosed due to mild clinical 

course. 

Aims: In this case study we aim to describe the importance of considering mycoplasma pneumonia in high-risk groups. 

Methods: We present the case of a 27-year-old woman admitted with pneumonia, progressing to acute respiratory distress syndrome and 

acute kidney injury. She had a prolonged stay in the ICU, requiring intubation and continuous veno-venous haemofiltration (CVVH). After 1 

month in hospital, she was discharged with full recovery.

Discussion: Mycoplasma pneumonia is a common type of pneumonia in the community, but only a small percentage of patients require 

hospitalization. Delayed treatment can result in multi-organ failure, which requires intensive care and long hospital stays. 

LEARNING POINTS

•	 Delayed initiation of proper treatment allowed our patient’s mycoplasma pneumonia to progress to acute respiratory distress syndrome 

and acute kidney injury. 

•	 The British Thoracic Society does not recommend blanket empiric treatment of mycoplasma pneumonia, although other European and 

American guidelines do, and so it is important to consider this organism in high-risk groups to prevent severe complications.
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INTRODUCTION

Mycoplasma pneumonia (MP) is the most common type of atypical community-acquired pneumonia (CAP). It typically occurs in young 

adults, in epidemics every 4–5 years [1]. Symptoms include headache, malaise, low-grade pyrexia and an unproductive cough. Our case 

demonstrates a rare example of acute respiratory distress syndrome (ARDS) and acute kidney injury (AKI) secondary to delayed treatment 

of MP. 

CASE PRESENTATION

A 27-year-old intellectually disabled woman presented to our hospital with a 3-day history of productive cough, abdominal pain, diarrhoea 

and pyrexia. She had no history of recent illness, travel or exposure to ill persons. She lived at home with her parents, and attended a workshop 

3 days a week. On review, she was alert, with a temperature of 37.6°C, respiratory rate 22, 95% oxygen saturation on room air, blood pressure 

108/94 mmHg and heart rate 127 bpm. She had bibasal crepitations on respiratory auscultation but examination was otherwise normal. Her 
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chest x-ray demonstrated bilateral consolidations (Fig. 1) and her laboratory results were: CRP 254.1, WCC 9.2, neutrophils 7.72, Hb 15.3, 

creatinine 70, Na 134, K 3.5. Her CURB65 score was 1. She was admitted with suspected CAP and given intravenous co-amoxiclav. 

Figure 1. Admission chest x-ray showing bilateral consolidation

METHODS AND PROCEDURES

The patient acutely deteriorated on day 5, with oxygen saturations of 62% on room air. Her arterial blood gases showed a pH of 7.5, PCO
2
 

4.86, PO
2
 4.0 and lactate 2.31. Her respiratory rate was 38, heart rate 152, and blood pressure 105/68 mmHg. She was transferred to the 

intensive care unit (ICU) for intubation due to lack of compliance on oxygen. A repeat chest x-ray demonstrated bilateral mid and lower lobe 

consolidation and parapneumonic effusions with the development of acute respiratory distress syndrome (ARDS) (Fig. 2). Clarithromycin 

was started for suspected mycoplasma infection on day 5, which was changed to doxycycline on day 10, after a positive mycoplasma IGM 

result. 

During her stay in the ICU, the patient developed acute renal failure, requiring two episodes of continuous veno-venous haemofiltration 

(CVVH), and a Coomb-positive haemolytic anaemia resulting in red blood cell transfusions. She improved clinically on day 20, with cessation 

of the CVVH, and was extubated on day 23, after being intubated for 18 days. She was transferred from the ICU to the ward on nasal high-

flow oxygen at 50%, no longer requiring oxygenation by day 26. She completed a 14-day course of doxycycline. She was discharged after 1 

month, and was much improved in clinic after 2 months, with follow-up chest x-ray showing interim improvement with bilateral ground-glass 

opacification (Fig. 3).

Figure 2. Chest x-ray in the ICU demonstrating the development of acute 

respiratory distress syndrome 

Figure 3. Follow-up chest x-ray showing interim improvement with bilateral 

ground-glass opacification
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DISCUSSION

Mycoplasma pneumonia is a common type of CAP, contributing to around 10–30% of cases[2]. The clinical course is usually mild, although 

around 10.9% of patients admitted with MP required mechanical ventilation and 3–4% developed ARDS[2]. British Thoracic Society 

guidelines for CAP do not recommend empiric cover for atypical organisms, since covering empirically for MP in all cases was considered 

inappropriate[1]. The European Respiratory Society recommends using oral amoxicillin plus clarithromycin to cover for atypical organisms 

in patients with CURB65 scores greater than or equal to 2[4]. The European CAP Guidelines recommend that inpatients are treated with 

amoxicillin plus a macrolide[5], as do The Infectious Diseases Society of America/American Thoracic Society Consensus Guidelines[6]. 

CONCLUSION

Our patient was admitted with bilateral pneumonia of unknown pathogenicity, and quickly deteriorated on broad spectrum antibiotics, 

requiring intubation and ICU treatment. Due to delayed initiation of proper treatment, her infection progressed to include AKI and haemolytic 

anaemia. Adoption of a more comprehensive clinical approach to antimicrobial therapy as suggested by European CAP guidelines in patients 

at high risk of atypical pneumonia may result in better clinical outcomes for such patients. 
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