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SUMMARY
Brevibacteria are part of the normal flora of the skin
and adjacent structures, but have been increasingly encountered in humans as opportunistic pathogens and
have been isolated from various clinical specimens,
generally causing infections in immuno-compromised
patients.

n INTRODUCTION

T

he Brevibacterium genus contains irregular, rodshaped, Gram-positive bacteria and, until recently, they were postulated to be cutaneous saprophytes with no pathogenic ability [1]. There are
some cases of infections caused by this genus, mainly in immunocompromised patients [2-10]. The Brevibacterium genus consists of 45 different species, but
only ten have been isolated from clinical samples [1,
6, 11]. Brevibacterium casei is the species that more
frequently causes diseases [3, 5, 10, 12].
Here we report a case of bloodstream infection
with Brevibacterium casei, probably related to a
port-a-cath, in an immunocompetent woman,
with a previous history of immunosuppression.
n CASE REPORT
A 48-year-old woman with a prior history of bilateral breast cancer was subjected to surgery
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We present a case of a port-a-cath-related bacteraemia
caused by Brevibacterium casei in a woman with a prior
history of bilateral breast cancer. The clinical outcome
was favourable.
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associated with chemotherapy and radiotherapy
in 2013 and successively to annessiectomy for genetic predisposition to neoplasia. She was hospitalized on October 2015, after persistent hyperpyrexia and therapy with oral ciprofloxacin (500 mg
twice daily for twenty days), with a temporary
remission.
Five days after drug discontinuation, the patient
still had fever associated with myalgia.
At the entrance of the Emergency Unit (EU), the
objective examination highlighted skin pallor,
cardio-thoracic parameters within the limits, abdominal pain susceptible to hypogastric palpation, not superficial lymphadenopathies. She still
had a transjugular port-a-cath since the previous
chemotherapy treatment, without erythema, pus
or tenderness at the site of insertion. Chest X-ray,
abdominal ultrasound was normal and urine culture negative. The Widal-Wright serodiagnosis
was also negative. The echocardiogram showed
no signs of endocarditis. Blood for culture was
obtained from peripheral venipuncture. No blood
cultures from the port-a-cath could be performed
because of its mechanical failure.
Hematochemical analyses recorded reactive protein C 5.97 mg/dL (nv <0.5 mg/dL), hepato-renal
function and blood count within the limits. Bac-

264 B. Magi, L. Migliorini, A. Sansoni, et al.

terial positivity was reported in three out of four
peripheral venous blood cultures. The microorganism was recovered in the BacT/Alert system
blood culture bottles (bioMérieux, France) and
grown on Columbia CNA agar plates (bioMérieux,
France). The isolates appeared as Gram-positive,
club-shaped, slightly curved rods. Identification
by MALDI-TOF (bioMérieux, France) revealed a
Brevibacterium casei.
Antibiotic susceptibility results were determined
by E-test (AB Biodisk, Solna, Sweden) procedure
on Mueller-Hinton agar (Becton Dickinson, Italy). The strain was sensitive to daptomycin,
gentamicin, imipenem, linezolid, meropenem
and vancomycin, based on the Clinical and Laboratory Standards Institute (CLSI) guidelines,
applying susceptibility results to Corynebacterium species [13]. Being the blood cultures positive
for Gram-positive bacteria, an empirical therapy
with teicoplanin was intravenously administered
for a week, at an initial loading dose of 400 mg
twice on the first day (patient’s weight 50 Kg),
followed by a maintenance dose of 400 mg a day,
before susceptibility testing results. During this
time, the patient consistently recovered. Further
control blood cultures performed in the first week
of November were negative. Then, under suspicion of a port-a-cath infection, the device was removed and, on the basis of antimicrobial susceptibility data, a home therapy with linezolid (600
mg every 12 hours) was undertaken for a further
week. In the clinical surveillance during the following months, the patient constantly remained
afebrile and did not present further infectious
complications or relapses.
n DISCUSSION
Brevibacteria were described as pathogens for
the first time in 1991 when McCaughey documented the first case of central venous catheter
infection caused by B. epidermidis in a 40-year-old
man [14]. Since then, relatively few cases have
been reported with Brevibacterium spp. causing
disease in humans [10, 12].
These organisms appear to be opportunistic
pathogens, mostly involving patients with immunodeficiency or suffering from severe disease
(endocarditis, cancer, acute urticaria) [2-5, 7-10,
14-16]. Several of these patients had indwelling

foreign material (CVC), prosthetic mitral and
aortic valve, or continuous ambulatory peritoneal dialysis catheter as risk factors for infection [2-7, 9, 10, 15, 17, 18]. Indwelling foreign
material can be a risk factor for catheter-related
bloodstream infections (CR-BSI). All the reported cases were treated with a combination of various antibiotics, especially glycopeptides and
quinolones; however, catheter removal should
be the preferred concomitant treatment for B. casei associated bacteremia.
This case report is a further demonstration of how
environmental bacteria, such as the brevibacteria,
are uncommon, but important pathogens to be
considered as a cause of opportunistic infections
mostly in immunocompromised, but also in immunocompetent subjects.
The patient here reported was home-treated with
linezolid and her device removed; no recurrence
occurred in the following six months.
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