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CLINICAL VIGNETTE

A Rare Case of Parvimonas Micra Bacteremia
Stephen C. Ross, MD
Parvimonas micra is a gram positive anaerobic bacteria that is
found in patients with chronic periodontal disease. It is often
associated with mixed anaerobic infections in abdominal
abscesses. It has been reported rarely as a sole pathogen in
septic arthritis, osteomyelitis and discitis associated with dental
procedures. The following case illustrates P. micra as a cause
of bacteremia.

There are many reports of P. Micra bacteria causing bacteremia
in immune suppressed patients and in patients with underlying
cancers. A patient with esphogeal cancer and P. Micra bacteria
was published in 2016.1 In 2017, a patient with head and neck
cancer and oral mucositis was reported.2 These cases identified
either oral trauma or oral mucosal disease that led to release of
the Parvimonas bacteria into the bloodstream.

Case

Besides cancer other underlying medical conditions can lead to
P. Micra bacteremia. A 42 year old man with a mitral valve
replacement developed P. Micra bacteria after a dental extract
with appropriate prophylactic antibiotics.3 In 2018, a case of
delayed P. Micra bacteremia following ERCP for
choledocholithiasis was reported.4

A 72-year-old man with hypertension developed abdominal
pain, night sweats, chills and low-grade fever (99F). He had two
weeks of symptoms before presenting for evaluation. Pertinent
physical findings were left sided abdominal tenderness without
organomegaly. Labs showed a white count of 19,840 with
elevated neutrophils and elevated ESR of 37. He had borderline
elevated alkaline phosphatase and ALT and a normal urinalysis.
He was diagnosed with probable gastroenteritis and started on
levofloxacin for 10 days. After 7 days he returned and stated
that his symptoms were better with decreased abdominal pain,
night sweats and chills. He continued to have a decrease
appetite. Follow up labs showed white blood cell count had
decreased to 13,830. His alkaline phosphatase increased to 243
and ALT increased to 79. His ESR decreased to 33 but
procalcitonin was high at 173. CT scan of the abdomen and
pelvis identified new multifocal intrahepatic portal venous
thrombosis. Hematology and infectious disease concluded his
portal vein thrombosis was suspicious for antiphospholipid
syndrome with elevated B2 glycoprotein IGM (greater than
150). After completion of a course of oral levofloxacin, his
fever increased to 102.5 and he was admitted and started on
imperic piperacillin/tazobactam. Several blood cultures were
positive for Parvimonas Micra bacteria. His fever resolved on
parenteral antibiotics and he was discharged on a 2-week course
of ciprofloxacin 500 mg twice per day and metronidazole 500
mg three times daily. The patient completely recovered form P.
Micra bacteremia. He is still being followed for intrahepatic
portal venous thrombosis and antiphospholipid syndrome.
Discussion
This patient represents an unusual presentation of P. Micra
bacteremia. After the diagnosis was established, the patient
acknowledged aggressive dental hygiene with deep brushing of
his gums and teeth. This may have been the source of his
bacteremia.

My patient had P. micra bacteremia without any underlying
malignancy, valvular heart disease or immunocompromised
condition. The presumptive cause for his septicemia was
vigorous teeth cleaning. This is the first report of such a cause.
This patient also developed portal vein thrombosis. Although it
was not clear if this was related to his P. micra septicemia, the
literature suggests a correlation. A 2016 case reported P. Micra
bacteremia in a 62 year old male with cholecystitis complicated
by pyelophlebitis.5 In 2019 an 85 year old male with P. Micra
bacteremia with severe periodontal disease was complicated by
septic pulmonary emboli. 6 My patient’s portal vein thrombosis
may have contributed to his P. micra bacteremia.
Summary
This 72-year-old man with Parvimonas micra bacteremia was
successfully treated with ciprofloxacin and metronidazole. He
was unique in that he no other significant chronic underlying
medical conditions, but had portal vein thrombosis which may
be associated with P. micra bacteremia.
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