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Abstract

Bacteremia is a known complication of long-term central venous

catheters and one of the most common reasons for removal. Usu-
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ally, the infection happens after contamination from the skin during
handling and rarely from the environmental organism. Roseomonas
gilardii is a non-fermentative, oxidative Gram-negative coccobacillus.

Roseomonas has been described in the literature as a rare opportunis-
tic pathogen to cause bacteremia in the immunocompromised host.
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Herein, we report the case of a 67-year-old male who presented to
ER with fever, nausea, and vomiting. He has been diagnosed with Ro-

seomonas gilardii bacteremia from port infection in a small community
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Introduction

Roseomonas genus is pink pigmented, non-fermentative
Gram-negative coccobacilli (Figure 1). Initially reported in the
1980s and used to be called pink coccoid groups [1]. Rihs et
al. named genus Roseomonas in 1993 [2]. Infection in humans
is not commonly reported, but Roseomonas has been isolated
from blood associated with central venous catheters. The litera-
ture review also showed infrequent association with peritonitis,
cellulitis, septic arthritis, and osteomyelitis [3-5]. Roseomonas
usually have low pathological potential and mostly cause infec-
tion in immunocompromised individuals. Clinical significance of
the organism is uncertain as Struthers et al. reviewed data of 35
patients, and only 60% of all the isolates were found to be asso-
ciated with clinically significant primary or secondary infections
[6]. Here we report a case of bacteremia likely associated with
Medi port infection in a patient with colon cancer.

hospital.
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\\Figure 1: Roseomonas genus. j




| Images Med Case Rep. 2022; 3(3): 1744.
o

™
’ Citation: Hussain A, Hussain M, Aron U, Tahir H. Roseomonas gilardii bacteremia: A case report and literature review. J Clin )

J

Case presentation

A 67-year-old black male presented to ER with a 2—3-day his-
tory of nausea and vomiting. On arrival in the ER, he had a fever
of 101°F. Past medical history is significant for adenocarcinoma
of the colon, on chemotherapy, status post colostomy, diabetes
mellitus, and chronic kidney disease stage Illb. The last dose of
chemotherapy was three weeks ago. He did have diarrhea that
is chronically present with a colostomy but no abdominal pain
or any symptoms of urinary tract infection. The initial clinical
exam in the ER was unremarkable. Blood workup showed leuko-
cytosis of 14 K/uL, creatinine increased from baseline 2.7 to 3.4
mg/dL, and urine analysis showed 20-50/HPF RBC and 20-50/
HPF WBC. Blood cultures were obtained. The patient received
sepsis treatment in the ER with intravenous fluids and antibiot-
ics (Ceftriaxone), but he did not want to stay in the hospital and
was discharged on oral antibiotics. Two days later, the patient
presented with the same symptoms except that he was afebrile
now. Leukocytosis 15.7 k/uL was present, and creatinine was
even higher, 3.7 mg/dL now. He was started on intravenous
fluids and admitted for acute kidney injury and dehydration.
On day 5, 1 of his blood culture grew Gram-negative rods. We
initiated Ceftriaxone 2 G every 24 hours. On day 7, the Gram-
negative rods were identified as Roseomonas gilardii. Ceftri-
axone was discontinued, and he was started on meropenem.
No source of infection was identified except Medi Port, and we
consulted Infectious disease for further recommendations. Re-
peat cultures were obtained and already showed no growth.
During the hospitalization, the patient showed significant im-
provement in clinical status. His laboratory data also improved.
He was on a regular diet, tolerated it well, and remained afe-
brile. Infectious Disease recommended a 14-day course of me-
ropenem and did not recommend removing Medi port as the
patient was already improved and repeat cultures showed no
growth. After getting the midline, the patient was discharged
home for a 14-day course of meropenem. On chart review after
two weeks, the patient has completed antibiotics, his creatinine
has improved, and back to his baseline functioning.

Discussion

Roseomonas is a rare pathogen, and clinical significance is
unknown due to the rarity of the infections. Wang et al. studied
20 patients between 2000 and 2010 that had positive blood cul-
tures with Roseomonas species. Catheter-related blood stream
infection is one of the common presentations, and malignancy
is as most frequent comorbid condition as reported in our case.
They also concluded that the bacterium could cause infection
in both adults and children irrespective of immune status [7].
Other common debilitating factors were chronic kidney disease,
diabetes mellitus, ulcerative colitis, and cystic fibrosis. Most of
the reported cases are opportunist infections, but in a retro-
spective review of 20 patients, 30% of the infections occurred
in immunocompetent patients. Another feature of this organ-
ism is slow growth, which often takes 4-5 days to show positive
blood cultures. Most of the reported data showed only 1 of the
culture bottles showed any growth [6-8].

Dé et al. treated 36 patients with Roseomonas, and fever was
the most common presenting symptom; 44% of infections were
caused by more than one pathogen, and only 5 of these cases
required removal of central venous catheter [9]. Our patient

presented with fever, and at the end of treatment, we did not
remove his Medi port due to improvement in his clinical condi-
tion and clearance of bloodstream infection. Our patient also
had more than one pathogen in the only positive culture, and it
was Gram-positive cocci which could not be isolated to identify.

The antibiotic susceptibility pattern of Roseomonas has
been consistent with as reported in the literature. Rihs et al.
tested the susceptibility of all 43 strains of bacterium against
26 different antibiotics, and only three antibiotics (amikacin,
gentamycin, and imipenem) showed activity against all. Rihs
also found that these strains were resistant to newer genera-
tion cephalosporins, cefotaxime, and ceftazidime [2]. Singal et
al. are also reported resistance to trimethoprim/sulfamethoxa-
zole, ceftazidime, and piperacillin/tazobactam and sensitivity to
ceftriaxone, gentamicin, amikacin, doxycycline, ciprofloxacin,
aztreonam, and meropenem [9]. We did not have data on anti-
biotic susceptibility, and we chose to treat our patient with me-
ropenem as documented in most of the literature. Although the
infections occur in the immunocompromised hosts, the mortal-
ity is relatively low, and most patients recover completely.

Conclusion

Roseomonas gilardii is a rare opportunistic pathogen that
can cause true infection, mainly in immunocompromised indi-
viduals. This organism should be considered in Gram-negative
septicemia in debilitated patients as a possible differential. Phy-
sicians should also consider the characteristics of R. gilardii due
to its multi-drug resistant potential and slow to grow nature.
This also highlights the importance of waiting for the final iden-
tification of organisms as well as susceptibility to antibiotics be-
fore discharging immunocompromised patients.
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