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Abstract

strains of streptococci or staphylococci.

Introduction

Infectious agents (bacteria and viruses) are considered
to be strongly linked to the development of various types
of vasculitis, and increased risk of developing vasculitis
probably occurs more often in carriers of specific genes and
those exposed to the infectious agent. The Gram positive
cocci Aerococcus viridans have infrequently been encoun-
tered as human pathogens causing bacteremia, endocar-
ditis and urinary tract infections, but it is widely distributed
in hospital environments and room air. In this article we
present a case report that is an example of development
of vasculitis associated with Aerococcus viridans infection.

Case report

A 30-year-old female patient was referred to the
rheumatological department due to L (grade 1) fever,
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the identification of its potential role in human infections.
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chills and papular rash over the limbs and trunk lasting
the previous two weeks. The patient was admitted to
the Rheumatology Division of Internal Medicine Shere-
i-Kashmir Institute of Medical Sciences with clinical
suspicion of vasculitis. The patient had a history of hos-
pital admission three weeks ago for hemorrhoidectomy
and received ofloxacin ornidazole for five days in the
post-operative period in addition to diclofenac for a few
days. Investigations revealed a white blood count (WBC)
of 21.7 x 10%/l with 81% of neutrophils and 10.8% of lym-
phocytes, amount of platelets 339 x 10%/|, hemoglobin
concentration was 11.7 g/dl and erythrocyte sedimenta-
tion rate (ESR) was 60 mm/h, serum fasting and post-
prandial glucose was normal and urine test (overall and
the sediment) was normal.

Blood culture showed growth of Aerococcus viridans
sensitive to levofloxacin, imipenem, piperacillin/tazo-

Address for correspondence

Ashaq Hussain Parrey, Shere-i-Kashmir Institute of Medical Sciences, Srinagar, India, e-mail: chogalpora@gmail.co

Submitted: 4.10.2016; Accepted: 7.12.2016

Reumatologia 2016; 54/6



Aerococcus viridans infection presenting as cutaneous vasculitis in an immunocompetent patient 319

bactam and amoxicillin/clavulanate. Histopathological
assessment of skin biopsy revealed thrombi occluding
the lumen of small vessels and neutrophilic infiltrates,
with scanty nuclear dust.

Additional laboratory tests were performed and the
results were as follows: CANCA — negative, pANCA — neg-
ative, antinuclear antibodies (ANA) — negative, 24 hour
urinary protein — 170 mg/day, kidney function tests and
liver function tests were normal. There was not revealed
infection of hepatotrophic viruses such as HCV or HBV.
Also the HIV test was negative.

Transesophageal echocardiography was normal with
no signs of infectious endocarditis. Chest X-ray and ul-
trasound of the abdomen were normal.

Diagnosis of cutaneous vasculitis associated with
infection of Aerococcus viridans was established. The
Chapel Hill Consensus Classification from 2012 did not
clearly indicate such type of vasculitis; therefore it was
considered single organ vasculitis — SOV (cutaneous
vasculitis) or vasculitis associated with systemic dis-
ease or probable etiology indicating Aerococcus viridans
infection as a potential causative agent.

The patient was managed with piperacillin with tazo-
bactam for two weeks, the skin lesions disappeared, and
the patient has stopped having a fever (Figs. 1and 2).

Discussion

Aerococcus viridans is frequently isolated as a com-
mon airborne organism in hospital environments and
as a marine organism causing a fatal disease in lobsters
[1]. It was first described as a potential human pathogen
in 1967 [2]. In humans, aerococci can be found in a very
small number as indigenous inhabitants in the upper
respiratory tract and on the skin of normal persons [3].
This organism is generally saprophytic and has rarely
been encountered as a human pathogen [4-6]. There
are case reports of urinary tract infection with bacte-
remia and endocarditis caused by Aerococcus viridans
[7, 8]. Since Aerococcus viridans is usually recognized as
susceptible to penicillin, the treatment protocol for aero-
coccal infection is generally started with penicillin or its
derivates [9].

Summary

Even though Aerococcus viridans is rarely associated
with human infections, it is a potential causative agent
of bacteremia, and can cause urinary tract infection and
rarely endocarditis. In the described patients the vascu-
litis was confirmed by skin biopsy and the success of
introduced targeted antibiotic therapy confirms such
a diagnosis.

Fig. 1. Patient’s hand and feet showing cutane-
ous papules on fifth day of treatment.

Fig. 2. Patient’s hands after two weeks of treat-
ment. Note: The picture baseline was taken on
the fifth day of antibiotic treatment when two
blood culture reports revealed growth of Aero-
coccus viridians but not at the initial presenta-
tion when cutaneous vasculitis was prominent.

Further investigations are needed to establish the
pathogenicity of Aerococcus viridians in immunocompe-
tent people.
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