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A Case  ofPropionibacterium acnes Spinal 
O s l e o m y e l i t i s  

Propionibacterium acnes, previously known as 
Corynebacterium aches or Corynebacterium par- 
vum, is a pleomorphic, gram-positive anaerobic or 
microaerophilic organism often recovered from 
epithelial surfaces of humans (1). Propionibac- 
terium acnes has also commonly been isolated 
from blood cultures, most often as a contaminant. 
In the past the organism has been thought to have 
no intrinsic pathogenicity for humans although 
there have been some reports of infections due to 
Propionibacterium acnes, particularly in patients 
with vascular and orthopedic prosthetic implants 
(2-6). In addition, it has been isolated from 
wound infections as part of a mixed flora, and may 
play a sigmficant role in the pathogenesis of acne 
(7). In this report we describe a case of spinal 
osteomyelitis caused by Propionibacteriurn aches. 

A 23-year-old woman with known mitral valve 
prolapse and aortic regurgitation (Marfan-like 
syndrome) and anamnestic evidence of strep- 
tococcal endocarditis (three years earlier) was ad- 
mitted to our unit because of intermittent, low- 
grade fever with chills and malaise. A change in 
heart murmur was documented and echocardio- 

graphy showed an increase in the pre-existing aor- 
tic regurgitation. Three blood cultures were per- 
formed, and in one case Propionibacterium acnes 
was isolated. A four-week course of teicoplanin 
(400 mg/day i.v.) was administered according to in 
vitro sensitivity tests to treat the presumed endo- 
carditis. Therapy was apparently successful and 
the patient was discharged and remained well for 
a period of three months, after which she de- 
veloped increasing non-radiating lower back 
pain, and low-grade fever with ESR values of 
70 mm/h and normal WBC and differential. The 
patient was readmitted to hospital. A first X-ray 
did not identify bone lesions but subsequent 
tomographic scan and radionuclide studies were 
indicative of a spinal osteomylitis at L3-L4. A 
cytologic examination of two different fine- 
needle biopsies, performed under X-ray guide, 
revealed the exclusive presence of granulocytes, 
while Propionibacterium acnes was isolated from 
both specimens. The same microorganism was 
present in all of 6 blood cultures, but growth was 
slow and required 12 days' incubation. A six-week 
course of antimicrobial therapy with rifampicin 
(900 mg/day by i.v. infusion) plus trimethoprim- 
sulfamethoxazole (160-800 mg b.i.d, po) was 
completed and followed by three courses of a 
three-week oral treatment (same drugs and 
dosages), separated by one-week intervals. Ther- 
apy was well tolerated by the patient and resulted 
in defervescence within 48 hours, progressive de- 
crease of lumbar pain and normalisation of ESR 
in 28 days. Two years after presentation the 
patient was symptom-free, had a normal range of 
movement in her lumbar spine, and radiological 
evidence showed almost complete recovery with 
chronic sclerosis of the anatomic lesion. 

Propionibacterium acnes is an uncommon cause 
of osteomyelitis, and as it is a component of nor- 
mal skin flora, establishing its pathogenicity may 
be difficult. Further difficulties derive from the 
prolonged incubation time needed (range 5 clays 
to 2 weeks) for identification (1). Most bone infec- 
tions previously ascribed to Propionibacterium 
acnes or Propionibacterium sp. were associated 
with surgical or invasive procedures (1-6), and 
Propionibacterium acnes was rarely isolated in 
pure cultures (1-3, 8). In a recent review of the 
literature (3) it was reported that, among 17 
patients affected by osteomyelitis, four had spinal 
osteomyelitis and in two a surgery-related pre- 
disposing condition was present. Our patient was 
untypical as most of the previously described cases 
have been diagnosed in men. Furthermore, she 
developed osteomylitis without invasive proce- 
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dures having been performed or prosthetic 
devices implanted, nor  did she present  predispos- 
ing factors such as compromised immune defen- 
ces or cort icosteroid therapy; and finally, Pro- 
pionibacterium acnes was isolated in pure cultures 
both from the bone site of  infection and from 
blood. Our therapeutic  choice was based on sen- 
sitivity tests per formed (both antimicrobial agents 
Were active on the isolated strain), on in vitro- 
demonstrated synergism of  rifampicin and 
tr imethoprim (9, 10), on favourable pharmaco- 
kinetics of both drugs (11,12) and on the bet ter  ac- 
ceptability of long-term oral therapies. The 
paucity of data concerning the optimal t reatment  
of these rare infections as well as discrepancies in 
the antibiotic choices among the repor ted cases 
(1-6, 8), show there is a need for new therapies to 
be investigated. The results obtained in the case 
presented here  show this therapeutic  regimen to 
be an interesting possibility in the t reatment  of in- 
fections due to Propionibacterium acnes. This or- 
ganism must be regarded as a potential  pathogen 
Whose presence (particularly when isolated in 
large quantities or in multiple specimens) should 
be correlated with the clinical situation and taken 
into consideration when the appropriate  ther- 
apeutic decision is made. In our  opinion, consider- 
ing the results obtained in the t rea tment  of os- 
teomyelitis due to o ther  bacteria (unpublished 
results), the same therapeutic  regimen could also 
be considered a possible alternative to more clas- 
sical antibiotic therapies in the t reatment  of os- 
teomyelitis due to bacteria o ther  than Propioni- 
bacterium acnes. 
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A Case  o f  Biliary Tract Infec t ion  Caused  by 
Haem oph ilus para in f lu  enza e 

Haemophilus parainfluenzae is a commensal  of 
the oropharynx and has been isolated from throat  
and lower respiratory tract. Occasionally, this or- 
ganism has been identified as the causative agent 
of genital and neonatal  infections, meningitis, en- 
docarditis, cutaneous abscesses, urinary tract in- 
fections, and septicemia (1, 2). During the last few 
years, Haemophihts parainfluenzae has been  
described as the causative agent of two liver 
abscesses. One case was repor ted in a 26-year-old 
Nigerian student in Great  Britain (3) and a second 
in a 12-month-old boy in the USA (1). 

To our  knowledge, there  have been  no previous 
reports of biliary tract infections caused by 
Haemophilus parainfluenzae. This report  
describes one such case, and discusses the patho- 
genesis of  the infection. 


