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Abstract

Introduction: Osteomyelitis and other vertebral infections secondary to Parvimonas micra infection are rare but should be 
considered in patients with an immunocompromised state or recent dental infection. We present a case of Parvimonas micra discitis 
and osteomyelitis with discussion of diagnostic workup and treatment guidelines. 

Case report: We report the case of a 57-year-old female with a history of chronic back pain and severe spinal stenosis who 
presented with worsening lower back pain found to have infection with Parvimonas micra after bone biopsy and disc aspiration. 
Surgical intervention was not performed due to the lack of neurological deficits and low likelihood of acute infection. The patient 
was treated with intravenous vancomycin and ceftriaxone, with subsequent oral antibiotics. 

Discussion: Parvimonas micra is an anaerobic, gram-positive cocci that commonly resides in the oral cavity, gastrointestinal 
tract, and respiratory tract. When deciding how to treat vertebral osteomyelitis it is important to discern if the patient has clinical 
signs of neurologic deficits. This is true because the presence of neurologic deficits may elucidate the need for surgical intervention. 
Finally, reiterating the importance of considering patient risk factors and socioeconomic status for tailoring treatment regimen.

Introduction
Osteomyelitis is an infection of the bone. Osteomyelitis 

generally arises hematogenously or via conterminous infection. 
Moreover, osteomyelitis is classified as acute which generally arises 
within 2 weeks of the infection which presents with inflammatory 
bone changes. Chronic osteomyelitis typically manifests itself 
after 6 weeks from the initial infection. The hallmark of chronic 
osteomyelitis is bone destruction. The pelvis, clavicle, long bones 
and vertebrae all stand as common locations of osteomyelitis. 
Common causative organisms include Staph Aureus, Candida, 
Pseudomonas, and naturally occurring oral flora. The causative 
agent may correlate with patient behavior. For example, people 
who inject IV drugs and contaminate the needle with oral saliva 
before puncturing the skin may be present with osteomyelitis due 
to oral bacterial flora. Patients who are bitten by animals tend to 
get cellulitis in the hand or proximal to where the puncture wound 
occured. In summary, osteomyelitis can present itself in a myriad 
of ways.

Case Report
A 57-year-old female with a past medical history of chronic 

back pain and severe L3-L5 spinal stenosis, presented to the  

 
emergency department with acute-on-chronic lower back pain. The 
patient’s medical history also included newly diagnosed hepatitis C 
virus infection, alcoholic fatty liver disease, polysubstance abuse, 
alcohol use disorder, COPD, and hypertension. The patient reported 
an extensive history of lower back pain that was progressively 
worsening over the past several weeks. Physical examination was 
significant for paravertebral tenderness, reduced range of motion 
and ambulation secondary to pain, and clonus of the bilateral lower 
extremities. No neurological deficits were found on the exam. On 
presentation, the patient had mild leukocytosis, but laboratory 
results were otherwise unremarkable. Imaging performed in the 
ED was suggestive of discitis and osteomyelitis of the L2-L3 lumbar 
spine (Figure. 1). Neurosurgery evaluated the patient and did not 
recommend surgical intervention at that time. Magnetic resonance 
imaging (MRI) of the lumbar spine revealed inflammatory changes 
of discitis osteomyelitis at the level of L2-L3, with signs of early 
osteomyelitis at L4-L5 (Figures. 2 & 3). A bone biopsy of the lumbar 
spine and aspiration of the intervertebral disc was performed by 
Interventional Radiology. Although the bone biopsy was negative 
for organisms, cultures of the aspiration from the intervertebral 
disc was positive for Parvimonas micra. Blood cultures showed no 
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growth to date. Upon additional questioning, the patient reported 
having a toothache for the past several weeks and was not able to 
seek proper dental care. Further investigation of the oral cavity 
identified a right upper molar infection. During admission, the 
patient was treated with intravenous vancomycin and ceftriaxone. 

She was then transitioned to two weeks of oral ampicillin-
sulbactam, followed by an additional two weeks of oral amoxicillin 
and clavulanic acid to ensure complete clearance of the infection. 
The patient showed improvements in mobility and pain and was 
stable for discharge after 12 days of hospitalization. 

Figure 1: X-ray of Vertebral Spine.

Figure 2: CT of Vertebral Spine.

Figure 3: MRI of Vertebral Spine.

Discussion 
Parvimonas micra is an anaerobic, gram-positive cocci that 

commonly resides in the oral cavity, gastrointestinal tract, and 
respiratory tract [1]. This microorganism typically presents in 

patients with dental abscesses, those who contamine intravenous 
needles with oral saliva prior to injection, and immunocompromised 
individuals. In this case presentation, the patient had poor dentition 
and a known history of intravenous drug abuse. A combination 
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of these risk factors could have likely been the source of discitis 
and osteomyelitis caused by Parvimonas micra infection. The 
causative agent of the patient’s infection, Parvimonas micra is an 
anaerobic gram-positive cocci that commonly resides in the oral 
cavity, gastrointestinal tract, or respiratory tract [1]. Patients with 
dental abscesses and those who contaminate IV needles with oral 
saliva before injection should be considered at risk for contracting 
a Parvimonas infection. Our patient had poor dentition as well as 
a known history of IV drug use. Both of which could have been 
the source of the Parvimonas micras infection in her vertebrate. 
Vertebral osteomyelitis is usually the result of hematogenous 
spread, which further bolsters our initial thought that the 
Parvominas infection in this patient originated from an outside 
source [2]. When deciding how to treat vertebral osteomyelitis it 
is important to discern if the patient has clinical signs of neurologic 
deficits. This is true because the presence of neurologic deficits may 
elucidate the need for surgical intervention [3].

Our patient did not show signs thus we decided that surgical 
intervention was not merited. We instead opted to opt for a 
CT-guided needle biopsy in order to determine the causative 
agent and subsequently treat with appropriate antibiotics. 
Standard treatment for vertebral osteomyelitis usually consists 
of antibiotics for 6 weeks [3]. The extended treatment protocol 
made our antibiotic regime more complex. Furthermore, our 

patient’s socioeconomic status and prior history of IV drug use 
prompted us to minimize the amount of time that the patient 
would receive antibiotics intravenously. As a result, the Infectious 
Disease Team was consulted and recommended a switch to per 
oral medications after the IV Zosyn course was completed [3]. This 
case illuminated the importance of considering patient risk factors 
and socioeconomic status for antibiotic treatment. Furthermore, 
doctors should consider examining patient history when trying to 
identify the source of a Parvimonas infection. Our patient had two 
possible key risk factors which may have been the cause of the rare 
bacterial infection.
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