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Abstract 
Tuberculosis remains a very important issue of global health. The extrapulmonary tuberculosis forms (TBE) can be 
observed in less than 30% of all patients suffering from this disease. Pleural tuberculosis has a nonspecific presentation, 
which may delay the diagnosis. The polymerase chain reaction (PCR) applied for the identification of mycobacterial DNA 
facilitates a quick diagnosis in pleural tuberculosis. However, when the result is negative, and the patient is co-infected 
with other pathogens, the diagnosis may be delayed. We present a case of an immunocompetent patient with pleural 
tuberculosis and concomitant Flavimonas oryzihabitans bacteriemia, who was successfully treated with anti-tuberculosis 
treatment and antibiotic. 
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1 Introduction 

Tuberculosis remains a very important issue of global health. The extra-pulmonary tuberculosis forms (TBE) can be 
observed in less than 30% of all patients suffering from this disease [1]. The stage of immunosuppression influences in the 
locations of the TBE: in immunocompetent patients with greater frequency is located in the pleura, the lymphatic and the 
genitourinary systems [2], and in patients with HIV infection, lymphatic localization has been the most frequently found.  

Pleural tuberculosis has a nonspecific presentation, which may delay the diagnosis. The polymerase chain reaction (PCR) 
applied for the identification of mycobacterial DNA facilitates a quick diagnosis in pleural tuberculosis [3]. However, when 
the result is negative, and the patient is co-infected with other pathogens, the diagnosis may be delayed. We present a case 
of an immunocompetent patient with pleural tuberculosis and concomitant Flavimonas oryzihabitans bacteriemia, who 
was successfully treated with anti-tuberculosis treatment and antibiotic. 

2 Case report 

A 20-year-old female, smoker of 1 pack of cigarettes per day for the last 5 years. She lives with his brother who was 
diagnosed 10 months ago of pulmonary tuberculosis and was correctly treated with clinical and microbiological remission. 
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After the diagnosis of his brother, the patient underwent a tuberculin test, which was negative, and a chest x-ray that was 
informed as normal; in this setting primary chemoprophylaxis with isoniazid for 3 months was indicated but the patient 
refused to initiate the treatment. She experienced left pleuritic chest pain and profuse night sweats for one week, and 
decided to visit the Emergency department. Upon arrival her blood pressure was 110/80 mmHg, heart rate was 80/min, 
respiratory rate was 18/min, and body temperature was 37.1ºC. A physical exam revealed decreased breathing sounds and 
vocal vibrations at the base of the left lung field. Laboratory findings were as follows: white cell count 5680/µL, 
proportion of neutrophils 62%, proportion of lymphocytes 28%, platelet count, hemoglobin and renal function were 
normal, and C-reactive protein 7.3 mg/dl. Chest radiography (see Figure 1) disclosed a left pleural effusion and diagnostic 
thoracentesis was performed. Pleural effusion samples were obtained and cell counting, biochemistry, pH evaluation, 
gram staining, acid-fast staining, M. Tuberculosis culture, TB PCR-Xpert MTB-RIF, and cytology were performed. The 
findings indicated lymphocyte predominance and revealed a turbid exudate (quotient lymphocytes/polymorphonuclear 
2.9) with normal pH; high ADA (60 U/l), bacterial culture, cytology, PCR-Xpert MTB-RIF and M. tuberculosis culture 
were negative. The patient exhibited high fever so blood cultures were performed and empirical antibiotic treatment with 
piperacillin-tazobactam and gentamicin was initiated. Days later, Flavimonas oryzihabitans was detected in the blood 
culture susceptible to ciprofloxacin, aminoglycosides, ceftazidime and piperacillin-tazobactam. The antibiotic treatment 
was modified to ciprofloxacin and 14 days were completed. The human immunodeficiency virus screen test was negative, 
and the CD4/CD8 ratio was 1.74 (normal). Because of the persistence of pleural effusion and intermittent fever, a pleural 
biopsy was performed and the samples were sent to the pathology and microbiology departments. Fibrosis was informed 
and the culture for Mycobacterium tuberculosis was found to be positive. Anti-tuberculosis treatment was initiated with 
Isoniazid, rifampin and pyrazinamide for 2 months, and later with isoniazid and rifampicin for 4 months with a favorable 
clinical and radiological outcome (see Figure 2). 

  

         Figure 1. Left pleural effussion                  Figure 2. Minimal left pleural effussion 

3 Discussion 

We described a bacteremia caused by Flavimonas oryzihabitans in a patient with pleural tuberculosis. This co-infection 
was already described in a single occasion [4], although in that case the immunity mediated by T cells was altered, this does 
not happened in our case in which the CD4/CD8 T lymphocytes relationship was normal. This is the second case described 
in the literature in which an association of pleural tuberculosis and bacteriemia by Flavimonas oryzihabitans is found; 
perhaps this association should be examined.  

Pseudomonas oryzihabitans, previously known as Flavimonas oryzihabitans is a gram-negative bacillus, positive catalase, 
and negative oxidase included in the Ve-2 CDC (Centers for Disease control and Prevention).  
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Initially this microorganism was isolated in samples of wounds, abscesses, tissues, body fluids and hospital equipment, 
without being considered pathogen until 1977 when the first case of infection by this microorganism was reported [5]. 
Numerous cases of infections have been collected in the literature, especially in patients with intracorporal devices, after 
aggressive maneuvers (surgery, dialysis, invasive explorations) [6-8], in immunocompromised patients (hematological 
disorders, aids, renal failure, malignancy, corticotherapy, cirrhosis) [6-8] and especially in hospital environment. 

In our case, the epidemiological history of the patient, the persistence of fever and the pleural effusion, spite of the 
antibiotic treatment, forced us to make other studies in order to rule out the presence of pleural tuberculosis. This diagnosis 
must be considered in any patient with a pleural effusion with a non-eosinophilic lymphocyte exudate (< 10%) and with 
<5% of mesothelial cells. The conventional diagnosis is performed through the identification of mycobacteria in pleural 
fluid by direct staining or culture, with yields rarely higher than 50% (23%-86%), and in pleural biopsy tissue (39%-71%), 
although the findings of necrotic granulomas in the pleural biopsy is the most profitable test (51%-87,8%). The PCR 
applied for the identification of mycobacterial DNA is a rapid method for the diagnosis of pleural tuberculosis and could 
decrease the time required to identify the organism in clinical practice with a sensitivity of only 50%-70% [9]. However, it 
has been suggested that in a pleural biopsy sample the sensitivity could increase to 90 %[10]. 

In our case, the PCR and baciloscopy were negative in the pleural effusion sample and pleural biopsy, causing a delay in 
the diagnosis and in starting the treatment. We obtained a definitive diagnosis through the culture of the mycobacteria. 
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