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CASE REPORT

Severe disseminated Veillonella parvula 
infection including endocarditis, bilateral psoas 
abscess, discitis, and osteomyelitis but sparing 
spinal and hip prostheses: a case report
Tobias Richards*  , Juan Stephen and Chok Lin Lui 

Abstract 

Background:  Veillonella species are an opportunistically pathogenic commensal anaerobic Gram-negative coccus 
commonly found in the oral, genitourinary, respiratory, and intestinal tract of humans and some animals. Infection is 
rare, even in immunocompromised hosts, and has been identified to cause a wide array of different infections, includ-
ing endocarditis, osteomyelitis, and meningitis.

Case presentation:  An 82-year-old Caucasian male retired ex-gymnast presented to the emergency department 
with a 2-week history of acute on chronic lower back pain without clear precipitant. He displayed no systemic symp-
toms, and had not sustained any recent injuries. Initial blood and radiological investigation did not reveal an infective 
or mechanical cause for his pain; however, a few days into admission, he developed a fever and signs of sepsis. A 
thorough septic screen was performed, including a spinal magnetic resonance imaging scan, which did not reveal 
any abnormalities. Blood cultures revealed Veillonella parvula bacteremia, with subsequently repeated magnetic 
resonance imaging displaying rapid disseminated infection including bilateral psoas abscess, discitis, and osteomyeli-
tis. Infective endocarditis was later identified with echocardiogram. He received intravenous ceftriaxone and later oral 
amoxicillin and clavulanic and recovered on 6-month follow-up.

Conclusions:  This case illustrates the potential pathogenicity and unexpected rapid course of Veillonella parvula 
infection even in an immunocompetent host presenting with back pain. This case highlights the critical importance 
of a thorough septic screen when investigating patients for early signs of sepsis.
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Introduction
Veillonella parvula is a commensal anaerobic Gram-neg-
ative coccus commonly found in the oral, genitourinary, 
respiratory, and intestinal tract of humans and some ani-
mals [1]. Veillonella species are a rare cause of serious 
infections, including meningitis, osteomyelitis, prosthetic 

joint infections, pleuropulmonary infection, endocardi-
tis, and bacteremia [1–3]. Veillonella species produce an 
endotoxic lipopolysaccharide with capacity for oppor-
tunistic infections in immunocompromised hosts [4, 5]. 
While Veillonella species have been identified as causing 
a wide array of different infections, disseminated infec-
tion is rare especially in combination with spinal infec-
tion [6]. Three species of Veillonella have been reported 
to cause human infections, including Veillonella  atyp-
ica, Veillonella  dispar, and Veillonella  parvula [7]. We 
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present a rare case of a patient with disseminated Veil-
lonella parvula infection that included evidence of bac-
teremia, infective endocarditis, bilateral psoas muscle 
abscesses, thoracic vertebral discitis, epidural phlegmon, 
and tibial plateau osteomyelitis without involvement of 
the patient’s bilateral hip prosthesis and spinal metallic 
fixation devices. This report is unique as it describes the 
pathogenic capacity of Veillonella species, and how this 
was investigated and successfully treated. This case is an 
important contribution to the developing knowledge of 
Veillonella species and will assist clinicians in the investi-
gation and management of patients with identified infec-
tions with this pathogen.

Case presentation
An 82-year-old Caucasian male retired ex-gymnast 
from home presented with a 2-week history of acute 
on chronic lower back pain without a clear precipitant. 
The pain was exacerbated when weight-bearing, caus-
ing the man to collapse to the floor in pain. There were 
no associated fevers, sweats, or neurological symptoms. 
The patient’s past medical history included spinal osteo-
arthritis with an L2–S1 decompression laminectomy and 
fusion with transpedicular screws and spinal rods last 
revised in 2008, C4–C5 decompressive laminectomy and 
anterior cervical discectomy and fusion in 1992–1994, 
and bilateral hip replacement in 2005. The patient’s pain 
was managed by his general practitioner, he was taking 
pregabalin 150 mg twice a day, buprenorphine patch 5 mg 
per hour weekly, and codeine 30 mg for pain flares. There 
was no history of recent dental procedures, infections, 
or other surgeries. There was no history of immunode-
ficiency or corticosteroid use. The patient was a lifelong 
nonsmoker and drank up to two standard drinks of alco-
hol occasionally on weekends.

On physical examination in the emergency depart-
ment, his vital signs were unremarkable, with heart rate 
90 beats per minute, blood pressure 135/70 mmHg, res-
piratory rate of 16 breaths per minute, oxygen satura-
tion of 96% on room air, and temperature of 36.5 °C. On 
palpation, he was moderately tender generally at the L4 
and L5 vertebrae, and unable to complete a straight leg 
raise owing to pain when raising his leg. There were no 
remarkable neurological, respiratory, or cardiac find-
ings. On assessment in the emergency department, his 
full blood count (white cell count 9.0 × 109/L), C-reac-
tive protein (CRP; < 0.7 mg/L), and renal function blood 
tests were within normal limits and unremarkable. A 
computed tomography scan (CT) of the thoracolumbar 
spine demonstrated advanced degenerative changes. He 
was admitted under the geriatric team for analgesia and 
allied health assessment with a provisional diagnosis of 
acute on chronic flare in degenerative osteoarthritis. Two 

days into his admission, a septic screen was performed 
when he spiked a temperature of 38  °C and exhibited 
tachycardia of 112 beats per minute and hypotension 
of 90 mmHg systolic. His blood tests revealed a CRP of 
279 mg/L with a white cell count of 9.2 × 109/L, and the 
patient was commenced on empirical intravenous cef-
triaxone 2 g 24-hourly. An urgent lumbosacral MRI per-
formed on the same day revealed no features of discitis or 
epidural abscesses. An abdominal portovenous CT scan 
was performed to investigate for a possible gastrointesti-
nal source, as well as pelvic and femoral X-rays of the hip 
prosthesis looking for evidence of osteomyelitis, but all 
were unremarkable. All four blood cultures taken during 
the septic screen revealed Veillonella species, which was 
later confirmed to be Veillonella parvula.

An infectious disease consultation was requested fol-
lowing the initial MRI, and the antibiotic regimen was 
changed to intravenous piperacillin/tazobactam 4.5 g 
8-hourly. In addition to the lower back pain, the patient 
was also developing new right knee pain. On examina-
tion, there was general joint tenderness and reduced 
range of movement due to pain; although it was unclear 
if this pain was due to the patient’s known osteoarthritis 
or underlying infective cause. To investigate for dissemi-
nated infection, a whole-body bone scan single-photon 
emission computerized tomography was performed 
4  days later and demonstrated evidence of T12–L1 dis-
citis and features of osteomyelitis in the right tibial pla-
teau. Repeat lumbosacral and right knee MRI 5 days 
following first MRI demonstrated a T10–L1 effacing 
epidural phlegmon, T10–T12 discitis, bilateral psoas 
abscesses (the largest extending from L1–L4), and right 
tibial plateau osteomyelitis (Fig.  1). Transthoracic echo 
identified small vegetations on the mitral and tricuspid 
valves. Further investigation with transesophageal echo 
was not performed as the patient was deemed unsuit-
able for cardiothoracic intervention owing to his age. 
His right psoas abscess was drained percutaneously, and 
microscopy, culture, and sensitivity of the abscess aspi-
rate did not demonstrate significant bacterial growth. 
Sensitivities to the blood cultured Veillonella  parvula 
confirmed sensitivity to amoxicillin/clavulanic acid, cef-
triaxone, clindamycin, and metronidazole but resistance 
to penicillin. The patient was recommenced on intrave-
nous ceftriaxone daily, leading to improvement in his 
back and knee symptoms. He was discharged on oral 
amoxicillin and clavulanic acid 875 mg/125 mg 12-hourly 
for 6 months. The primary source of this patient’s infec-
tion remains unclear. On follow-up, the patient made a 
full recovery after 6 months, and returned to his baseline 
level of function and mobility without evidence of infec-
tion reoccurrence.
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Discussion
We report herein a case of an immunocompetent man 
with acute on chronic back pain that took a unique 
course resulting in fever and the diagnosis of unexpected 

and rapidly progressive and disseminated Veillonella par-
vula bacteremia. This case is unique owing to the exten-
sive spread of infection, as well as sparing of any joint or 
prosthesis involvement in the infection, despite spine and 

Fig. 1  (a) Arrow is showing epidural enhancement and thickening consistent with T10–L1 epidural phlegmon. No discrete walled-off epidural 
abscess is present. (b) Arrow is showing Discitis at T12–L1, there is marrow oedema and enhancement within the T12 and L1 vertebral bodies 
and the T12/L1 intervertebral disc is oedematous with endplate erosions. Changes are in keeping with T12/L1 discitis and adjacent vertebral 
body osteomyelitis. (c) Arrow is pointing to the right psoas abscess extending from L1 to L4 measuring 2.4 cm (AP) × 2.4 cm (transverse) × 8.3 
cm (craniocaudal). This extends from L1 to L4. Oedema is seen within the psoas muscles surrounding the collection. (d) Right knee tibial plateau 
osteomyelitis demonstrated by marrow oedema and enhancement involving the medial aspect of the tibial plateau and proximal tibial metaphysis
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joint involvement and growth on blood cultures obtained 
from the patient.
Veillonella species have been identified in the literature 

to be a rare cause of infection in humans. The majority 
of these cases have host susceptibility factors such as 
being in the extremes of age, having had recent surgery 
or trauma, or having immunosuppression [1]. To the best 
of the authors’ knowledge, this is the first case report to 
document such severely disseminated Veillonella  par-
vula infection, as well as such infection without predomi-
nant susceptibility factors being present [6]. Also, while 
evidence exists for Veillonella species having a predilec-
tion for prosthesis, it is remarkable that this patient was 
spared any involvement in his bilateral hemiarthroplasty 
or vertebral stabilization rods from vertebral fusion sur-
gery [8–11].

In our patient, there was no obvious risk factor for 
immunodeficiency apart from age, and he was otherwise 
independent at his place of residence. It is unclear if age 
alone was a sufficient factor to predispose to infection; 
there were no known sources identified on examination 
or history of this patient such as recent surgery or endo-
scopic procedures. Prior case reports have identified a 
diagnostic delay of up to 2 months in patients presenting 
with infective spondylodiscitis, with most patients having 
some degree of immunosuppression [6]. It is remarkable 
that our patient developed such a diffuse infection, which 
highlights the potential pathogenicity of the Veillonella 
species.

Of note in this case report is the speed and rapid pro-
gression of infection. It is remarkable that the initial 
workup for this patient failed to demonstrate any evi-
dence of infection with normal laboratory investigations 
when he presented with a 2-week history of progressive 
severe lower back pain. Once fever had become apparent, 
investigation with lumbosacral MRI also failed to iden-
tify any evidence of spinal infection, which had become 
apparent later in the course. Within 5 days, the patient 
demonstrated radiological progression of disease, includ-
ing bilateral psoas abscess, discitis, and epidural phleg-
mon and osteomyelitis, suggesting rapid progression 
of the infection even with broad-spectrum antibiotics. 
Timely blood cultures taken at the onset of fever before 
initiation of antibiotic therapy were crucial to the detec-
tion of this patient’s infection and guiding treatment. All 
four blood culture sets taken identified the same organ-
ism and allowed for directed antibiotic therapy.

After Veillonella  parvula infection is confirmed on 
microbiological sample testing, the mainstay of treat-
ment is intravenous antibiotics, which can be further 
specified after antibiotic sensitivity has been completed. 
In the literature, there is an absence of clear consensus 
or guidelines on the treatment of Veillonella  parvula 

infections owing to the limited reports available [8]. 
Available case reports documenting the treatment of 
Veillonella  parvula infection most commonly report 
the effective use of intravenous cephalosporin anti-
biotics such as ceftriaxone or in combination such as 
cefotaxime and metronidazole for a 6-week period [13–
16]. These antibiotics are then either ceased if there is 
complete improvement, or switched to oral penicillin 
antibiotic such as amoxicillin or amoxicillin/clavulanic 
acid and oral metronidazole for a further 4 weeks [13, 
15]. One study identified a Veillonella  parvula infec-
tion sensitive to chlorphenicol, and was successfully 
treated with a 2-week course of intravenous course of 
chlorphenicol when there was incomplete response to 
intravenous meropenem [17]. Patients who respond 
incompletely to antibiotics or develop abscesses may 
require surgery and drainage to fully treat infection, 
although this is uncommon in the literature as most 
infections respond well to antibiotic therapy [13].

Conclusion
In conclusion, this case illustrates the potential patho-
genicity and unexpected course of Veillonella  parvula 
infection in an immunocompetent patient presenting 
with acute on chronic back pain. This case highlights the 
importance of approaching lower back pain with a broad 
range of differential diagnoses and care in the investiga-
tion of patients with unexpected fever. This case cautions 
clinicians managing patients with Veillonella  parvula 
bacteremia to be aware of its virulent capacity, and the 
importance of performing thorough and timely septic 
investigations.

Acknowledgements
We thank Perth Radiological Clinic for providing the MRI images for this case 
report.

Authors’ contributions
TR and JS collected and interpreted the case records to write up this article. CL 
provided supervision, direction, and guidance to the case write up. All three 
authors were involved in the editing of the manuscript for publication. All 
authors read and approved the final manuscript.

Funding
None.

Availability of data and materials
All data and material for this case were sourced from the hospital unit and 
electronic medical records.

Declarations

Ethics approval and consent to participate
Not applicable.



Page 5 of 5Richards et al. Journal of Medical Case Reports          (2022) 16:157 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Received: 26 July 2021   Accepted: 23 March 2022

References
	1.	 Marriott D, Stark D, Harkness J. Veillonella parvula discitis and secondary 

bacteremia: a rare infection complicating endoscopy and colonoscopy? J 
Clin Microbiol [electronic]. 2006;45(2):672–4. https://​doi.​org/​10.​1128/​JCM.​
01633-​06.

	2.	 Bhatti M, Frank M. Veillonella parvula meningitis: case report and review 
of Veillonella infections. Clin Infect Disease. 2000;31(3):839–40. https://​doi.​
org/​10.​1086/​314046.

	3.	 Chen Y, Ko P, Yang C, Chen Y, Lay C, Tsai C, Hsieh M. Epidural abscess 
caused by Veillonella parvula: case report and review of the literature. J 
Microbiol Immunol Infect. 2006;49(5):804–8. https://​doi.​org/​10.​1016/j.​
jmii.​2014.​05.​002.

	4.	 Strach M, Siedlar M, Kowalczyk D, Zembala M, Grodzicki T. Sepsis 
caused by Veillonella parvula infection in a 17-year-old patient with 
X-linked agammaglobulinemia (Bruton’s disease). J Clin Microbiol. 
2006;44(7):2655–6. https://​doi.​org/​10.​1128/​JCM.​00467-​06.

	5.	 Bhatti M, Frank M. Veillonella parvula meningitis: case report and review of 
Veillonella infections. Clin Infect Dis. 2000;1(3):839–40. https://​doi.​org/​10.​
1086/​314046.

	6.	 Gouze H, Noussaire L, Padovano L, Salomon E, Laroche M, Duran C, Felter 
A, Carlier R, Breban M, Dinh A. Veillonella parvula spondylodiscitis. Med 
Mal Infect. 2019;49(1):54–8. https://​doi.​org/​10.​1016/j.​medmal.​2018.​10.​
001.

	7.	 Hillier D, Ballal M, Sanger R, Qazzafi Z. Veillonella dispar and Streptococ-
cus bovis septic arthritis in a native shoulder joint. Shoulder Elbow. 
2011;3(4):219–21. https://​doi.​org/​10.​1111/j.​1758-​5740.​2011.​00134.x.

	8.	 Al-Otaibi F, Al-Mohizea M. Non-vertebral Veillonella species septicemia 
and osteomyelitis in a patient with diabetes: a case report and review 
of the literature. J Med Case Rep. 2014;8:365. https://​doi.​org/​10.​1186/​
1752-​1947-8-​365.

	9.	 Saladi L, Zeana C, Singh M. Native valve endocarditis due to Veillonella 
species: a case report and review of the literature. Case Rep Infect Dis. 
2017. https://​doi.​org/​10.​1155/​2017/​48961​86.

	10.	 Syed S, Havlichek D. Native joint septic arthritis with Veillonella species. 
BMJ Case Rep. 2019;12:5. https://​doi.​org/​10.​1136/​bcr-​2019-​229953.

	11.	 Zaninetti-Schaerer A, Delden C, Genevay S, Gabay C. Total hip pros-
thetic joint infection due to Veillonella species. Joint Bone Spine. 
2014;71(2):161–3. https://​doi.​org/​10.​1016/j.​jbspin.​2003.​10.​019.

	12.	 Wellens L, Casteels I, Huygens M. Veillonella parvula periorbital cellulitis: 
an unusual pathogen causing a common clinical sign. GMS Ophthalmol 
Cases. 2019. https://​doi.​org/​10.​3205/​oc000​106.

	13.	 Gouze H, Noussair L, Padovano I, Saloman E, Larouche M, Duran C, Felter 
A, Carlier R, Breban M. Veillonella parvula spondylodiscitis. Med Mal Infect. 
2019;49(1):54–48. https://​doi.​org/​10.​1016/j.​medmal.​2018.​10.​00.

	14.	 Ziga M, Gianoli D, Waldeck F, et al. Spondylodiscitis due to anaerobic 
bacteria Veillonella parvula: case report and literature review. Surg Neurol 
Int. 2021;12:496. https://​doi.​org/​10.​25259/​SNI_​769_​2021.

	15.	 Kurihara M, Tamaki I, Tokuda Y. Epidural abscess and spondylitis caused 
by Veillonella parvula in a man on hemodialysis. Clin Case Rep. 2021;9: 
e04660. https://​doi.​org/​10.​1002/​ccr3.​4660.

	16.	 Prod’homme M, Pfander G, Pavese P, Cech A, Abouelnaga I, Helfer L. 
Acromioclavicular septic arthritis caused by Veillonella parvula. Case Rep 
Orthop. 2019;1:7106252. https://​doi.​org/​10.​1155/​2019/​71062​52.

	17.	 Umeda K, Kano Y. Veillonella parvula: a rare Gram-negative coccus causing 
vertebral osteomyelitis. IDCases. 2022;27:e01417. https://​doi.​org/​10.​
1016/j.​idcr.​2022.​e01417.

	18.	 Li J, Chen P, Li J, Gao X, Chen X, Chen J. A new treatment of sepsis caused 
by Veillonella parvula: a case report and literature review. J Clin Pharm 
Ther. 2017;42:649–52. https://​doi.​org/​10.​1111/​jcpt.​12559.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1128/JCM.01633-06
https://doi.org/10.1128/JCM.01633-06
https://doi.org/10.1086/314046
https://doi.org/10.1086/314046
https://doi.org/10.1016/j.jmii.2014.05.002
https://doi.org/10.1016/j.jmii.2014.05.002
https://doi.org/10.1128/JCM.00467-06
https://doi.org/10.1086/314046
https://doi.org/10.1086/314046
https://doi.org/10.1016/j.medmal.2018.10.001
https://doi.org/10.1016/j.medmal.2018.10.001
https://doi.org/10.1111/j.1758-5740.2011.00134.x
https://doi.org/10.1186/1752-1947-8-365
https://doi.org/10.1186/1752-1947-8-365
https://doi.org/10.1155/2017/4896186
https://doi.org/10.1136/bcr-2019-229953
https://doi.org/10.1016/j.jbspin.2003.10.019
https://doi.org/10.3205/oc000106
https://doi.org/10.1016/j.medmal.2018.10.00
https://doi.org/10.25259/SNI_769_2021
https://doi.org/10.1002/ccr3.4660
https://doi.org/10.1155/2019/7106252
https://doi.org/10.1016/j.idcr.2022.e01417
https://doi.org/10.1016/j.idcr.2022.e01417
https://doi.org/10.1111/jcpt.12559

	Severe disseminated Veillonella parvula infection including endocarditis, bilateral psoas abscess, discitis, and osteomyelitis but sparing spinal and hip prostheses: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Introduction
	Case presentation
	Discussion
	Conclusion
	Acknowledgements
	References


