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Oerskovia Species Bacteremia in a Diabetic Patient
Sir,
Oerskovia species are present mainly in soil and water and 
are rarely pathogenic for human disease.[1‑3] Oerskovia species 
represent Gram‑positive rod‑shaped microorganisms, which 
were first isolated and described as motile Nocardia.[1] The 
organism may be distinguished from Nocardia species by the 
yellow‑pigmented colonies without aerial hyphae, motility, 
and lack of partial acid‑fastness.[1,4,5] We describe the case of 
a patient with uncontrolled diabetes mellitus with bacteremia 
due to Oerskovia species.

A homeless man in his early fifties presented with bilateral 
lower extremity pain and weakness. Physical examination 
was significant for multiple plantar and dorsal foot 
ulcerations with multiple exposed bones and tendons 
bilaterally. The patient was septic and was started on broad 
spectrum antibiotic coverage, intravenous vancomycin 1 g 
every 12 h, cefepime 2 g every 12 h, and metronidazole 
500 mg every 8 h for severe skin and soft tissue infection 
and suspected chronic osteomyelitis. Blood cultures 
grew Oerskovia species. The most probable source of 
entry was the open, chronic diabetic foot wounds. In 
addition, we suspect that patient’s severely uncontrolled 
diabetes mellitus resulted in impaired cellular immunity 
and susceptibility to invasive infection with this unusual 

pathogen. Due to patient’s nonadherence to intravenous 
antibiotic administration, the regimen was switched to 
oral sulfamethoxazole–trimethoprim. Given the severity 
of infection, the patient underwent a left foot second 
digit and second metatarsal head resection and right foot 
transmetatarsal amputation. The patient completed a 21‑day 
course of antibiotic treatment with clearance of bacteremia.

Only a few cases of human infections caused by Oerskovia 
species have been published to date. Experience with 
Oerskovia species infections and outcome of treatment is 
limited. Further studies are required to clarify mechanisms of 
pathogenicity and clinical manifestations of infections due to 
Oerskovia species.[4,5]
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Travel‑acquired Scrub Typhus Infection Masked by Dengue 
Fever in a Patient from Nonendemic Area

Figure 1: A black necrotic eschar over the dorsum of the penis (indicated 
by arrow)

Sir,
Scrub typhus is endemic to the sub‑Himalayan region and 
southern states of India.[1,2] Dengue is prevalent throughout the 
country. Both infections are common during the postmonsoon 
months and present as acute febrile illness with rash. A necrotic 
eschar at the inoculating site of the mite is hallmark of scrub 
typhus.[1] Complications include myocarditis, pericarditis, 
cardiac arrhythmia, acute renal failure, acute liver failure, and 
rarely pancreatitis.[1,2] Scrub typhus infection can be missed 
in the presence of coinfection with dengue as the clinical 
symptoms and signs of both these infections overlap.[3,4]

A 45‑year‑old male from Uttar Pradesh, India, was referred 
to us with a history of high‑grade fever, pedal edema, facial 
puffiness, and shortness of breath of 7‑day duration. The initial 
investigations revealed leukopenia with thrombocytopenia, and 
ELISA test for dengue nonstructural 1 antigen was positive. He 
had visited the sub‑Himalayan state of Uttarakhand before the 
onset of fever. On physical examination, he was febrile (101.3°F) 
and vital signs were stable. A necrotic eschar was present on 
the dorsum of the penis [Figure 1]. Chest auscultation revealed 
bilateral crepts with wheeze. Laboratory investigations showed 
leukocytosis (11.8 × 109/L), thrombocytopenia (71 × 109/L), 
elevated serum bilirubin (3.0 mg/dl), transaminases (aspartate 
aminotransferase [AST] 257 U/L; alanine transaminase [ALT] 
154 U/L), alkaline phosphatase (240 U/L), lipase (862 U/L), 
and amylase (338 U/L) levels. Chest radiograph showed 
bilateral bronchopneumonia. Computerized tomography scan 

of the abdomen revealed diffuse parenchymal enlargement 
of the pancreas with blurring of its margin suggestive of 
pancreatitis. ELISA test for scrub typhus IgM antibodies was 
positive.

A diagnosis of coinfection with dengue and scrub typhus with 
bilateral pneumonia and hepatic and pancreatic dysfunction 
was made. He was successfully treated with oral doxycycline 
200 mg per day and intravenous ceftriaxone (1 g × Q 8 hourly) 
for 7 days.
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