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periodicity and are found circulating in the peripheral blood 
during the day while staying in the vascular parts of  the lungs 
at night. Nowadays, loiasis treatment remains difficult and not 
definitely codified. On this behalf, the regimen option definitely 
needs to be directly linked to microfilaremia level to ensure 
drug tolerance beyond the objective of  complete eradication 
of  the worm. The originality of  our case is based on this 
emerging concept. Although treatment options depend on 
clinical presentation and occurrence of  high (2000–8000 ml−1) 
or very high (>8000 ml−1) microfilaremia,[1] surgical removal 
of  an adult worm from subconjunctiva is a minor curative 
procedure. Ivermectin has become the most antiparasitic agent 
used worldwide but can lead to residual microfilarial load when 
given in the management of  loiasis.[2] High microfilarial loads 
should be decreased by a course of  ivermectin, a prolonged 
administration of  albendazole, or cytapheresis sessions to 
prevent occurrence of  serious adverse events, including fatal 
encephalopathy induced by dying microfilariae.[3] Cytapheresis 
is helpful in decreasing very high microfilarial loads up to 75%. [4] 
Diethylcarbamazine kills both microfilariae and adult worms 
but has more side effects. Ivermectin and diethylcarbamazine 
should be given with steroid and antihistamine courses to 
decrease the risk of  severe side reactions. 
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An Interesting Case of 
Empedobacter Brevis 
Bacteremia After Right 
Knee Cellulitis

Sir,
A 65-year-old obese white female, with a medical history 
significant of  hypertension, degenerative joint disease, 
chronic obstructive pulmonary disease, Brown-Séquard 
syndrome with right lower extremity weakness, a right 
total knee replacement 6 weeks prior to admission, 
presented to the Emergency Room with right knee 
cellulitis and discharged home on cephalexin. On the 
following morning, she returned to the hospital after a 
fall at home resulted in a laceration in her right knee with 
serosanguineous drainage. 

On initial examination, patient was afebrile with 
temperature of  98, blood pressure 120/56, respiratory 
rate 18 and heart rate 63. On physical exam, her right 
knee was swollen, red and tender to touch, with a 
sutured lacerated wound oozing serosanguineous 
drainage. Laboratory workup, which included complete 
blood count, serum chemistry, urine analysis and 
culture, were negative. Magnetic resonance imaging 
(MRI) showed a fractured right patella. Blood culture 
drawn 2 days prior from her first ER visit came positive 
for a gram negative bacteria, identified as Empedobacter 
brevis. The microbiology was sensitive to most of  the 
antibiotics. She was treated with Levaquin for 10 days 
and that resulted in negative blood cultures and clinical 
response.

Empedobacter brevis formerly known as Flavobacterium 
brevis are gram-negative, and short nonmotile rods, 
which are widely distributed in the environment both in 
soil and water. [1] They are also found in plants, raw meat 
products, and in hospital environments, which could 
lead to rare nosocomial infections. They are obligate 
aerobes, which form a yellow colony when grown on 
the solid medium. These bacteria are also known to be 
oxidase-negative, catalase-negative, and phosphatase-
positive. Therapies with β-lactam antibiotics should 
be used with caution as β-lactamase gene blaEBR-1 
has been associated with E. brevis, which has been 
shown to reduce susceptibility to extended spectrum 
cephalosporins and carbapenems.[2] In our patient, the 
primary source of  infection was not found but the 
source could have been; (a) her fall with laceration of  
knee; (b) solutions used to irrigate her knee in the ER; 
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and (c) improper sterilization of  the instruments used 
to suture the alteration.

Flavobacteriaceae family known as yellow colony forming 
bacteria was divided based on their genetic variation 
into Flavobacterium, Chryseobaterium, Myroides, and 
Empedobacter with Empedobacter brevis as a separate 
genetic variant.[3] To our knowledge, there have been 
only three reported cases of  Empedobacter brevis infection. 
First, a case series of  an outbreak of  endophthalmitis[4] 
secondary to possible contamination, second, a 
case of  anaphylactoid purpura that was treated with 
minocycline,[5] and third, a case of  meningitis in a 
canine. [6] This is the first case of  Empedobacter brevis 
bacteremia in a human adult that has ever been reported 
in the medical literature.
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Clinical, Epidemiological, 
and Microbiological Profile 
of Patients with Vancomycin-
Resistant Enterococci from a 
Tertiary Care Hospital

Sir,
Progress in medical technology and the intensive use of  
broad spectrum antibiotics have been responsible for 
the emergence of  Enterococci as important nosocomial 
pathogens. Although the frequency of  isolation of  
Vancomycin-Resistant Enterococci (VRE) is currently not 
very high in India,[1] this may just be the beginning of  the 
problem, in contrast to the USA and Europe, where VRE 
appeared in the late 1980s.

Treatment options and effective antimicrobial agents for 
VRE are often limited and the possibility of  the transfer 
of  vancomycin-resistant genes to other Gram-positive 
microorganisms remains. 

We attempted to analyze the clinical, microbiological, and 
epidemiological features of  patients who were culture 
positive for VRE in a tertiary care hospital in Southern 
India.

The study was performed at a 600-bed tertiary care hospital, 
which also conducted kidney and liver transplants. The 
medical records of  18 patients with a positive culture for 
VRE were reviewed. A microbiological data analysis was 
done, which included minimum inhibitory concentration 
(MIC) to various drugs. The MIC was estimated using the 
E test. MICs were interpreted based on the latest Clinical 
and Laboratory Standards Institute (CLSI) guidelines.[2]

In North America and Europe, VRE now accounts 
for about 30% of  the Enterococcal infections, with 
most VRE isolates being E. faecium (>90%).[3] In our 
study VRE was isolated in 18 [4%] out of  450 isolates of  
Enterococci, all isolates being E. faecium, similar to a study 
from North India which also had the same species of  
Enterococci, with a 10% VRE prevalence. Other studies from 
North India have shown that only 2–3% of  enterococcal 
isolates were resistant to vancomycin. The VRE prevalence 
rate was about 3% in our sister cancer hospital,[1] which was 

similar to our findings.

The most common comorbidities in our study were renal 
failure and diabetes. One-third of  our patients with renal 
failure were on hemodialysis. Similar to other studies, 
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