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Abstract
Over the past decade, novel pathogens causing infections in patients have been identified. 
Chryseobacterium is one such emerging pathogen that is frequently reported in hospitalized patients. 
Case reports of bloodstream infections, and pneumonia due to Chryseobacterium spp in cancer patients 
from different parts of the world are drawing the attention of the clinical community to this bacterium 
as an emerging threat in patients with malignancies. Besides its propensity to cause serious infection 
to the immune-compromised patients, the antibiotic-resistant trait is posing a serious challenge, 
further complicating the clinical management of malignancies. We report a similar experience with 
the bacterium causing bloodstream infection in a patient with Non-Hodgkin lymphoma. The new 
automated identification systems have enabled us to identify these relatively uncommon pathogens 
in our clinical setting and also recognize their role in causing infection in hospitalized patients. Besides 
the difficulties in the treatment of these antibiotic-resistant pathogens, detecting their source within 
the healthcare setup remains a challenge for medical professionals.
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INTRODUCTION

 Chryseobacterium spp. (formerly known 
as Flavobacterium) is an emerging Gram-negative 
microbe belonging to the CDC group IIb. It has 
been isolated earlier from various environmental 
samples like soil as well as from hospital surfaces.1,2 
Although the clinical significance of this organism 
is still under research, it has been reported from 
cases of septicemia, pneumonia, pyelonephritis, 
peritonitis, pyomyositis, meningitis, cellulitis, 
wound sepsis, etc.3-6 The most commonly isolated 
species from clinical specimens are C. indologenes, 
and C. meningosepticum. Four more species 
namely C. multivorum, C. gleum, C. breve, and 
C. odoratum have also been implicated to cause 
clinical infections.7 Among all of these species, C. 
meningosepticum, also known as Elizabethkingia 
meningoseptica, is considered to be the most 
pathogenic species.8,9 

 B e i n g  a  u b i q u i t o u s  o r g a n i s m , 
Chryseobacter ium  susta in  wel l  on  the 
environmental surfaces and also may be resistant 
to chlorination used for water supplies.8 It finds 
its way to colonize hospitalized patients via both 
invasive (prosthetic valves and intravascular 
catheters) and non-invasive (humidifiers, 
respirators, endotracheal tubes, etc.) medical 
devices and equipment as well as hands of the 
healthcare personnel.8,10,11 The predisposing factors 
are diabetes mellitus, immuno-compromised state 
including neutropenia, malignancy, and prolonged 
use of antibiotics like colistin, and tigecycline.12-15 
 C .  i n d o l o g e n e s  i n  p a r t i c u l a r  i s 
intrinsically resistant to multiple antibiotics viz. 
aminopenicillins, first generation cephalosporins, 
aztreonam, and aminoglycosides.3 The resistance 
rates against other antibiotics like cefepime, 
imipenem, meropenem, piperacillin-tazobactam, 
fluoroquinolones were also found to be extremely 
high (≥70%) in different studies.16-17 Besides, 
the multi-drug resistance trait, its inextricable 
virulent nature posed by the biofilm forming 
ability and production of protease enzyme made 
it a formidable pathogen in the clinical set up.18,19 
Furthermore, the laboratory confirmation of 
the bacterium remains a challenge owing to its 
fastidious nature and inability to grow on routinely 
used culture medium like MacConkey agar.20,21

 Since the beginning of the 21st century, 

the application of automated systems with some 
cutting edge technologies has revolutionized the 
microbial detection of pathogens in Microbiology 
laboratories. Relatively unknown microbes are 
being identified more frequently which were 
earlier overlooked or missed. This privilege has 
brought the opportunity of further research 
and assessment on the spectrum of infection 
and pathogenicity of rarely reported bacterial 
isolates like C. indologenes. Albeit, the reports on 
this particular bacterial infection among cancer 
patients, specially from India, are still very limited 
in the literature.22,23 The occurrence of infection 
with C. indologenes among cancer patients are 
primarily attributed to the immunosuppression 
caused due to administration of chemotherapeutic 
agents, prolonged hospitalization and requirement 
for indwelling devices, and invasive procedures.14 
The putative oncogenic potential of the bacterium 
has also been suggested in a micro-array based 
genetic assessment in ovarian cancer patients. In 
the study by Banerjee et al., it was listed among 
the top four bacterial signatures with the highest 
hybridization signal detected in the ovarian cancer 
patients.24 Here, in this report we present a case 
of bacteremia with Chryseobacterium indologenes 
in a patient with B-cell Non-Hodgkin Lymphoma 
(NHL). 

Case Report
 A 32-year-old Indian male of lower-
middle socio-economic class from an urban area 
in the national capital region of Delhi was referred 
to our hospital outpatient department from a 
private clinic. He presented with painless lumps 
under the skin in the bilateral axilla and on the 
sides of the neck for three weeks. The swelling 
was insidious in onset and gradually progressed 
in size. He also complained of diffuse abdominal 
swelling of the abdomen, multiple episodes of 
vomiting (4-5 times per day), and low-grade fever. 
There was a history of easy fatigability but no loss 
of appetite and loss of body weight. There was no 
history of cough, chest pain, shortness of breath, 
and night sweats. The patient neither suffered any 
similar complaints in the past nor had a history 
of diabetes, hypertension, tuberculosis, or any 
other chronic diseases. He was a non-smoker 
and non-alcoholic. There was no family history of 
malignancy.
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 The patient's vitals were stable. On general 
examination, he had icterus and generalized 
lymphadenopathy. There were enlarged lymph 
nodes in the cervical region at level II, III, IV, V 
(largest at level III on the right side; 3 x 2 cm), 
axillary regions (16 x14 cm on the right side and 20 
x 12 cm on the left side) with tenderness and skin 
discoloration noted on the right side, and inguinal 
regions (2 x 1 cm on the right side and 1 x 1 cm on 
the left side). Palpation of the abdomen revealed 
enlarged liver, tender, and firm in consistency, 
palpable up to 4 cm below the right costal margin. 
Findings of other systemic examinations were 
unremarkable.
 A decision was made to admit the patient 
for detailed diagnostic workup and management.

 His initial blood investigation at admission 
revealed decreased haemoglobin (11.1 g/dL), red 
blood cell count (3.9 X 10 6 / mm 3 ), platelet count 
(25 x 10 3 / mm 3 ) and increased white blood cell 
count (17.3 X 10 3 / mm 3 ), bilirubin (9.1 mg/
dL), SGPT (282 U/L), SGOT (1112 U/L), alkaline 
phosphatase (651 U/L), serum urea (85.6 mg/dL), 
uric acid (16.9 mg/dL), and lactate dehydrogenase 
(8273 U/L) values. The patient was seronegative for 
HIV 1&2 Ab, HBsAg, and anti-HCV Ab. Prothrombin 
time was markedly increased (18.8 seconds). 
Contrast-enhanced CT (CECT) scan of neck, thorax, 
abdomen, and pelvic region revealed generalized 
lymphadenopathy, hepatosplenomegaly, and 
multiple lung nodules suggestive of lymphoma. 
Peripheral smear examination of the bone-marrow 

Figure 1. Growth of Chryseobacterium indologenes on Blood Agar (Figure 1A) and MacConkey Agar (Figure 1B)

Figure 2. Demonstration of flexirubin pigment production by Chryseobacterium indologenes
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showed erythroid hyperplasia and megaloblastic 
change (M: E= 1:1) with thrombocytopenia, 
dimorphic anemia, and 5% atypical cells. Finally, 
bone marrow biopsy examination with immune-
histochemistry confirmed the diagnosis of B-cell 
non-Hodgkin lymphoma (NHL), immune-positive 
for CD20.
 H e  w a s  s t a r t e d  o n  i n j e c t i o n 
cyclophosphamide, steroids (pre-phase) along 
with supportive care for tumor lysis syndrome 
and liver dysfunction. During this course of 
inpatient management, the patient remained 
afebrile and his vitals were stable. He initially 
responded to cytoreductive pre-phase with 
improvement in liver dysfunction. However, on 
the 12th day of admission, the patient developed 
a fever of 102.2°F. His WBC count was reduced to 
6.62 X 103/ mm3 from the initial count. Multiple 
blood samples were received consequently, for 
culture and susceptibility testing on two separate 

occasions (2 bottles on each occasion with a gap of 
2 days). He was started on injection cefoperazone-
sulbactam empirically. However, the therapy was 
escalated to meropenem and teicoplanin when 
the patient continued to deteriorate. The blood 
cultures were processed on an automated blood 
culture system (BACTEC, Becton Dickinson, USA). 
All samples flashed positive within 10 hours. 
The Gram stain made from the positive bottles 
showed Gram-negative bacilli. The samples were 
subcultured on Blood and MacConkey agar as 
per the laboratory protocols. After 24 hours of 
incubation at 37°C, the blood agar grew 0.5-
1 mm, non-hemolytic, yellow-colored moist 
colonies with smooth surface and entire edges 
(Figure 1). The MacConkey agar grew non-lactose 
fermenting colonies (Figure 1). They were oxidase 
and catalase positive. The colonies were further 
processed for identification and susceptibility 
testing on the automated system (Phoenix M50, 
Becton Dickinson, USA). All four blood samples 
were identified as Chryseobacterium indologenes 
which were resistant to ampicillin, amoxicillin-
clavulanate, cefixime, ceftriaxone, ceftazidime, 
cefepime, cefoperazone-sulbactam, piperacillin-
tazobactam, colistin, gentamicin, amikacin, and 
susceptible to levofloxacin and cotrimoxazole. The 
minimum inhibitory concentrations (MIC) values 
of different antibiotics against the isolate have 
been mentioned in Table. A subculture was also 
made to nutrient agar to check for the flexirubin 
pigment. The yellow colonies on nutrient agar 
turned red (Figure 2) on the addition of 10% 
potassium hydroxide (KOH) solution.6 Injection 
levofloxacin was started, and the patient became 
afebrile. Subsequent two blood cultures yielded 
no growth. However, despite the intense effort 
in management, the patient's liver dysfunction 
and DIC worsened. The patient succumbed on 
the 26th day of admission due to refractory status 
epilepticus with massive pulmonary bleeding and 
recurrent ventricular fibrillation resulting from 
subacute liver failure.

DISCUSSION

 Isolation of a rare organism in clinical 
specimens is a situation that is encountered 
by microbiology laboratories throughout the 
world. The establishment of these organisms 

Table. Minimum inhibitory concentrations of different 
antibiotics and their susceptibility profile against the 
Chryseobacterium indologenes isolate

Antibiotic Minimum Inhibitory Interpretation*
 Concen. (MIC) 

Ampicillin >32µg/ml Resistant
Amoxicillin- 32/16µg/ml Resistant
clavulanate
Cefixime >4µg/ml Resistant
Ceftriaxone >4µg/ml Resistant
Ceftazidime >32µg/ml Resistant
Cefepime >16µg/ml Resistant
Cefoperazone- >32/8µg/ml Resistant
sulbactam
Piperacillin- >64/4µg/ml Resistant
tazobactam
Ertapenem >2µg/ml Resistant
Imipenem >4µg/ml Resistant
Meropenem >4µg/ml Resistant
Colistin >4µg/ml Resistant
Gentamicin >16µg/ml Resistant
Amikacin 64µg/ml Resistant
Levofloxacin ≤1µg/ml Susceptible
Cotrimoxazole ≤2/38µg/ml Susceptible

* Breakpoints for this emerging pathogen is not yet 
available. Hence, the breakpoints of Pseudomonas 
aeruginosa has been used for interpretation of the 
susceptibility against different antibiotics.30
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as pathogens or contaminants/colonizers is a 
challenging task. Chryseobacterium indologenes 
is one such organism. It does not belong to the 
normal human flora but is ubiquitously present 
in the environment. Taps, sinks within hospitals 
have been identified as the potential reservoir 
of the bacterium. Besides immunosuppression 
due to corticosteroids, diabetes, age-related 
immune senescence have also been implicated 
as predisposing factors to chryseobacterial 
infections.25 The infection has also been reported 
in cancer patients with both hematological as well 
as solid organ malignancies. Most of these reports 
suggested that the infection primarily acquired 
in the hospital settings caused pneumonia or 
bloodstream infections and posed substantial 
challenges to treatment due to the multi-drug 
resistant trait of the bacterium.14,22,23,26,27

 Our patient was a case of NHL, with 
a central line in place, on cyclophosphamide 
therapy and antibiotics (cefoperazone-sulbactam) 
due to the leucocytosis seen at the time of 
admission. The antibiotic therapy was further 
escalated to meropenem and teicoplanin due to 
the persistent deteriorating state of the patient. 
Meanwhile, multiple blood cultures were received 
which all grew Chryseobacterium indologenes, 
an organism intrinsically resistant to both the 
ongoing antibiotics. The first isolation of this 
organism could easily be disregarded being 
an environmental contaminant. However, the 
clinical state of the patient and sudden decrease 
in leucocyte count indicated a septicemic state. 
Hence, targeted therapy with levofloxacin was 
advised which led to an initial improvement in the 
condition. The blood cultures obtained 5 days after 
targeted treatment revealed no growth.
 This organism is intrinsically resistant 
(i.e., the innate ability of a type of the bacterium 
to resist an antibiotic’s action by the virtue of its 
own naturally occurring structural or functional 
characteristics) against the commonly used 
antibiotics including amino-penicillins, first 
generation cephalosporins, aminoglycosides, 
and aztreonam.3 Thus choosing appropriate 
antibiotics for this bacterium is a matter of 
concern.2 The resistance to β-lactam drugs 
including carbapenems has been reported to 
be due to the constitutive expression of Ambler 
class B β-lactamases or, metallo-β-lactamases 

as well as Ambler class A β-lactamases, which 
hydrolyze the antibiotic molecules rendering them 
ineffective.15 On the other hand, resistance to 
colistin and aminoglycosides is due to the presence 
of genes coding for efflux pump which causes 
extrusion of the antibiotic molecules from inside 
the bacterial cells.28 The SENTRY Antimicrobial 
Surveillance Program reported the quinolones 
( levofloxacin, gatif loxacin, garenoxacin), 
trimethoprim-sulfamethoxazole, piperacillin-
tazobactam to be the most effective drugs against 
C. indologenes. Alternatively, other antimicrobials 
namely ciprofloxacin, cefepime, ceftazidime, 
cefoperazone, cefpirome, minocycline, piperacillin, 
and rifampicin might be used depending on the 
susceptibility pattern of the respective isolate.2,8 
Even with scarce antibiotic choices, studies have 
indicated successful outcomes for this infection 
when specific therapy is provided as guided by 
the culture report.2 Interestingly, it has also been 
suggested that the removal of the implicated 
indwelling device for source control is also a 
mandatory requirement.29 However, further 
studies with larger sample sizes are required for 
this organism to be understood well. Although 
the patient eventually succumbed due to the 
complications of his primary disease, this case 
highlighted the significance of the right diagnosis 
and right therapy for the bug concerned. It also 
conveys the importance of diagnostic stewardship 
and timely microbiological diagnosis.

CONCLUSION

 The concerted efforts and vigilance of the 
clinicians and microbiology team are essential for 
the timely diagnosis and management of such rare 
pathogens. Clinical correlation with methodical 
history-taking is of prime importance to discern 
the status of the isolated organism as a colonizer 
or pathogen, especially where organisms grown 
maybe potential contaminants in the hospital 
environment. Moreover, repeated isolation of 
the same organism from more than one sample 
on multiple occasions is also indicative of its 
pathogenic role. The present case reiterates the 
clinical importance of chryseobacterial infections 
mentioned in the previous reports. Targeted 
therapy initiated early for such multi-drug resistant 
organisms may help in reducing the associated 
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morbidity and mortality in many cases. Further, the 
judicious and ethical use of appropriate antibiotics 
is indispensable.

ACKNOWLEDGMENTS
 The authors would like to thank Laboratory 
Technicians of Clinical Microbiology Unit, National 
Cancer Institute (Jhajjar campus) of AIIMS, New 
Delhi, for their contribution to the identification 
of the rare bacterium and the photographs of the 
special tests.

CONFLICT OF INTEREST
 The authors declare that there is no 
conflict of interest.

AUTHORS' CONTRIBUTION
 AJV and SK conceptualized the manuscript. 
SK and BK collected the clinical and investigational 
details. AJV and AD wrote the initial draft. MN and 
VP critically evaluated and revised the manuscript. 
RC supervised the entire work and edited the final 
manuscript. All authors read and approved the 
final manuscript for publication.

FUNDING 
 None.

DATA AVAILABILITY
 All datasets generated or analyzed during 
this study are included in the manuscript.

ETHICS STATEMENT
 This article does not include any results 
of experiments conducted on humans or animals. 
The confidentiality of the patient has been 
maintained in the article.

INFORMED CONSENT
 Written informed consent was obtained 
from the patient.

REFERENCES

1.  Calderon G, Garcia E, Rojas P, Garcia E, Rosso M, 
Losada A. Chryseobacterium indologenes infection in 
a newborn: a case report. J Med Case Rep. 2011;5:10. 
doi: 10.1186/1752-1947-5-10

2.  Lin YT, Jeng YY, Lin ML, Yu KW, Wang FD, Liu 
CY. Clinical and microbiological characteristics of 
Chryseobacterium indologenes bacteremia. J Microbiol 

Immunol Infect. 2010;43(6):498-505. doi: 10.1016/
S1684-1182(10)60077-1

3.  Izaguirre-Anariba DE, Sivapalan V. Chryseobacterium 
indologenes, an Emerging Bacteria: A Case Report and 
Review of Literature. Cureus. 2020;12(1):e6720. doi: 
10.7759/cureus.6720

4.  Eshwara VK, Sasi A, Munim F, Purkayastha J, Lewis LE, 
Mukhopadhyay C. Neonatal meningitis and sepsis by 
Chryseobacterium indologenes: a rare and resistant 
bacterium. Indian J Pediatr. 2014;81(6):611-613. doi: 
10.1007/s12098-013-1040-9

5.  Lambiase A, Pezzo MD, Raia V, Sepe A, Ferri P, Rossano 
F. Chryseobacterium respiratory tract infections in 
patients with cystic fibrosis. J Infect. 2007;55(6):518-
523. doi: 10.1016/j.jinf.2007.08.002

6.  Green BT, Nolan PE. Cellulitis and bacteraemia 
due to Chryseobacterium indologenes. J Infect. 
2001;42(3):219-220. doi: 10.1053/jinf.2001.0822

7.  Rajendran P, Muthusamy S, Balaji VK, Rakesh GJ, Easow 
JM. Urinary tract infection due to Chryseobacterium 
gleum, an uncommon pathogen. Indian J Pathol 
Microbiol. 2016;59(4):551-553. doi: 10.4103/0377-
4929.191800

8.  Kirby JT, Sader HS, Walsh TR, Jones RN. Antimicrobial 
susceptibility and epidemiology of a worldwide 
collection of Chryseobacterium spp: report from the 
SENTRY Antimicrobial Surveillance Program (1997-
2001). J Clin Microbiol. 2004;42(1):445-448. doi: 
10.1128/JCM.42.1.445-448.2004

9.  Kim KK, Kim MK, Lim JH, Park HY, Lee ST. Transfer 
of Chryseobacterium  meningosepticum and 
Chryseobacterium miricola to Elizabethkingia gen. 
nov. as Elizabethkingia meningoseptica comb. nov. 
and Elizabethkingia miricola comb. nov. Int J Syst 
Evol Microbiol. 2005;55(3):1287-1293. doi: 10.1099/
ijs.0.63541-0

10.  du Moulin GC. Airway colonization by Flavobacterium in 
an intensive care unit. J Clin Microbiol. 1979;10(2):155-
160. doi: 10.1128/jcm.10.2.155-160.1979

11.  Stamm WE, Colella JJ, Anderson RL, Dixon RE. 
Indwelling arterial catheters as a source of nosocomial 
bacteremia. An outbreak caused by Flavobacterium 
Species. N Engl J Med. 1975;292(21):1099-1102. doi: 
10.1056/NEJM197505222922105

12.  Jain V, Sahu C, Afzal Hussain NAF, Ghar M, Prasad 
KN. The Era of Device Colonizers: Chryseobacterium 
indologenes Infections from a Tertiary Care Center in 
North India. Indian J Crit Care Med. 2018;22(7):537-
540. doi: 10.4103/ijccm.IJCCM_24_18

13.  Mukerj i  R,  Kakarala R,  Smith SJ,  Kusz HG. 
Chryseobacterium indologenes: an emerging infection 
in the USA. BMJ Case Rep. 2016. doi: 10.1136/bcr-
2016-214486

14.  Shahul HA, Manu MK, Mohapatra AK, Chawla K. 
Chryseobacterium indologenes pneumonia in a patient 
with non-Hodgkin's lymphoma. BMJ Case Rep. 2014. 
doi: 10.1136/bcr-2014-204590

15.  Chen FL, Wang GC, Teng SO, Ou TY, Yu FL, Lee WS. Clinical 
and epidemiological features of Chryseobacterium 
indologenes infections: analysis of 215 cases. J 
Microbiol Immunol Infect. 2013;46(6):425-432. doi: 
10.1016/j.jmii.2012.08.007



  www.microbiologyjournal.org1428Journal of Pure and Applied Microbiology

Vidyarthi et al | J Pure Appl Microbiol. 2023;17(3):1422-1428. https://doi.org/10.22207/JPAM.17.3.05

16.  Chou DW, Wu SL, Lee CT, Tai FT, Yu WL. Clinical 
characteristics, antimicrobial susceptibilities, and 
outcomes of patients with Chryseobacterium 
indologenes bacteremia in an intensive care unit. 
Jpn J Infect Dis. 2011;64(6):520-524. doi: 10.7883/
yoken.64.520

17.  Asaad AM, Al-Ayed MS, Qureshi MA. Emergence of 
unusual nonfermenting Gram-negative nosocomial 
pathogens in a Saudi hospital. Jpn J Infect Dis. 
2013;66(6):507-511. doi: 10.7883/yoken.66.507

18.  Chang YC, Lo HH, Hsieh HY, Chang SM. Identification, 
epidemiological relatedness, and biofilm formation 
of clinical Chryseobacterium indologenes isolates 
from central Taiwan. J Microbiol Immunol Infect. 
2015;48(5):559-564. doi: 10.1016/j.jmii.2014.04.004

19.  Pan HJ, Teng LJ, Chen YC, et al. High protease activity 
of Chryseobacterium indologenes isolates associated 
with invasive infection. J Microbiol Immunol Infect. 
2000;33(4):223-226.

20.  Bhuyar G, Jain S, Shah H, Mehta VK. Urinary 
tract infection by Chryseobacterium indologenes. 
Indian J Med Microbiol. 2012;30(3):370-372. doi: 
10.4103/0255-0857.99511

21.  Ahsan MJ, Ahmad S, Latif A, Reddy JT. Chryseobacterium 
spp-associated bacteraemia in a haemodialysis 
patient: a diagnostic challenge. BMJ Case Rep. 
2019;12(11):e232000. doi: 10.1136/bcr-2019-232000

22.  Bhagawati G, Bhardwaj A, Sajikumar R, Singh 
SP, Prajapati S. Bacteremia by Chryseobacterium 
indologenes in a Patient with Lung Cancer: A Clinical 
and Microbiological Investigation. Indian J Crit 
Care Med. 2019;23(3):157-159. doi: 10.5005/jp-
journals-10071-23142

23.  Jaggi T, Saini N, Hussain JH, Loomba P, Mishra B. 
Chryseobacterium indologenes Bacteraemia in a 

Man with Oesophageal Cancer: A Case Report. 
NJLM .  2016;5(3):MC01-MC03. doi: 10.7860/
NJLM/2016/15658.2129

24.  Banerjee S, Tian T, Wei Z, et al. The ovarian cancer 
oncobiome. Oncotarget. 2017;8(22):36225-36245. 
doi: 10.18632/oncotarget.16717

25.  Nemli SA, Demirdal T, Ural S. A Case of Healthcare 
Associated Pneumonia Caused by Chryseobacterium 
indologenes in an Immunocompetent Patient. Case Rep 
Infect Dis. 2015;483923. doi: 10.1155/2015/483923

26.  Christakis GB, Perlorentzou SP, Chalkiopoulou 
I, Athanasiou A, Legakis NJ. Chryseobacterium 
indologenes non-catheter-related bacteremia in 
a patient with a solid tumor. J Clin Microbiol. 
2005;43(4):2021-2023. doi: 10.1128/JCM.43.4.2021-
2023.2005

27.  Yasmin S, Garcia G, Sylvester T, Sunenshine R. 
Chryseobacterium indologenes in a woman with 
metastatic breast cancer in the United States of 
America: a case report. J Med Case Rep. 2013;7:190. 
doi: 10.1186/1752-1947-7-190

28.  Damas MSF, Ferreira RL, Campanini EB, et al. Whole 
genome sequencing of the multidrug-resistant 
Chryseobacterium indologenes isolated from a patient 
in Brazil. Front Med (Lausanne). 2022;9:931379. doi: 
10.3389/fmed.2022.931379

29.  Hsueh PR, Hsiue TR, Wu JJ, et al. Flavobacterium 
indologenes bacteremia: clinical and microbiological 
characteristics. Clin Infect Dis. 1996;23(3):550-555. 
doi: 10.1093/clinids/23.3.550

30.  Yadav VS, Das BK, Mohapatra S, et al. Clinical 
correlation and antimicrobial susceptibility pattern 
of Chryseobacterium spp.: A three year prospective 
study. Intractable Rare Dis Res. 2021;10(1):37-41. doi: 
10.5582/irdr.2020.03085


