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CASE REPORT

CHROMOBACTERIUM VIOLACEUM BACTEREMIA IN A 2 YEARS OLD MALE CHILD
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Abstract
Chromobacterium violaceum (CV) is a motile and 

facultative anaerobic gram-negative bacillus. It is a 
common inhabitant of soil and water in tropical and 
subtropical regions. It rarely causes invasive infection 
in humans and has a high fatality rate. We present a 
2 year old boy who presented with ulcerated lesion 
over right lower chest wall and necrotic skin patch 
with bacteremia due to CV. He recovered completely 
with treatment.
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Introduction 
Chromobacterium violaceum (CV) is an uncommon 

human pathogen found mainly in tropical and 
subtropical weather/climate in contaminated water 
and soil. (1) Human infection from this pathogen is 
extremely rare and has a very high mortality rate. 
(2) Clinical manifestations of CV include rapidly 
progressive sepsis, visceral abscesses, skin and soft 
tissue infection mainly in lungs, liver and spleen. (3, 
4) Till now around 150 cases has been reported in 
literature and nine cases have been reported from 
India. (5) We present a case a 2 year old boy who 
presented with ulcerated lesion over right lower chest 
wall and necrotic skin patch with septicemia due to CV. 
He recovered completely with treatment.

Case Report
A 2 years old boy was referred to our hospital 

with fever for 7 days and a small papule on right 
side of chest that evolved into an abscess followed 
by ulceration. On admission, patient was febrile, had 
pallor, was toxic looking with heart rate of 115 beats/
min, respiratory rate of 28/min, blood pressure of 
84/55 mm of mercury (Hg). There was an ulcerated 
lesion over right lower chest wall and necrotic skin 
patch with surrounding erythema and induration. He 
also had a small subcutaneous nodule over right lower 
leg and left side of the back over the scapula. Systemic 
examination was normal. Laboratory investigations 
showed hemoglobin 8.9 gm/dL, total leucocyte count 
29,800/cumm (neutrophils 68%, lymphocyte 22%, 
eosinophils 4%), platelet count 266,000/cumm, ESR 
60 mm/ at end of 1 hour, C- reactive protein 116 mg/
dL. Renal and liver function tests were normal. Chest 
radiograph was normal. Swab and pus culture from the 
chest wall wound did not grow any organism. Blood 
culture grew chromobacterium violaceum (Figure 1). 
On subsequent inquiry, it was found that the child 
had gone for a picnic where he had taken bath in a 
waterfall, ten days prior to fever. He was treated with 
intravenous ceftriaxone and amikacin initially with no 
improvement, later it was upgraded to meropenem 
which led to improvement. He received meropenem 
for 21 days. Workup for immunodeficiency could not 
be done in our patient.

Figure 1: Blood culture showed colonies of 
chromobacterium violaceum as pigmented 
strains giving a violet pigment known as violacen

Discussion
CV is a motile gram-negative, catalase-positive, 

non-spore forming, facultative anaerobic, rod-shaped 
bacterium. CV is an inhabitant of soil and water which 
usually grows on blood agar, Mac Conkey’s agar 
and Mueller-Hinton. CV gives pigmented and non-
pigmented strain but non-pigmented strains are rare. 
Pigmented strains give a violet non-diffusible pigment 
known as violacen. (6) Clinical manifestation includes 
skin and soft tissue, liver, lung and splenic abscesses. 
Other manifestations include pneumonia, diarrhea, 
urinary tract infection, conjunctivitis, purulent otitis 
externa with mastoiditis, meningitis and osteomyelitis. 
(7-9) Route of entry of this pathogen is unclear but is 
usually seen in traumatic/wounded skin lesion or oral. 
(10) Our patient did not have any history of trauma but 
had taken a bath in a waterfall. However port of entry 
is unclear in our patient. Predisposition to CV infection 
is seen in patients of chronic granulomatous disease 
and those with Glucose-6-Phosphate Deficiency as 
neutrophils are unable to produce reactive oxygen 
species/ metabolites required to kill the phagocytosed 
bacteria. (11) This inadequacy makes the patients 
vulnerable to frequent infections which may spread 
unabated lead to septicemia. Certain strains of CV 
have the ability to produce an endotoxin which makes 
them resistant to phagocytosis. Rate of mortality in 
children is about 40-50% while risk for mortality is 
young age, localized abscess, short clinical course and 
inappropriate treatment. (12) CV is usually resistant 
to penicillin and narrow spectrum cephalosporins while 
response to third generation cephalosporin is variable. 
Broad spectrum cephalosporins, carbapenems and 
fluoroquinolones are advised though the recommended 
antimicrobial therapy for CV is not established or clear.
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Conclusion
High suspicion for CV infection should be considered 

in a patient who does not show improvement with 
routine antibiotics. Because of its rarity and high 
mortality rate, appropriate therapy should be 
administered timely to reduce mortality.
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