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Septicemia Caused by Vibrio cholerae O1 Biotype El Tor, in Sdo Paulo, Brazil

Abboud C.S:, Ferreira C.E.S.}, Barbosa V.L.B.}, Araljo D.A.C.%, Zandonadi E.C.* and Pasternak J.2
Insttitute of Cardiology Dante Pazzanese'; Albert Einstein Hospital?; Sdo Paulo, SP, Brazil

Wereported a case of septicemia by Vibrio cholerae O1, in Sdo Paulo, Brazil. A 70-year-old male patient, livingin an
urban area, entered the emergency service having sepsis, dying 12 hourslater. Blood culture was positive for Vibrio
cholerae O1. Thisisthefirst case of bacteremia by Vibrio cholerae O1 reported in South America.
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Vibrio choleraeisfound worldwide in rivers and oceans,
which aretheir natural reservoir. Both O1 and non-O1 vibrios
coexist inthisenvironment, with non-O1 non-toxigenic strains
prevailing over toxigenic ones.

The ingestion of this pathogen may lead to diarrhea
ranging from severe, asin cholera, tomild. They areclinically
indistinguishable from (epidemic) choleraitself [1].

Non-O1 and non-O139 Mibrio cholerae are not related to
epidemics, only sporadic cases having been reported in the
literature. Finding this Vibrio in blood culture is rare, it
happening only in immunosuppressed patients or those with
some base disease [2-9].

O-1 and O-139 Vibrio cholerae are related to epidemics,
O-1 being responsible for the 6 epidemics which occurred
between 1817 and 1923 and O-139 being responsible for the
epidemicin Indiaand Bangladeshin 1992 [1,10].

The O-1 Vibrio cholerae is not considered invasive, and
the cases of bacteremia caused by this agent described in the
literatureareextremely rare[11].

We describedin thisstudy thefirst case of Vibrio cholerae
O1 biotype El Tor isolated from blood culture in our country.
A 70-year-old retired male patient from the city of S&o Paulo,
living in a middle-class urban neighborhood was attended
with aclinical condition of mental confusion, cyanosis and
dyspnea.

Upon physical examination, he was found to be in bad
overal condition, with 4/4+ dehydration, no fever, 100/70
mmHg BP, 105 bpm pulse, peripheral cyanosis, mental
confusion and diarrhea when admitted.

L ung auscultation showed diffuse rales and wheezes, and
heart auscultation showed hypophonesis.

Abdomen was with diffuse pain. Liver wasat 5 cm away
fromtheright costal margin.

Pal pabl e peripheral pulsesand lower right limb with pain,
heat, rubor and varicose ulcer.

The patient had had acute myocardial infarction 40 days
before, having been discharged upon request from the hospital
where hewasinitially treated.

Received on 19 August 2006; revised 4 April 2007.

Address for correspondence: Dr. Cely Saad Abboud. Chief of Infectious
Diseases. Instituto Dante Pazzanese de Cardiologia. Av. Dr Dante
Pazzanese n® 500. Zip code: 04012-180. Ibirapuera, Sao Paulo, SP
Brazil. E-mail: csa3@terra.com.br. Phone/fax: 011 5085-4255.

The Brazilian Journal of Infectious Diseases 2007;11(2):300-301.
© 2007 by The Brazilian Journal of Infectious Diseases and Contexto
Publishing. All rights reserved.

He was aformer smoker of 3 packs of cigarettes aday, a
former alcoholic (having quit 4 years before). He was
hypertense. Denied diabetes and dydlipidemia.

Hisfamily said he had not traveled or ingested seafood or
poorly washed food, but reported he had bad hygiene habits.
He evolved with a worsening of his overall condition, had
39°C fever, wasintubated, dying in the same day.

Positive blood culture for Vibrio cholerae.

Theetiological diagnosisof Vibrio choleraewas made by
isolating it in 2 samples of blood culture collected upon
admission of the patient. The samples were processed in the
automated device Organon Teknika BacT Alert®: The sample
was sown in blood agar, MacConkey and chocolate agar.
Twenty-four hoursafter incubation, at 35°C, therewas growth
of hemolytic coloniesin blood agar. The identification of the
agent was performed with the automated device Merieux
VITEK®.

Serotyping was performed, which revealedit to bea\Vibrio
cholerae O1 (PROBAC® Kit).

Considering the importance of the case, both for its
epidemiological aspect and for its diagnosis, we opted for
genotypical identification of the strain by PCR (“ Polymerase
Chain Reaction”) of the genes that determine unit 16S and
later sequencing and comparison with the public database
known as“Blast”. Thisreveaed it to beaVibrio cholerae O1
biotype El Tor N16961.

Invasive diseases caused by Vibrio cholerae O1 have
been related to achlorydria, autoimmune disease and
chemotherapy in other publications [11], but in the present
casethose factorswere not present, only an acute myocardial
infarction, with no further cause of immunesuppression. The
cause of the appearance of this invasive disease was not
determined since, apart from the fact that the patient was not
immunosuppressed, we are not in period of epidemic cholera
and the patient’s sanitary and living conditions were good.
He had no epidemiological antecedents such as having
ingested seafood or raw food and had good socioeconomic
condition.

Nevertheless, the Vibrio cholerae O1 N16961 isolated in
thispatientisapotential producer of choleratoxin and highly
important epidemiologically. It wasresponsible for the latest
cholerapandemiadescribed in theworld, which struck Brazil
from 1991 to 1999. Itsfull genome was described in the year
2000 and considered the starting point for an understanding
of how afree-living agent may become a bacteria pathogen
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withgresat clinica sgnificanceinhumans[12]. Thelatest literature
reports for blood culture isolates of Mbrio cholerae O1 were
described in 2001, but they bel onged to the Ogawabiotype[11].

Considering the epidemiologica significance and the
difficult diagnosis, even for confirmation of the case, it is
extremely important for health servicesto be aert toidentify,
diagnose and treat such cases and notify sanitation
authorities of their occurrence.
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