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Introduction 

 

Chromobacter violaceum is a common inhabitant of 

soil and water in tropical and sub-tropical regions
1
. 

The first human infection caused by it was reported 

in Malaysia in 1927
2
. More than 150 cases have been 

reported worldwide from Vietnam, Taiwan, Japan, 

United States, Brazil, Argentina, Australia, Senegal 

and Sri Lanka
1
. We report 2 fatal cases of 

Chromobacter violaceum in Sri Lankan children. 

 

Case 1                                                                                                                                                                                                                                        

 

An 8 year old girl residing in a tsunami camp at 

Devinuwara was admitted to General Hospital, 

Matara in September 2005 with a history of fever, 

pain in shoulder joint and vomiting of 1 day duration. 

The following day she developed high fever, swelling 

of the shoulder joint, headache and drowsiness. She 

was transferred to the Lady Ridgeway Hospital 

(LRH) for orthopaedic opinion of focal cellulitis of 

upper right deltoid. On examination, right deltoid was 

tender, swollen and had a small necrotic area.  X-ray 

was normal. The same day child’s skin became dark 

and blisters developed. She had lower abdominal 

pain, low urine output and pulmonary oedema 

eventually requiring mechanical ventilation. She was 

treated with cloxacillin, metronidazole, cefuroxime 

followed by crystalline penicillin, ceftazidime and 

acyclovir. Two blood cultures taken at LRH on 

admission grew Chromobacter violaceum after 

overnight incubation. Child died the following day. 

 

Case 2 

 

A 5 month old infant from Kelaniya, a product of 

consanguineous parents had a normal development  
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with good weight gain. There were no significant past 

illnesses. He had his 4
th
 month vaccination on 

1.5.2007.He had a mild febrile reaction that day. 

Child developed high fever again on 5.5.2007 and 

had loose stools. Baby was treated with cefuroxime 

by a General Practitioner. The following morning 

parents noticed cold extremities and brought the child 

immediately to hospital. On the way baby had 

grunting. Baby was in septic shock on admission and 

no skin sepsis was detected. In spite of resuscitative 

measures at the LRH intensive care unit, baby died 

within 4½ hours of admission. Blood and 

nasopharyngeal aspirates taken for culture on 

admission grew Chromobacter violaceum the 

following day. Subsequently we visited their home. 

In one margin of their small land was a large stagnant 

water collection. This area was under water due to 

heavy rain but not their house.  

 

Discussion 

 

Chromobacter violaceum is a Gram negative bacillus 

which is non-fastidious, facultatively anaerobic, 

fermentative and positive for oxidase and catalase 

reactions
3
. Both pigmented and non-pigmented 

strains exist, though the non-pigmented strains are 

rare
3
. The pigmented strains produce a violet non-

diffusible pigment known as violacein, which gives 

the colonies their distinctive purple colour when 

plated on blood, MacConkey, or nutrient agar. 

 

C. violaceum rarely infects humans, but when it does 

so, it causes skin lesions, sepsis and liver abscesses 

that may be fatal
2
. In most cases, the main portal of 

entry appears to be broken skin exposed to the 

organism through contaminated soil and water
4
. 

Diagnosis is made by culture of blood, abscess fluid 

and skin exudates. The organism is usually resistant 

to penicillins and cephalosporins
5
. Antibiotics that 

have been used to successfully treat C. violaceum 

include perfloxacin
4
, ciprofloxacin, amikacin

3
 and 

cotrimoxazole
6
. 

 

Case 1 was from a tsunami camp and Case 2 had the 

infection after floods. Therefore contact with 



contaminated water is a strong possibility. 

Unfortunately the antibiotics used in both cases were 

mainly cephalosporins and penicillins to which C. 

violaceum is usually resistant. Death of both children 

highlights the high mortality associated with the 

illness. A high index of suspicion and appropriate 

antimicrobial therapy are required for this potentially 

fatal infection. 
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