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ABSTRACT

Pseudomonas fulva is a Gram-negative rod that was isolated from Japanese paddy rice, and few cases of infections
due to trauma, catheters, or contaminated infusion products have been reported. We report a case of P. fulva
infection in an older patient who developed septic shock due to P. fulva during hospitalization after treatment for
aspiration pneumonia. Since signs of infection were seen at the skin epidermal exfoliation site, which had been
present since admission, this was considered to be the route of infection. The patient recovered on treatment with
piperacillin. It was suggested that P. fulva can infect minor wounds in older individuals and lead to sepsis, even if
the infection is not caused by a medical device or from severe trauma from an accident. This means that even
small wounds, especially in older individuals, should be treated with caution, and a full body examination,
including the skin, is essential even at the onset of sepsis. Although P. fulva has been identified as P. putida in
many cases by conventional bacterial identification tests, it is expected that more cases will be accurately

identified with the widespread use of polymerase chain reaction and mass spectrometry.

Introduction

Pseudomonas fulva is a Gram-negative rod that was isolated from
Japanese paddy rice in 1963 [1]. Infections caused by P. fulva have
rarely been reported, and reports of bloodstream infections have been
limited to cases of severe trauma by accidents and mass infections
caused by contaminated infusion products. In this report, we describe a
case of septic shock potentially caused by P. fulva percutaneous infec-
tion, along with previous reports of P. fulva infection.

Case

The patient was a 93-year-old man. The patient, originally a plas-
terer, had been receiving homecare from his wife for several years as his
activity of daily living had declined with age. His medical history
included bronchial asthma, chronic obstructive pulmonary disease,
atrial fibrillation, chronic heart failure, Clostridioides difficile infection,
and pyogenic spondylitis. His medications were apixaban, spi-
ronolactone, azosemide, torsemide, theophylline, montelukast, carbo-
cisteine, esomeprazole, and aspartic potassium. One day, the patient

aspirated during breakfast and complained of dyspnea. His family doctor
suspected pneumonia, and he was referred to our hospital. Chest
computed tomography revealed bilateral dorsal consolidation of the
lower lobes, pulmonary edema, and bilateral pleural effusions. Sputum
Gram staining revealed many epithelia and leukocytes phagocytosed by
resident oral bacteria. Urinalysis results were normal, and blood culture
was not performed. The patient was hospitalized because of aspiration
pneumonia, and worsening heart failure. Treatment with ampicillin/
sulbactam for 14 days and intravenous diuretics were initiated, and his
respiratory status recovered. One week later, the patient developed
fever, chills, and shivering. His consciousness was unclear. His vital
signs were as follows: body temperature, 38.5 °C; blood pressure, 64/43
mmHg; pulse rate, 81/min; respiratory rate, 33/min; and SpOs, 97 % (on
ambient air). The peripheral extremities were cold, and septic shock was
suspected. There were no signs of infection at the peripheral intravenous
puncture site; however, there was an increase in the pale, bloody, and
yellow exudate at the right elbow epidermal exfoliation site (5 x 10 mm)
that was present before admission. Blood tests showed elevated white
blood cell, 23,080/pl; C-reactive protein, 10.5 mg/dL; and procalcito-
nin, 29.9 ng/mL. Blood culture tests revealed Gram-negative bacilli in
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other cases of P. fulva have been detected at our facility, and there is no
evidence of contamination with pharmaceuticals or other intra-hospital
transmission of the infection.

Previous case reports of P. fulva are summarized in Table 2. Most
infections occur via medical devices or after severe trauma due to ac-
cidents, with only two non-traumatic cases of cystitis and microbiolog-
ical surveillance [9,10]. P. fulva infections have also been reported
worldwide, with three deaths out of 22 cases described. The finding that
P. fulva can infect an older person from a minor injury and cause septic
shock, as in the present case, is an important clinical finding.

Previously, P. fulva was commonly misidentified as P. putida, which
may be one reason for the low number of reports on P. fulva infections.
However, the widespread use of polymerase chain reaction or mass
spectrometry has enabled more accurate identification of the strains.
Therefore, the number of such reports is expected to increase.
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