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Background/Purpose: Aeromonas and Vibrio are important water-borne pathogens causing
substantial morbidity and mortality in cirrhotic patients in Taiwan, but the differences in clin-
ical manifestations of Aeromonas and Vibrio bacteremia have not been reported in detail.
Methods: From January 2003 to September 2013, cirrhotic patients with monomicrobial Aero-
monas or Vibrio bacteremia at a medical center in Taiwan were included in this study.
Ko, Division of Infectious Disease, Department of Internal Medicine, National Cheng Kung University
704, Tainan, Taiwan.
h, Departments of Laboratory Medicine and Internal Medicine, National Taiwan University Hospital,
ipei, 100, Taiwan.
u.tw (P.-R. Hsueh), winston3415@gmail.com (W.-C. Ko).
lly to this manuscript.

.05.006
ociety of Microbiology. Published by Elsevier Taiwan LLC. This is an open access article under the CC
mons.org/licenses/by-nc-nd/4.0/).

mailto:hsporen@ntu.edu.tw
mailto:winston3415@gmail.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jmii.2014.05.006&domain=pdf
http://dx.doi.org/10.1016/j.jmii.2014.05.006
http://creativecommons.org/licenses/by-nc-nd/4.0/
www.sciencedirect.com/science/journal/16841182
http://www.e-jmii.com
http://dx.doi.org/10.1016/j.jmii.2014.05.006
http://dx.doi.org/10.1016/j.jmii.2014.05.006


510 L.-S. Syue et al.
Results: The study population consisted of 77 cirrhotic patients with Aeromonas bacteremia
and 48 patients with Vibrio bacteremia. Both pathogens clustered during the summer season;
Vibrio bacteremia was more correlated with higher temperatures (Vibrio: r2 Z 0.95,
p < 0.0001; Aeromonas: r2 Z 0.74, p Z 0.006) and was associated with ingestion of under-
cooked seafood (p Z 0.03) or cutaneous exposure (p < 0.001). Vibrio bacteremia mainly
occurred in mildly or moderately decompensated cirrhosis (ChildePugh class A and B: 45.8%
vs. 20.8%, p Z 0.003), and caused more soft-tissue infections (31.3% vs. 5.2%; p < 0.001)
and renal dysfunction (1.6 � 1.2 mg/dL vs. 1.3 � 0.8 mg/dL, p Z 0.006). Sepsis-related mor-
tality was similar in the cases of Vibrio and Aeromonas bacteremia (14.6% vs. 14.3%, pZ 0.96),
but those with Vibrio bacteremia underwent a fulminant course, as evidenced by a shorter
time from bacteremia onset to death (3.1 days vs. 8.2 days, p Z 0.04).
Conclusion: In cirrhotic patients, bacteremia caused by Aeromonas and Vibrio species clus-
tered in summer months and caused similar mortality, but Vibrio bacteremia led to a more se-
vere and fulminant sepsis.
Copyright ª 2014, Taiwan Society of Microbiology. Published by Elsevier Taiwan LLC. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nc-nd/4.0/).
Introduction

Bacterial infections remained common and accounted for
significant morbidity and mortality in cirrhotic patients.
The cumulative mortality rate after infections in cirrhotic
patients could be up to 43.5%, four-fold higher than those
without infections.1 Approximately 76% of bacteremia in
cirrhotic patients were caused by Gram-negative bacteria,
and Escherichia coli and Klebsiella spp. were the most
common microorganisms.2 Vibrio, Aeromonas, and
Campylobacter spp. occasionally caused bacteremia in
cirrhotic patients, but these individuals are at great risks
for invasive infections caused by these less commonly
encountered pathogens.3 Previous studies have described
the clinical features, infection foci, and short-term
outcome of Aeromonas or Vibrio infections, such as pri-
mary bacteremia, spontaneous bacterial peritonitis, or soft
tissue infection, especially in patients with hepatic prob-
lems. Their occurrence may be related to food or water
exposure.4e6 Taiwan, especially its southern region, could
be regarded as one of the endemic areas of Aeromonas and
Vibrio infections because of their ubiquitous presence in
the environment and the high incidence of chronic hepa-
titis.7 However, a poor outcome had been prescribed in the
cases of Aeromonas or Vibrio infections,8 and underlying
hepatic cirrhosis is often referred to as a prognostic host
factor.8,9 Empirical antimicrobial therapy that covers both
pathogens among the susceptible population is an impor-
tant clinical issue in Taiwan.

Recently, among clinical Aeromonas isolates b-lacta-
mases conferring cephalosporin resistance, which were
absent in clinical Vibrio isolates, had been discussed,10 and
such a finding highlighted the importance of the identifi-
cation of the Aeromonas genus. However, infectious dis-
eases caused by Aeromonas or Vibrio species could not be
clinically distinguished. So far, there is no study detailing
their similarities and dissimilarities among cirrhotic pa-
tients. Therefore, our study was intended to describe and
compare the clinical features and outcome of Aeromonas
and Vibrio bacteremia in cirrhotic patients who sought
treatment at a medical center in southern Taiwan.
Materials and methods

The cases of Aeromonas and Vibrio bacteremia between
January 2003 and September 2013 were identified from the
database of the Microbiology Laboratory of National Cheng
Kung University Hospital, Tainan, Taiwan. Clinical and lab-
oratory information, including demographic characteris-
tics, underlying disease, clinical presentations and course,
laboratory data, antimicrobial agents administered, and
clinical outcomes, were collected. The clinical diagnosis of
liver cirrhosis was made by sonographic findings in
conjunction with the presence of cirrhotic complications,
such as ascites, esophageal varices, hepatic encephalopa-
thy, or coagulopathy. Only monomicrobial bacteremia was
included. The monthly mean outdoor temperatures (�C) in
the Tainan area between 2003 and 2013 were obtained from
the Central Weather Bureau, Taiwan, and would be used to
correlate with the seasonal distribution of all episodes of
monomicrobial Aeromonas and Vibrio bacteremia. Only the
first episode of Aeromonas or Vibrio bacteremia was taken
into account in other analyses in this study.

The blood culture system used was BACTEC 9240 (Beckon
Dickinson, Sparks, MD, USA). Identification of the Aeromonas
genus was based on a positive oxidase test, fermentation of
D-glucose, the absence of growth in 6.5% sodium chloride,
and resistance to the vibriostatic agent, 0/129 (150 mg), as
described previously.11 Because recent advances in nomen-
clature in the genus Aeromonas are based on genetic iden-
tification, which led to a reclassification of the Aeromonas
species,12 species identification is beyond the scope of this
study, and only the details of Aeromonas bacteremia are
discussed. Vibrio isolates identified were oxidase positive,
susceptible to 0/129, tolerable to salt solution, and can
ferment glucose. Species identification relied on typical
biochemistry characteristics as described previously.5 Both
genera were confirmed using the commercial identification
system, API 20E system (BioMérieux, Marcy-l’Étoile, France).
Serotyping of Vibrio cholerae was studied by the O1 anti-
serum. In vitro antimicrobial susceptibilities of all isolates
were determined with the disk diffusion method described
by the Clinical and Laboratory Standards Institute.13
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Figure 1. Seasonal distribution of Aeromonas and Vibrio
bacteremia in cirrhotic patients in southern Taiwan. There is a
more significant correlation of Vibrio bacteremia episodes
(r2 Z 0.95, p < 0.0001) with average ambient temperature
than those of Aeromonas bacteremia (r2 Z 0.74, p Z 0.006,
Spearman’s correlation). P Z 0.04.
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Nosocomial infections were defined as the bacteremic
episodes detected at least 72 hours after admission. The
severity of liver cirrhosis was assessed by the Pugh scoring
system based on serum albumin, total serum bilirubin,
prolongation of prothrombin time, amount of ascites, and
degree of hepatic encephalopathy.14 Patients who had
antecedent trauma, fish bone injury, or recent contact with
freshwater or seawater, were reported as cutaneous
exposure. Recent consumption of uncooked seafood was
regarded as ingestion exposure. Bacteremia without
concomitant attributable infectious focus was considered
primary bacteremia, and other infectious foci were deter-
mined on the basis of clinical findings or bacterial culture
results. Hypotension was defined as a systolic blood pres-
sure <90 mmHg or the need for an inotropic agent support
within 24 hours prior to or 48 hours after bacteremia onset.
The severity of illness was graded using the Pitt bacteremia
score, which was based on the evaluation of body tem-
perature, mental status, blood pressure, need for me-
chanical ventilation, and presence of cardiac arrest.15

When the septic process was deemed to be the cause of
death, the fatality was regarded as being directly related to
the bacteremia. Deaths resulting from any events other
than septicemia, such as gastrointestinal bleeding or un-
derlying problem, were defined as not directly related to
bacteremia. Initial antimicrobial therapy was the drug
prescribed continuously for at least 48 hours after the
symptom onset. If it was demonstrated to be in vitro active
against the causative pathogen, it was defined as being
appropriate.

Statistical analyses were performed using SPSS, version
17.0 (SPSS Inc., Chicago, IL, USA). Pearson’s Chi-square test
or two-tailed Fisher’s exact test was used to examine
nominal data and unpaired Student t test was used for
continuous data. ManneWhitney U test was used for
outcome analysis, and KaplaneMeier survival curves were
performed for the survival duration of Aeromonas and
Vibrio species. The correlation of monthly episodes of
bacteremia and the average outdoor temperature in Tainan
City were examined using the Spearman correlation anal-
ysis. A p value of �0.05 was regarded as statistically
significant.
Results

Between January 2003 and September 2013, a total 240
Aeromonas isolates obtained from 227 patients and 92
Vibrio isolates from 91 patients were found. Among these
patients, 77 (33.9%) patients with 86 episodes of Aeromonas
bacteremia and 48 (52.7%) patients with 49 episodes of
Vibrio bacteremia had hepatic cirrhosis. Regarding Vibrio
bacteremia, 27 episodes were caused by Vibrio vulnificus,
20 by non-O1, non-O139 V. cholera, and two by Vibrio spp.
Compared with Aeromonas bacteremia, Vibrio bacteremia
was more correlated with warmer temperatures (Aero-
monas: r2 Z 0.74, pZ 0.006; Vibrio: r2 Z 0.95, p < 0.0001)
(Fig. 1).

The mean age of patients with Aeromonas bacteremia
was 57.0 years (range, 29e93 years) and that of patients
with Vibrio bacteremia was 55.4 years (range, 35e84 years)
(Table 1). Males predominated in both groups. Diabetes
mellitus and hepatocellular carcinoma, in addition to
cirrhosis, were common comorbidities in both groups.
Nosocomial acquisition was more common in Aeromonas
bacteremia than in Vibrio bacteremia (23.4% vs. 8.3%,
p Z 0.03). The interval between the admission and acqui-
sition of Aeromonas bacteremia tended to be longer than
that of Vibrio bacteremia (14.8 days vs. 7.0 days,
p Z 0.39), although the difference was not statically
significant.

Only two (2.6%) patients with Aeromonas bacteremia
were associated with an exposure history, but for Vibrio
bacteremia, six (12.5%) patients with seafood exposure
(pZ 0.03) and 14 (29.2%) patients with cutaneous exposure
(p < 0.001) were noted. Vibrio bacteremia occurred in
cases of mild-to-moderate decompensated cirrhosis
(ChildePugh class A and B: 45.8% vs. 20.8%, p Z 0.003),
whereas Aeromonas bacteremia often occurred in those
with severely decompensated cirrhosis.

As for clinical manifestations, the initial presentation of
fever was common at arrival. Of note, patients with Vibrio
bacteremia more often experienced dyspnea (33.3% vs.
15.6%, p Z 0.02) and tended to have more severe sepsis, as
indicated by more patients with a Pittsburgh bacteremia
score �4 (33.3% vs. 19.5%, p Z 0.08; Table 1). In terms of
leukocytosis, leukopenia, or thrombocytopenia, there were
no differences, but serum creatinine levels at initial pre-
sentation were higher in the cases of Vibrio bacteremia
(1.6 � 1.2 mg/dL vs. 1.3 � 0.8 mg/dL; p Z 0.006).

As for the potential source or infectious focus of
bloodstream infections, primary bacteremia was most
common in both study groups (Aeromonas: 43/77, 55.8%;
Vibrio: 22/48, 45.8%; p Z 0.28), followed by spontaneous
bacterial peritonitis (Aeromonas: 21/77, 27.3%; Vibrio: 7/
48, 14.6%; p Z 0.10). Of note, soft-tissue infections were
more common in Vibrio bacteremia (15/48, 31.3% vs. 4/77,
5.2%; p < 0.001) (Fig. 2). Four cases of Aeromonas
bacteremia and soft-tissue infections had necrotizing fas-
ciitis. Of 15 cases of Vibrio bacteremia and soft-tissue in-
fections, 86.7% (13) had necrotizing fasciitis requiring
emergent fasciotomy. The other infectious foci included
intra-abdominal infections (3 cases of Aeromonas



Table 1 Clinical characteristics of cirrhotic patients with Aeromonas or Vibrio bacteremia

Characteristic Case no. (%) or mean � standard deviation p value

Aeromonas, n Z 77 Vibrio, n Z 48

Age, year 57.0 � 13.9 55.4 � 12.6 0.28
Male 53 (68.8) 34 (70.8) 0.81
Healthcare-associated bacteremia 18 (23.4) 4 (8.3) 0.03
Days after admission, mean (range)a 14.8 (3e46) 7 (3e15) 0.39

Etiology of liver cirrhosis
Hepatitis B virus 45 (58.4) 22 (45.8) 0.17
Hepatitis C virus 22 (28.6) 15 (31.3) 0.75
Alcoholism 18 (23.4) 13 (27.1) 0.64

Mild-to-moderate cirrhosisb 16 (20.8) 22 (45.8) 0.003
Comorbid conditions
Hepatocellular carcinoma 35 (45.5) 17 (35.4) 0.27
Diabetes mellitus 17 (22.1) 16 (33.3) 0.17
Malignancy other than hepatoma 5 (6.5) 4 (8.3) 0.70
Chronic kidney disease 4 (5.2) 1 (2.1) 0.39
Steroid use 0 2 (4.2) 0.07

Exposure history
Ingestion exposure 2 (2.6) 6 (12.5) 0.03
Cutaneous exposure to water or trauma 0 14 (29.2) <0.001

Prior antibiotics within 1 month before onset 18 (23.4) 6 (12.5) 0.13
Clinical presentations
Fever 74 (96.1) 43 (89.6) 0.15
Hypotension 29 (37.7) 25 (52.1) 0.11
Altered mental status 24 (31.2) 10 (20.8) 0.21
Dyspnea 12 (15.6) 16 (33.3) 0.02
Abdominal pain 28 (36.4) 13 (27.1) 0.28
Diarrhea 14 (18.2) 4 (8.3) 0.13

Laboratory data
Leukocytosis (>12,000/mm3) 16 (20.8) 11 (22.9) 0.78
Leukopenia (<4000/mm3) 16 (20.8) 13 (27.1) 0.42
Thrombocytopenia (<100,000/mm3) 63 (81.8) 40 (83.3) 0.83
Serum creatinine (mg/dL) 1.3 � 0.8 1.6 � 1.2 0.006

Pittsburgh bacteremia score �4 15 (19.5) 16 (33.3) 0.08
a Two cases transferred from other hospitals without complete information were excluded.
b Child-Pugh class A and B.

Figure 2. Infectious foci of Aeromonas or Vibrio bacteremia
in cirrhotic patients. Vibrio bacteremia more often manifests
as soft-tissue infections than Aeromonas bacteremia (15/48,
31.3% vs. 4/77, 5.2%; p < 0.001).
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infection, 3 cases of Vibrio infection), spontaneous bacte-
rial empyema (3 cases of Aeromonas, 1 case of Vibrio),
biliary tract infection (1 case of Aeromonas), urinary tract
infection (1 case of Aeromonas), and pneumonia (1 case of
Aeromonas). Of the patients with Vibrio bacteremia, four
(30.8%) of 13 with necrotizing fasciitis and 12 (34.3%) of 35
without necrotizing fasciitis had severe illness (Pitt
bacteremia score � 4), compared with 15 (19.5%) of 77
with Aeromonas bacteremia (p Z 0.36 and p Z 0.09,
respectively).

Of the cases of Aeromonas and Vibrio bacteremia, there
were no differences in crude (20.8% vs. 29.2%, p Z 0.29) or
sepsis-related mortality rate (14.3% vs. 14.6%, p Z 0.96)
(Table 2). However, the interval between the bacteremia
onset to sepsis-related death was shorter in the cases of
Vibrio bacteremia than that of Aeromonas bacteremia (3.1
days vs. 8.2 days, p Z 0.04) (Fig. 3).

Interestingly, three cirrhotic cases of Aeromonas
bacteremia experienced Vibrio bacteremia at 2e12 months
after the previous Aeromonas episodes. By contrast, four



Table 2 Clinical outcome of Aeromonas or Vibrio bacteremia in cirrhotic patients

Variables Case no. (%) p value

Aeromonas, n Z 77 Vibrio, n Z 48

Appropriate antibiotics initially 61 (79.2) 43 (89.6) 0.13
Hospital stay, days

All cases (mean, range) 16.1 (1-80) 17.4 (1-67) 0.83
Survivors (mean, range) 14.4 (4-80) 19.0 (1-67) 0.56

Intensive care unit admission 9 (11.7) 10 (20.8) 0.17
Mortality

Sepsis-related 11 (14.3) 7 (14.6) 0.96
At 14 days 10 (13.0) 10 (20.8) 0.25
At 1 month 16 (20.8) 13 (27.1) 0.42
In hospital 16 (20.8) 14 (29.2) 0.29
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cirrhotic cases of Vibrio bacteremia experienced Aero-
monas bacteremia at 22e68 months afterward (Table 3).

Discussion

Both Aeromonas and Vibrio spp. are important pathogens
that cause clinical infections, including primary bacter-
emia, spontaneous bacterial peritonitis, soft-tissue in-
fections, and gastroenteritis, especially in regions with a
high prevalence of chronic hepatitis and warm climate,
such as Taiwan. The individual characteristics of clinical
presentations and outcomes of human infections due to
Aeromonas and Vibrio species, which often were linked to
wild water exposure, had been well described.5,6,16 How-
ever, no report ever compared the clinical characteristics
of cirrhotic patients with Aeromonas and Vibrio infections.
To our knowledge, this is the first report to investigate the
differences in clinical manifestations.
Figure 3. KaplaneMeier survival curves of cirrhotic patients
with sepsis-related mortality due to Aeromonas or Vibrio
bacteremia. The mean duration after bacteremia onset to
death was significantly shorter in those with Vibrio bacteremia
than in those with Aeromonas bacteremia (3.1 days vs. 8.2
days, p Z 0.04).
As compared with Western countries, the incidence of
Aeromonas bacteremia in southern Taiwan was 143-, 50-,
and 115-fold higher than those in California in 1998, En-
gland and Wales in 2004, and France in 2006, respectively,
whereas non-cholerae Vibrio bacteremia was 50-fold higher
than that in Florida, USA.7 Prior to 2000, the predominance
of underlying cirrhosis in the cases of Aeromonas and non-
O1, non-O139 V. cholerae bacteremia has been recog-
nized in Taiwan.5,17 In this study, 33.9% of monomicrobial
Aeromonas bacteremia and 52.7% of Vibrio bacteremia
were found in cirrhotic patients. These epidemiological
figures highlighted the endemicity of Aeromonas and Vibrio
bacteremia in Taiwan.

As compared with other underlying diseases, cirrhosis
posed a significant impact on the mortality of patients with
community-acquired bacteremia.18 Although medical care
of cirrhotic patients had been improved in the past decades
and prophylactic antibiotics had been utilized under
certain conditions, including gastrointestinal bleeding or
while undergoing invasive procedures,19 bacterial in-
fections cause substantial morbidity and mortality among
cirrhotic patients.20 Those with decompensated hepatic
function are in a multifactorial state of local and systemic
immune dysfunction,21 including portosystemic shunting
allowing more endotoxins in the portal circulation to bypass
the liver,22 impaired phagocyte activity and opsonic activ-
ity,23 and bacterial translocation.24 Moreover, as hepatic
decompensation progressed, it is often associated with
bloodstream infections and a worse outcome.25 The exact
mechanism may be, at least partially, related to bacterial
translocation.26

Specific virulence-associated genes and markers of Aer-
omonas and Vibrio species had been studied,27 but the
reasons why invasive infections attributed to both patho-
gens dominated in cirrhotic patients remain unsettled.28

However, previous studies have been addressed wherein
cases of Aeromonas and Vibrio infections were more com-
mon in the ChildePugh class C of decompensation,5,17 and
the average ChildePugh score was higher in cirrhotic pa-
tients with Aeromonas infections than those with infections
due to other bacterial species.29

In this study, seven patients had sequential Aeromonas
and Vibrio bacteremia at different intervals (2e64 months).
Those with initial Vibrio bacteremia tended to have mild-
to-moderate cirrhosis and developed Aeromonas



Table 3 Clinical characteristics of seven cirrhotic patients with sequential Aeromonas and Vibrio vulnificus or non-O1, non-
O139 V. cholerae bacteremia

Case no. Age/sex Comorbidities Pugh classa Date/Pathogen/Clinical diagnosis Outcome of 2nd

episode1st episode 2nd episode Interval

1 44/M Hepatoma,
diabetes
mellitus

C/C 2003.05/Aeromonas/
primary
bacteremia

2003.07/V. cholerae/
primary
bacteremia

2 months Survived

2 69/F Hepatoma C/C 2008.04/Aeromonas/
SBP

2008.07/V. choleraeb/
SBE

3 months Died

3 55/F No C/C 2010.02/Aeromonas/
primary
bacteremia

2011.02/V. vulnificus/
primary
bacteremia

12 months Survived

4 41/M Diabetes
mellitus

A/C 2003.10/V. vulnificus/
primary
bacteremia

2009.06/Aeromonas/
primary
bacteremia

68 months Survived

5 57/F Hepatoma C/C 2004.09/V. vulnificus/
primary
bacteremia

2006.07/Aeromonasb/
primary
bacteremia

22 months Died

6 39/M Squamous
cell
carcinoma

B/C 2007.08/V. cholerae/
SBP

2009.10/Aeromonas/
SBP

26 months Survived

7 68/F Diabetes
mellitus

B/C 2010.08/V. cholerae/
enteritis

2012.08/Aeromonas/
pneumonia

24 months Survived

a Pugh class of 1st episode/2nd episode.
b Hospital-associated infections.

SBP Z spontaneous bacterial peritonitis; SBE Z spontaneous bacterial empyema.
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bacteremia later, while liver function deteriorated. As
compared with those with Aeromonas infections, Vibrio
infections developed in individuals with less severe hepatic
dysfunction, suggestive of a higher virulence of Vibrio iso-
lates. Moreover, we found that patients with Vibrio
bacteremia experienced more hypotension, renal function
deterioration, and a high disease severity than those with
Aeromonas bacteremia. Furthermore, Vibrio sepsis runs a
fulminant clinical course, that is, a shorter interval be-
tween disease onset to death. The above facts indicate that
Vibrio spp. is more virulent than Aeromonas spp. in
cirrhotic patients.

Both pathogens are environmental pathogens in Taiwan,
related to exposure to wild water or marine creatures, and
often cause diseases among humans during warm seasons as
community-acquired infections. Vibrio infection was often
linked to warmer seasons in previous studies.4,5 However,
there were inconsistent opinions about the seasonal varia-
tion of Aeromonas bacteremia, because some studies re-
ported that it correlated with warmer seasons17 whereas
others did not.30 In this study, the seasonal variation was
relevant to warmer seasons, and is more evident in Vibrio
bacteremia (r2 Z 0.95, p < 0.0001) than in Aeromonas
bacteremia (r2 Z 0.74, p Z 0.006).

Furthermore, 23.4% (18 cases) of Aeromonas bacteremia
and 8.3% (4) of Vibrio bacteremia were nosocomial in-
fections, developing late during hospitalization, approxi-
mately 2 weeks after admission in Aeromonas bacteremia
but 1 week after admission in Vibrio bacteremia. Only one
patient with Vibrio bacteremia recalled recent seafood
ingestion. Because their portals of entry were not clear,
physicians should keep in mind the scenario that
Aeromonas or Vibrio sepsis can develop even during hos-
pitalization and cause mortality. For cirrhotic patients,
food safety, including avoidance of raw or undercooked
food consumption, should be emphasized.

Most patients received appropriate empirical antibiotics,
but the mortality remained high in this study. Although no
prospective, controlled clinical trial can conclude optimal
therapeutic regimens for Vibrio infections, a combination
regimen with cefotaxime plus minocycline showed in vitro
synergistic antibacterial effects for Vibrio infections31,32

and was supported by a case series.33 However, Aeromonas
species possessed various b-lactamases, which can confer
resistance to a broad spectrum of antibiotics.10 For optimal
antibiotics against Aeromonas infections, species identifi-
cation and in vitro susceptibility are essential to guide
antimicrobial therapy.34

With the nature of a retrospective study, the exposure
history would not be retrieved with precision, which
underestimated the relevance of contact history in the
cases of Aeromonas bacteremia. In addition, polymicrobial
Aeromonas or Vibrio bacteremia was excluded, which may
influence the likelihood of environmental exposure.
Because other studies involving cases of polymicrobial
bacteremia reported the predominance of cancer pa-
tients,35,36 the study result of monomicrobial bacteremia in
cirrhotic individuals that the portals of entry in the cases of
Aeromonas infections are not always evident clinically,
remain valid.

In conclusion, in cirrhotic patients bacteremia caused by
Aeromonas and Vibrio species clustered during summer and
caused similar mortality, but Vibrio bacteremia led to a
more severe and fulminant sepsis.



Aeromonas and Vibrio bacteremia in cirrhotic adults 515
Conflicts of interest

All contributing authors declare no conflicts of interest.
Acknowledgments

This study was supported by grants from National Cheng
Kung University Hospital, Tainan, Taiwan (NCKUH-
10003006) and the Ministry of Health and Welfare, Taiwan
(MOHW103-TDU-B-211-113002). We appreciate the assis-
tance from the Central Weather Bureau, Taiwan for
providing ambient temperature data.
References

1. Arvaniti V, D’Amico G, Fede G, Manousou P, Tsochatzis E,
Pleguezuelo M, et al. Infections in patients with cirrhosis in-
crease mortality four-fold and should be used in determining
prognosis. Gastroenterology 2010;139:1246e56.

2. Kuo CH, Changchien CS, Yang CY, Sheen IS, Liaw YF. Bacter-
emia in patients with cirrhosis of the liver. Liver 1991;11:
334e9.

3. Brann OS. Infectious complications of cirrhosis. Curr Gastro-
enterol Rep 2001;3:285e92.

4. Chuang YC, Yuan CY, Liu CY, Lan CK, Huang AH. Vibrio vulni-
ficus infection in Taiwan: report of 28 cases and review of
clinical manifestations and treatment. Clin Infect Dis 1992;15:
271e6.

5. Ko WC, Chuang YC, Huang GC, Hsu SY. Infections due to non-O1
Vibrio cholerae in southern Taiwan: predominance in cirrhotic
patients. Clin Infect Dis 1998;27:774e80.

6. Ko WC, Lee HC, Chuang YC, Liu CC, Wu JJ. Clinical features and
therapeutic implications of 104 episodes of monomicrobial
Aeromonas bacteraemia. J Infect 2000;40:267e73.

7. Wu CJ, Chen PL, Tang HJ, Chen HM, Tseng FC, Shih HI, et al.
Incidence of Aeromonas bacteremia in southern Taiwan: Vibrio
and Salmonella bacteremia as comparators. J Microbiol
Immunol Infect 2014;47:145e8.

8. Lau SM, Peng MY, Chang FY. Outcomes of Aeromonas bacter-
emia in patients with different types of underlying disease. J
Microbiol Immunol Infect 2000;33:241e7.

9. Ou TY, Liu JW, Leu HS. Independent prognostic factors for fa-
tality in patients with invasive vibrio cholerae non-O1 in-
fections. J Microbiol Immunol Infect 2003;36:117e22.

10. Chen PL, Ko WC, Wu CJ. Complexity of b-lactamases among
clinical Aeromonas isolates and its clinical implications. J
Microbiol Immunol Infect 2012;45:398e403.

11. Wu CJ, Tsai PJ, Chen PL, Wu IC, Lin YT, Chen YH, et al. Aer-
omonas aquariorum septicemia and enterocolitis in a cirrhotic
patient. Diagn Microbiol Infect Dis 2012;74:406e8.

12. Janda JM, Abbott SL. The genus Aeromonas: taxonomy, path-
ogenicity, and infection. Clin Microbiol Rev 2010;23:35e73.

13. Clinical and Laboratory Standard Institute (CLSI). Methods for
antimicrobial dilution and disk susceptibility testing of
infrequently isolated or fastidious bacteria; approved guide-
line. 2nd ed. Wayne, PA: CLSI; 2010. M45eMA2.

14. Pugh RN, Murray-Lyon IM, Dawson JL, Pietroni MC, Williams R.
Transection of the oesophagus for bleeding oesophageal vari-
ces. Br J Surg 1973;60:646e9.

15. Chow JW, Fine MJ, Shlaes DM, Quinn JP, Hooper DC,
Johnson MP, et al. Enterobacter bacteremia: clinical features
and emergence of antibiotic resistance during therapy. Ann
Intern Med 1991;115:585e90.
16. Chiang SR, Chuang YC. Vibrio vulnificus infection: clinical
manifestations, pathogenesis, and antimicrobial therapy. J
Microbiol Immunol Infect 2003;36:81e8.

17. Ko WC, Chuang YC. Aeromonas bacteremia: review of 59 epi-
sodes. Clin Infect Dis 1995;20:1298e304.

18. Chen SY, Tsai CL, Lin CH, Lee CC, Chiang WC, Wang JI, et al.
Impact of liver cirrhosis on mortality in patients with
community-acquired bacteremia. Diagn Microbiol Infect Dis
2009;64:124e30.

19. Chavez-Tapia NC, Barrientos-Gutierrez T, Tellez-Avila FI,
Soares-Weiser K, Uribe M. Antibiotic prophylaxis for cirrhotic
patients with upper gastrointestinal bleeding. Cochrane Data-
base Syst Rev 2010;8:CD002907.

20. Strauss E. The impact of bacterial infections on survival of
patients with decompensated cirrhosis. Ann Hepatol 2014;13:
7e19.

21. Bonnel AR, Bunchorntavakul C, Reddy KR. Immune dysfunction
and infections in patients with cirrhosis. Clin Gastroenterol
Hepatol 2011;9:727e38.

22. Tandon P, Garcia-Tsao G. Bacterial infections, sepsis, and
multiorgan failure in cirrhosis. Semin Liver Dis 2008;28:26e42.

23. Christou L, Pappas G, Falagas ME. Bacterial infection-related
morbidity and mortality in cirrhosis. Am J Gastroenterol
2007;102:1510e7.

24. Wiest R, Garcia-Tsao G. Bacterial translocation in cirrhosis.
Hepatology 2005;41:422e33.

25. Borzio M, Salermo F, Piantoni L, Cazzaniga M, Angeli P, Bissoli F,
et al. Bacterial infection in patients with advanced cirrhosis: a
multicentre prospective study. Dig Liver Dis 2001;33:41e8.

26. Wiest R, Lawson M, Geuking M. Pathological bacterial trans-
location in liver cirrhosis. J Hepatol 2014;60:197e209.

27. Wu CJ, Wu JJ, Yan JJ, Lee HC, Lee NY, Chang CM, et al. Clinical
significance and distribution of putative virulence markers of
116 consecutive clinical Aeromonas isolates in southern
Taiwan. J Infect 2007;54:151e8.

28. Lee YL, Hung PP, Tsai CA, Lin YH, Liu CE, Shi ZY. Clinical
characteristics of non-O1/non-O139 Vibrio cholerae isolates
and polymerase chain reaction analysis of their virulence fac-
tors. J Microbiol Immunol Infect 2007;40:474e80.

29. Choi JP, Lee SO, Kwon HH, Kwak YG, Choi SH, Lim SK, et al.
Clinical significance of spontaneous Aeromonas bacterial
peritonitis in cirrhotic patients: a matched case-control study.
Clin Infect Dis 2008;47:66e72.

30. Janda JM, Guthertz LS, Kokka RP, Shimada T. Aeromonas spe-
cies in septicemia: laboratory characteristics and clinical ob-
servations. Clin Infect Dis 1994;19:77e83.

31. Chuang YC, Liu JW, Ko WC, Lin KY, Wu JJ, Huang KY. In vitro
synergism between cefotaxime and minocycline against Vibrio
vulnificus. Antimicrob Agents Chemother 1997;41:2214e7.

32. Su BA, Tang HJ, Wang YY, Liu YC, Ko WC, Liu CY, et al. In vitro
antimicrobial effect of cefazolin and cefotaxime combined
with minocycline against Vibrio cholerae non-O1 non-O139. J
Microbiol Immunol Infect 2005;38:425e9.

33. Liu JW, Lee IK, Tang HJ, Ko WC, Lee HC, Liu YC, et al. Prog-
nostic factors and antibiotics in Vibrio vulnificus septicemia.
Arch Intern Med 2006;166:2117e23.

34. Wu CJ, Chen PL, Wu JJ, Yan JJ, Lee CC, Lee HC, et al. Distri-
bution and phenotypic and genotypic detection of a metallo-b-
lactamase, CphA, among bacteraemic Aeromonas isolates. J
Med Microbiol 2012;61:712e9.

35. Durand-Gasselin B, Leclercq R, Girard-Pipau F, Deharvengt MC,
Rochant H, Astier A, et al. Evolution of bacterial susceptibility
to antibiotics during a six-year period in a haematology unit. J
Hosp Infect 1995;29:19e33.

36. Lay CJ, Zhuang HJ, Ho YH, Tsai YS, Wang LS, Tsai CC. Different
clinical characteristics between polymicrobial and mono-
microbial Aeromonas bacteremia d a study of 216 cases.
Intern Med 2010;49:2415e21.

http://refhub.elsevier.com/S1684-1182(14)00103-0/sref1
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref1
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref1
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref1
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref1
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref2
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref2
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref2
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref2
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref3
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref3
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref3
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref4
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref4
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref4
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref4
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref4
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref5
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref5
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref5
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref5
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref6
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref6
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref6
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref6
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref7
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref7
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref7
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref7
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref7
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref8
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref8
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref8
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref8
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref9
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref9
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref9
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref9
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref10
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref10
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref10
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref10
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref11
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref11
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref11
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref11
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref12
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref12
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref12
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref13
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref13
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref13
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref13
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref13
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref14
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref14
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref14
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref14
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref15
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref15
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref15
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref15
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref15
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref16
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref16
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref16
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref16
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref17
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref17
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref17
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref18
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref18
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref18
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref18
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref18
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref19
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref19
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref19
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref19
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref20
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref20
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref20
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref20
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref21
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref21
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref21
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref21
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref22
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref22
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref22
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref23
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref23
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref23
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref23
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref24
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref24
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref24
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref25
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref25
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref25
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref25
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref26
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref26
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref26
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref27
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref27
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref27
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref27
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref27
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref28
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref28
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref28
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref28
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref28
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref29
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref29
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref29
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref29
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref29
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref30
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref30
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref30
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref30
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref31
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref31
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref31
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref31
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref32
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref32
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref32
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref32
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref32
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref33
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref33
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref33
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref33
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref34
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref34
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref34
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref34
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref34
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref35
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref35
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref35
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref35
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref35
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36
http://refhub.elsevier.com/S1684-1182(14)00103-0/sref36

	Monomicrobial Aeromonas and Vibrio bacteremia in cirrhotic adults in southern Taiwan: Similarities and differences
	Introduction
	Materials and methods
	Results
	Discussion
	Conflicts of interest
	Acknowledgments
	References


