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Description
A 55-year-old man with decompensated cirrhosis 
secondary to Laennec’s (alcoholic) cirrhosis and 
insulin-dependent diabetes mellitus presented with 
acute dysphagia and left-sided neck pain within 
hours of swimming in the Florida Gulf of Mexico. 
He did not ingest raw seafood, eat raw vegetables 
washed with fresh water or intentionally drink 
sea water prior to the presentation. He reported 
no gastrointestinal complaints. On examination, 
temperature was 39.1°C,  and heart rate  was 109 
beats per minute with normal blood pressure. He 
appeared generally toxic and had an inflamed, 
ulcerated left tonsil; later, an axillary skin lesion 
developed with no trauma to the axillary area 
(figure  1). Neck CT showed submucosal tonsillar 
oedema, enlarged left palatine tonsil  and reactive 
lymphadenopathy, consistent with acute tonsillitis 
(figure 2).

Treatment was initiated with ampicillin/
sulbactam  and then changed to piperacillin/tazo-
bactam when blood cultures grew Gram-negative 
bacilli after 8 hours of incubation. The pathogen 
was subsequently identified as V. vulnificus with no 
antimicrobial resistance. Throat culture was nega-
tive for Vibrio spp; however, it was positive for 
herpes virus type-1 (HSV-1). He was treated with 
oral cefpodoxime, doxycycline and valacyclovir for 
14 days, with rapid resolution of symptoms.

V. vulnificus causes severe illness including necro-
tising soft tissue infection, septicaemia and gastro-
enteritis, with high mortality. Risk factors include 
immunocompromised state, diabetes and cirrhosis.1 

Infection may be contracted by consuming under-
cooked seafood or swimming in contaminated sea 
water.2 Acute tonsillitis caused by V. vulnificus is 
rare, with no reported cases in the literature. Our 
patient had concomitant HSV-1 infection which 
may have served as a port of entry to the blood-
stream. His axillary lesion (figure  1) could likely 
be a vibrio cellulitis from haematogenous spread in 
the setting of positive blood cultures and absence 
of trauma along with quick resolution on antibi-
otic  therapy. V. vulnificus is usually susceptible to 
tetracyclines alone, but adding a cephalosporin is 
associated with better therapeutic response.3
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Figure 1  Tonsillar and pharyngeal lesions which appear 
ulcerated, inflamed and necrotic (A, B). Erythematous, 
slightly tender axillary lesion that appeared after the 
tonsillar lesion. Possibly represents Vibrio vulnificus 
cellulitis as it had optimal response to antibiotic 
treatment (C).

Figure 2  CT of the neck showing swelling of the left 
tonsil with submucosal tonsil oedema and enlarged, 
inflamed left palatine tonsil (arrow). Reactive neck 
lymphadenopathy was noticed as well.

Learning points

►► V.vulnificus tonsillitis is rare and can lead to 
septicaemia in susceptible patients.

►► V.vulnificus infection should be suspected 
in patients with cirrhosis with soft tissue 
infections.

►► Tetracycline with or without cephalosporin is 
usually sufficient to treat this potentially lethal 
Gram-negative bacterium.
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