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Pasteurella multocida Bacteremia 
and Necrotizing Fasciitis  
From a Pet Cat
Eesha Chakravartty, MD • Simrat Kaur Veera, DO •  
Pratap Reddy, MD • Rajat Mukherji, MD • Jitendra Patel, MD

An 85-year-old man was admitted to the hospital with altered 
mental status, uncontrolled hypertension, and tachycardia 
that had been noted during a regularly scheduled hemodi-

alysis session. The lower part of his right leg was tender, with 
erythema, edema, and a small ulcer on the lateral aspect of the 
ankle. While his motor skills were intact, sensation in the distal 
phalanges and dorsal aspect of the foot was decreased. Two 
scratch marks were noted adjacent to the ulcer and extending 
to the dorsal aspect of the right foot.

His medical history was significant for kidney failure, type 2 
diabetes, atrial fibrillation, and chronic obstructive pulmonary 
disease. At presentation, he was febrile with leukocytosis (14,900 
white blood cells/µL) and was started on vancomycin and 
cefepime. Chest radiography findings were benign, and com-
puted tomography scanning of the head showed no acute 
changes. Since he reported pain in the right ankle, radiography 
was performed, the findings of which showed no acute fracture 
and no gas in the subcutaneous tissues.

Blood cultures returned positive for gram-negative bacilli, 
identified the next day as Pasteurella multocida. On further 
questioning, the patient reported that he had been scratched by 
his pet cat on his right foot a few days prior to admission. He 
denied being bitten by the cat. Antibiotics were then adjusted 
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The patient’s right leg showing erythema to mid-calf and black, 
necrotic tissue after the first debridement.
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to piperacillin-tazobactam and vancomycin.
Despite appropriate antibiotics, edema and erythema contin-

ued to spread proximally toward the right knee with a sharp 
demarcation circumferentially. The patient continued to report 
worsening pain in the leg. An incision and drainage procedure 
was performed, and necrotic grayish tissue from the area was 
excised (Figure 1). 

Histopathology tests revealed multiple fragments of fibrocol-
lagenous and adipose tissue showing hemorrhage, necrosis, and 
abscesses (Figure 2).

A second debridement was performed 2 weeks later. The pain 
subsided, as did the erythema and swelling, by the fourth week 
in the hospital, and the patient was eventually discharged home 
on oral antibiotics. The discharge diagnosis was necrotizing 
fasciitis secondary to P multocida infection.

Discussion. Necrotizing fasciitis is a potentially lethal con-
dition that destroys muscle fascia, spreading quickly to surround-
ing tissues. Mortality can be high, and morbidity may include 
amputation if a limb is affected.1 Thus, it is imperative that the 
diagnosis be made early, allowing for immediate intervention.

Based on causative organisms, necrotizing fasciitis can be 
classified into 2 broad categories: polymicrobial (type I), a mixed 
aerobic and anaerobic infection, and monomicrobial (type II), 
most commonly caused by single strains such as type A β-hemolytic 
streptococci or other β-hemolytic species.2 Each type is further 
categorized as gas-forming or non–gas-forming.

P multocida is an uncommonly reported cause of necrotizing 
soft-tissue infections.3 When it manifests with this complication, 
it is associated with a high mortality rate.3 Dog bites, cat bites, 
cat scratches, and rarely dog licks, transmit the infection to 
humans.4 Furthermore, several risk factors are associated with 

progression to necrotizing soft-tissue infections, including dia-
betes, malignancy, and obesity.5 Our patient had several risk 
factors that made him more susceptible to necrotizing fasciitis—
ie, diabetes, kidney failure and associated immunocompromiza-
tion, obesity, and the portal entry for the organism, which was 
a seemingly innocuous cat scratch. One study showed that di-
abetes is a clinical risk factor for limb loss in necrotizing fasciitis.6 
Another study reported on 5 cases of necrotizing fasciitis due to 
P multocida, and each patient had multiple risk factors.3 Of the 
5 patients, 4 died as a result of the infection.3

The reservoirs for P multocida are domesticated animals as 
well as animals in the wild. Humans are more likely to acquire 
infection from domesticated animals. Sources of infection include 
cattle, rabbits, rats, tigers, lions, and wolves.7,8 While bites and 
scratches are more frequently implicated, licking by a pet animal 
of an area of broken skin or even kissing a pet animal has result-
ed in introduction of the infection in humans.7,9,10 Pet saliva has 
been implicated in the occurrence of the disease in children.11 
Transmission between humans is rare, although cases have 
documented proximity to colonized individuals and contact 
with contaminated blood products as a source of infection.11,12

An important feature of this infection is that a seemingly 
innocent wound infection or a mild scratch, as was the case in 
our patient, can progress to have potentially dire consequences. 
Bacteremia is a rarely reported complication and can result in 
septic shock and multiorgan failure, particularly in the presence 
of immunocompromising conditions.13 Necrotizing fasciitis 
should be considered as a potential complication of a P multocida 
wound infection, and management should be aggressive. Ap-
propriate antibiotics, which should be administered promptly, 
include the following: penicillin G, piperacillin, piperacillin-​

Hematoxylin and eosin stain of tissue from right lower leg showing multiple fragments of necrotic tissue (red arrows) and hemor-
rhagic tissue (black arrows), with fibrocollagenous and adipose tissue showing hemorrhage, necrosis and abscesses.
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tazobactam, ampicillin, amoxicillin-clavulanate, cephalosporins 
(second-, third-, and fifth-generation), carbapenems, tetracyclines, 
aztreonam, trimethoprim-sulfamethoxazole, fluoroquinolones, 
and tigecycline.6,7,14,15 Surgical intervention may improve out-
comes.16 n
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