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ABSTRACT 
 

Rat-bite fever (RBF) is a systemic infectious disease. It is due to Streptobacillus moniliformis, a 
commensal bacterium of the nasopharyngeal mucosa of small rodents, in particular rats. This 
anthropozoonosis is rare in urban areas. The first clinical sign of infection is a fever, followed by 
polyarthritis and a rash. It can only start with skin signs, as in our observation. We report the case 
of a 41-day-old female infant who was the victim of a rat bite at one month of life in the upper nasal 
and labial areas. A rabies vaccine with local care has been made. The clinical course at 3 days 
after the bite was marked by a non-pruritic papulopustular rash, the vesiculo-bullous lesions in the 
bilateral and symmetrical legs evolved into inflammatory ulcerative necrotizing lesions in a 
geographic map of the lower 1/3 of the lower limbs with gangrenous lesions in the toes, an 
erythematous base on the face, hands and feet and discreet oral erosions, associated with 
generalized purpuric spots and fevers at 40°C. The biological assessment was carried out 
objectifying an inflammatory syndrome made of a leukocytosis at 26770/mm3, with neutrophils at 
10842/mm

3
, CRP = 215 mg/L. The diagnosis of RBF was made by the isolation of a Gram-

negative bacillus in a blood culture. The final identification of the germ was carried out by 
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molecular biology (PCR of 16S rRNA). The lumbar puncture was negative and the cardiac 
ultrasound was without abnormality. Arterial and venous Doppler ultrasound of the lower limbs was 
normal. The diagnosis of rat bite fever having been retained. The infant was put on cefpodoxime IV 
for 3 weeks and metronidazole IV for 10 days. The clinical course at 3 months later, spontaneous 
amputation of gangrenous toes with residual skin scars was noted. 
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1. INTRODUCTION 
 
Rat bite fever (RBF) is a rare zoonotic infection 
caused by the gram-negative bacilli 
Streptobacillus moniliformis and Spirillium 
minus [1,2]. These bacteria are part of the 
commensal flora of domestic rats [3]. We report 
the case of an infant who suffered a rat bite and 
was admitted for a Rat bite fever. 
 

2. CLINICAL CASE 
 
We report the case of a 41-day-old female infant 
who was the victim of a rat bite at one month of 
life in the upper nasal and labial areas. A rabies 
vaccine with local care has been made. The 
clinical course at 3 days after the bite was 
marked by a non-pruritic papulopustular rash, 
the vesiculo-bullous lesions in the bilateral and 
symmetrical legs evolved into inflammatory 
ulcerative necrotizing lesions in a geographic 
map of the lower 1/3 of the lower limbs with 
gangrenous lesions in the toes (Fig. 1), an 
erythematous base on the face, hands and feet 
and discreet oral erosions, associated with 
generalized purpuric spots and fevers at 40°C. 
The biological assessment was carried out 
objectifying an inflammatory syndrome made of 
a leukocytosis at 26770/mm3, with neutrophils at 
10842/mm3, CRP = 215 mg/L. The diagnosis of 
RBF was made by the isolation of a Gram-
negative bacillus in a blood culture. The final 

identification of the germ was carried out by 
molecular biology (PCR of 16S rRNA). The 
lumbar puncture was negative and the cardiac 
ultrasound was without abnormality. Arterial and 
venous Doppler ultrasound of the lower limbs 
was normal. The diagnosis of rat bite fever 
having been retained. The infant was put on 
cefpodoxime IV for 3 weeks and metronidazole 
IV for 10 days. The clinical course at 3 months 
later, spontaneous amputation of gangrenous 
toes with residual skin scars was noted             
(Fig. 2). 
 

3. DISCUSSION 
 
Following the inoculation of the pathogen, the 
incubation period of S. moniliformis is usually 
less than seven days, but varies from three 
days to three weeks, which is observed in our 
case [4]. RBF is usually characterized by overt 
symptoms such as fever, chills, rash, and 
polyarthralgia [5,6]. Other symptoms may 
include fatigue, vomiting, myalgia, headache 
and pharyngitis. As the symptoms are non-
specific and variable, the clinical diagnosis of 
FMR is often not established if the history of 
exposure to rodents is not known [7,8,9,10]. The 
clinical picture of S. minus infections is slightly 
different, characterized by induration and 
possible ulceration at the bite site and 
associated lymphadenopathy after an 
incubation period of 14-18 days [4]. 

 

 
 

Fig. 1. Ulcerative necrotizing lesions with gangrenous lesions in the toes 
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Fig. 2. Amputation of gangrenous toes with residual skin scars 
 
Complications of untreated FMR include the 
onset of myocarditis, pericarditis, meningitis, 
amniotitis and abscess in various organs, as 
well as death in up to 13% of cases [11,12,13, 
14]. The diagnosis of FMR in the microbiology 
laboratory is often difficult to establish and 
delayed due to the complex nature of the bacilli 
S. moniliformis and S. minus [1,4]. The culture 
of microorganisms is slow and their growth can 
be inhibited by substances present in the culture 
medium. Fortunately, microorganisms are 
usually sensitive to a variety of                     
antibiotics, including beta-lactams, clindamycin, 
erythromycin, and tetracycline [3,4]. Among 
these, the recommended treatment is penicillin 
[15]. 
 

4. CONCLUSION 
 

Rat bite fever is relatively rare, but diagnosis is 
essential because simple antibiotic treatment 
(penicillin) can prevent life-threatening 
complications. 
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