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Abstract

Introduction: Malta fever (brucellosis) is a zoonotic infection produced
by intracellular gram-negative coccobacilli, which is transmitted by the con-
sumption of infected unpasteurized animal products, skin contact or mu-
cous membranes with infected animal tissues and fluids, and inhalation of
infected aerosolized particles.

Case: A 34-year-old man living in a rural area, who works in livestock,
was admitted to the emergency department for presenting a clinical pic-
ture of 15 days of evolution of unquantified febrile peaks associated with
symptoms such as chills, asthenia, adynamia and myalgia. The diagnosis of
infection with Brucella Abortus was given through clinical-pathological cor-
relation.

Conclusion: This pathology is more frequent in adult males. Serological
studies (antibodies, agglutination and immunochromatographic assay) prove
to have the highest sensitivity and diagnostic specificity in the clinical pic-
ture. The treatment is given with medication that acts on intracellular acidic
environment (tetracyclines, aminoglycosides, fluoroquinolones), this in or-
der to control the disease, and prevent complications and relapses.
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Introduction

Brucellosis, also known as ‘undulant fever’, ‘Mediterranean fever’ or ‘Mal-
ta fever’ is a zoonotic infection produced by bacteria of the genus Brucella,
which is found within the Alphaproteobacterial family (1).

Members of the genus Brucella are small, facultative intracellular,
non-encapsulated, non-sporulated, and non-motile, aerobic gram-negative
coccobacilli. Classically 6 species were recognized within the genus Brucel-
la: B. melitensis, B. abortus, B. suis, B. canis, B. ovis and B. neotomae, where
its name was seen according to the host (cattle, sheep, goats, camels, pigs
or other animals) (2). Only the first three are harmful to humans and present
their own pathogenicity that is transmitted to humans through the intake
or ingestion of food products from infected animals (such as unpasteurized
dairy products) or by contact with tissues or fluids (1) (2).

Currently, Brucellosis is considered a reemerging disease and represents
a public health problem in many developing countries (3) (13), since the
prevalence of brucellosis has increased due to increasing international tour-
ism and migration (1).

Different endemic areas have been found for this infectious disease, in
which are including countries in the Mediterranean basin, the Middle East,
Central Asia, China, the Indian subcontinent, Sub-Saharan Africa, and parts
of Mexico and Central and South America. (4) Worldwide, approximately
500,000 cases are reported annually, and an estimated 2.4 billion people
are at risk (2), (5), (12).

The objective of the following paper is to present the clinical case of a
patient with Malta fever (Brucellosis) treated at the San Rafael hospital of
Tunja.

Clinical case.

34-year-old man living in the rural area of Sotaquird (Boyacd). He was
admitted to the emergency service of a second-level health center, due to a
clinical picture of 15 days of evolution of unquantified fever peaks with as-
sociated symptoms like chills, asthenia, adynamia and myalgia; he reported
having consumed amoxicillin 500 mg every 8 hours, chlorpheniramine 4 mg
each 8 hours and ascorbic acid 500 mg per day for 7 days without showing
improvement.

He reported important work history of contact with cattle and their flu-
ids without adequate biosecurity elements. The admission vital signs were
temperature 37.9 °C, heart rate 117 beats per minute, blood pressure of
110/70 mmHg, respiratory rate of 20 breaths per minute, it was highlight-
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ing tachycardia and fever, in the general physical examination did not reveal

alterations other than the described.
Due to the patient’s work history and clinical picture, it was decided to

perform paraclinical (Table 1), where the seroagglutination tests confirmed

the diagnosis of brucellosis; due to this result, management with doxycy-

cline 100 mg orally every 12 hours and rifampicin 300 mg orally every 8

hours for 6 weeks were given, with which an improvement was obtained,

and the patient was indicated to be follow-up on an outpatient basis.

Table 1. Admission laboratories

Tabla 1. Admission laboratories.

Laboratories Results Reference
Leukocytes 98600/mm3 4500 a 11000/mm3
Neutrophils 46.8% 40,0 a 65.0 %

Lymphocytes 41.40% 30,0 a 40,0%
Monocytes 11.60% 3.0a10.,0%

Platelets 226000/mm3 150 a 350000/mm3
Hemoglobin 14.5 gr/dl 14.50 a 16,50 g/dl
C Reactive Protein 50,8 mg/1 0.5-10 mg/1
Blood Culture Negative at 48 hours Negative
Urine Culture Negative at 48 hours Negative
TGP/ALT 104 U/L Hasta 42 UI/L
TGO/AST 70 U/L Hasta 37 UI/L
Hepatitis B Surface antigen Negative Negative
Hepatitis C Antibodies Negative Negative
WIDAL Reaction Negative Negative

Salmonella Typhi O

Non-reactive

Non-reactive

Salmonella Typhi H Negative Negative
Salmonella Paratyphi A Negative Negative
Salmonella Paratyphi B Negative Negative

Weil Felix Reaction Negative Negative

Total anti-Brucella antibodies (rose
100 Ul/ml positive Less than 25 Ul'ml

bengal method)

Huddleson Reaction (Brucella

Abortus)

Reactive (1/320)

Non-reactive
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Once the treatment was completed, the patient was evaluated again for
outpatient consultation by the infectious disease service who considered
that the dual treatment (doxycycline and rifampicin) was suitable, however,
the patient persisted with positive serology for infection by Brucella (Hud-
dleson reaction -Brucella Abortus- positive plate agglutination technique),
for which the handling indicated was modified as follows: ciprofloxacin
500mg tablet every 12 hours for 20 days, doxycycline 100 mg every 12
hours for 20 days and control laboratories.

The patient was admitted again to the emergency department 10 months
after the last admission, due to similar clinical picture to the one previously
presented, this time associated with myalgias and arthralgias, the laborato-
ries showed a slight increase in transaminases, the abdominal ultrasound
showed hepatosplenomegaly and chest X-ray did not show alterations, the
trachea in a central position, at the level of the lung area no condensation
or data suggestive of abnormal atelectasis were observed, cardiac silhouette
within normal limits, free cardio and costophrenic angles, bone mineraliza-
tion within normal parameters (figure 1).

Figure 1. Chest X-ray.
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In view of the results obtained in the ultrasound and chest X-ray, it was
decided to hospitalize the patient indicating management for suspected re-
lapse by Brucella with Doxycycline 100mg every 12 hours plus gentamicin
240 mg intravenously per day. The patient completed 6 days of in-hospital
antimicrobial management; he was presenting improvement in symptoms so
discharge with outpatient follow-up was indicated.

Discussion

In Latin America, Mexico has the highest annual incidence of Brucellosis
cases. In South America, Peru and Argentina have the highest incidences
of 34.9 and 8.4 annual cases per million inhabitants. In Colombia, the inci-
dence is 1.85 annual cases per million inhabitants. The disease in non-en-
demic areas is of occupational origin and the most affected population are
male adults (6).

Table 2 lists the main clinical manifestations and most frequent laborato-
ry findings and their prevalence (14).

Table 2. Clinical and paraclinical characteristics of Malta fever.

Table 2. Clinical and paraclinical characteristics of Malta fever (1).

Clinical manifestation Prevalence (%)
Fever 76%
Discomfort 68%
Night sweats 72%
Arthralgias 80%
Hepatomegaly 50%
Splenomegaly 29%

Paraclinical Findings Prevalence (%)
Alanine aminotransferase increase 33%
Anemia 27%
Leukopenia 9%
leukocytosis 8%
Relative lymphocytosis 24%
Thrombocytopenia 12%
Pancytopenia <1%

It is important to consider that for patients with fever of unknown origin,
the panel of antifebrile antigens should be performed to rule out other in-
fectious pathologies, within which blood cultures that have a low sensitivity
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for brucellosis (15 to 60%) (1) can be performed; due to, for this case it was
preferred to perform serological tests that allow the detection of antibodies
against lipopolysaccharide or other antigens of bacteria such as the IgM and
lgG ELISA (sensitivity 94%, specificity 97%), Rose Bengal agglutination test
(sensitivity 87%, specificity 100%) and the immunochromatographic lateral
flow assay (sensitivity 92%, specificity 97%) (1, 6, 7), which were positive in
the case presented.

The goal of the treatment is to control the disease, prevent complica-
tions, relapses, and sequels (8) (15), which is why combined antibiotics with
activity in acidic intracellular environments are included, at high doses with
prolonged duration as it decreases the risk of relapse (7). Within the man-
agement regimens for the general population, doxycycline can be combined
with an aminoglycoside (streptomycin or gentamicin) or the combination of
doxycycline with rifampicin for 6 weeks; the first combination is being more
effective and with lower risk of relapse (8). In cases of relapse or therapeutic
failure, fluoroquinolones should be added (9).

For pregnant women the treatment is still uncertain, since tetracyclines
are contraindicated (10), however in pregnancies of less than 36 weeks, it
can be given management with trimethoprim sulfamethoxazole with rifam-
picin for six weeks, and in case of more than 36 weeks it is preferred to give
rifampicin monotherapy until delivery due to the risk of neonatal kernicter-
us with the use of trimethoprim sulfamethoxazole. After delivery, it is given
management with combination therapy as in non-pregnant adults (11).

Between 5 to 15% of patients after treatment may relapse, it even may
occur up to 12 months later (1), among the factors that can predict relapse
are temperature >38.3 © C, symptoms duration <10 days before treatment
and positive blood cultures at the beginning of the study. Causes of relapse
include inadequate antibiotic regimen, inadequate duration of antibiotic
therapy, lack of adherence, or localized outbreak of infection (1) (7).
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