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Introduction:
Psoas abscess caused by morganella morganii 
is a rare entity. It can cause serious morbidity if 
recognition of the infectious agent and instal-
lation of appropriate antimicrobial therapy are 
delayed. Although staphylococcus aureus has 
been reported as the off ending agent in most of 
the patients with psoas abscess, there has been 
perhaps no case reported caused by Morganella 
morganii yet in literature. We performed inci-
sion and drainage and debridement, through the 
patet’s triangle, to treat psoas abscess in a patient 
with infection caused by Morganella morganii.

Morganella morganii is a gram-negative rod 
commonly found in the intestinal tracts of hu-
mans, mammals, and reptiles as normal fl ora1. 
Despite its wide distribution, it is an uncom-
mon cause of community-acquired infection 
and is most oft en encountered in postoperative 
and other nosocomial sett ings. M morganii in-
fections respond well to appropriate antibiotic 
therapy; however, its natural resistance to many 
beta-lactam antibiotics may lead to delays in 
proper treatment.

Identifi cation of M morganii is made by re-

covery of small oxidase-negative catalase and 
indole-positive gram-negative rods on blood 
agar or MacConkey agar. M morganii ferments 
glucose and mannose but not lactose. M mor-
ganii is motile, facultatively anaerobic, non-en-
capsulated, and it hydrolyzes urease and reduces 
nitrates. Unlike Proteus species, swarming does 
not occur. M morganii urinary tract infections 
are oft en associated with an alkaline urine pH.

Case Report:
A 22 years old boy, known case of chronic py-
elonephritis for the past 4 years with off  and on 
electrolyte imbalance, presented with a painful 
swelling over left  lumbar region for 5 days that 
progressively increased in size. Pain was gradual 
in onset, continuous, moderate to severe in in-
tensity. not associated with nausea, vomiting 
and fever. Pain got increased with upright pos-
ture of the patient and was unresponsive to an-
algesia.

On examination, patient had a stooping posture 
with large swelling of 10 x 13 cm in diameter 
at left  lumbar region. Swelling was spherical 
in shape with Ill-defi ned margins and normal 
overlying skin. Swelling was warm, tender, soft  
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and fl uctuant with no pulsation. Lymph nodes 
were not palpable. DRE was normal. Hip fl exion 
ranged from 50 to 120 degree with normal rota-
tion. Spine examination was unremarkable. Th e 
striking laboratory abnormalities were TLC 26.2 
x 109/l (Neutrophils 84 %), ESR 107 mm/1hr 
and CRP 10 mg/dl. Serum urea, creatinine and 
electrolytes were mildly raised. 

Ultrasound KUB showed smaller left  kidney 
6.8/0.8 cm as compared to right sizing 8.9/1.1 
cm with fullness seen at Right kidney calyces. 
Few calculi were seen at left  kidney lower pole 
& renal pelvis. MRI showed large heterogenous 
signal intensity collection in left  paravertebral 
space involving left  psoas muscle causing ante-
rior displacement of left  kidney, inferiorly in-
volving iliacus muscle, measuring approximately 
10.3 x 9 x 19.5 cm. It was extending from T12 to 
L5 with no spinal stenosis. 

Incision and drainage was performed through 
patet’s triangle and 300 ml of pus was drained. 
Corrugated drain was placed and antiseptic 
dressing was done. Post operatively, patient 
started walking with upright posture. AFB cul-
ture was negative. Pus for Culture and sensi-
tivity showed Morganella morganii which was 
sensitive to Piperacillin/tazocin, Cefoperazone 
+sulbactam, Imipenem, Amikacin, Levofl oxacin 
and Ciprofl oxacin. Infectious Disease consult 
was generated and patient was started with Inj 
imipenem 500mg IV TDS for 2 weeks and Tab 
levofl oxacin 500 mg OD for the next 4 weeks. 
Patient responded well with this treatment and 
pus drainage gradually decreased and wound fi -
nally healed in 10 weeks.

Discussion:
Psoas abscess is a rare disorder that is oft en dif-
fi cult to identify. It is usually caused by staphy-
lococcus aureus. In this case report, Morganella 
morganii has been isolated as a cause of psoas 
abscess. Th is is perhaps the fi rst case being re-
ported in literature. M morganii is a gram-neg-
ative bacillus, a member of Enterobacteriaceae 
family commonly found in human intestinal 
fl ora2. M. morganii was fi rst described in the 
late 1930s as a pathogen in urinary tract infec-
tions.3,4 It causes nosocomial infections usually 
aft er surgery. It has been found to be the culprit 
of urinary tract infections, skin and soft  tissue 
infections, meningoencephalitis5, ecthyma gan-
grenosum, spontaneous bacterial peritonitis, 
brain abscess6, septic arthritis7, and endophthal-
mitis in several case reports in past.

Th e abscess may present as back pain or lumbar 
pain, with or without pyrexia. Onset is usually 
subacute, and symptoms are generally present 
for a few weeks. Psoas abscess is usually seen in 
patients with infective spondylitis, infections of 
sacroiliac joint and renal infections and those 
who have diabetes mellitus.

M morganii strains are naturally resistant to 
penicillin, ampicillin, ampicillin/sulbactam, 
oxacillin, fi rst-generation and second-gener-
ation cephalosporins, erythromycin, colistin, 
and polymyxin B. Most strains are naturally sus-
ceptible to piperacillin, ticarcillin, mezlocillin, 
third-generation and fourth-generation cepha-
losporins, carbapenems, aztreonam, fl uoroqui-
nolones, aminoglycosides, and chlorampheni-
col. Th e widespread use of third-generation 
cephalosporins has been associated with the 
emergence of highly resistant M morganii. Many 
hospital-acquired strains express derepressed 
chromosomal amp C beta-lactamases (Bush 
group 1) similar to those produced by Pseudo-
monas aeruginosa and Enterobacter species.8 
Th ese strains may be resistant to ceft azidime and 
other third-generation cephalosporins, but they 
are usually susceptible to cefepime, imipenem, 
meropenem, piperacillin, the aminoglycosides, 
and fl uoroquinolones.

Figure 1: MRI Images
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Patients with psoas abscess usually present with 
fl exion of the hip and knee with lumbar lordo-
sis. Movements of the hip in fl exion usually are 
painless in cases of psoas abscess. Clinching the 
diagnosis of psoas abscess oft en depends on a 
high degree of suspicion and timely acquisition 
of appropriate imaging studies. In this case, MRI 
was very important in developing an accurate di-
agnosis and treatment plan in our patient. Drain-
age and appropriate antibiotic therapy are the 
mainstay treatments in cases of psoas abscess. 

Conclusion:
Morganella morganii, an opportunistic  micro-
organism, may be the off ending agent of Psoas 
abscess with chronic pyelonephritis,  a predis-
posing factor in our patient. Incision & Drain-
age should be performed in order to drain the 
pus. Proper antibiotics should be used based on 
culture and sensitivity. 

Th e prognosis depends on the type of infection 
and particular host. M morganii infection can be 
prevented by observing appropriate infection 

control practices and judiciously using beta-
lactam antibiotics.
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