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Case report

Bacterial wound infections leading to bacteraemia with Vibrio vulnificus
and Morganella morganii; two unusual cases
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Case 1
A 84-years-old female diagnosed with cancer of the
epiglottis admitted for a course of chemotherapy to
Teaching Hospital Karapitiya (THK) in October
2019.
She was afebrile on admission, however, developed
redness and swelling at the cannula site few days
later. Next day, she fell in the hospital toilet and
landed on the infected forearm. This toilet was a
squatting type with water sourced from the local
municipal council supply. There was no visible
faecal contamination. Three days later, she
developed severe infection with blister formation at
the infected site with high fever spikes (Figure 1).
There was no history of any local treatment to
the site including ayurvedic preparations or salt.
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Figure 1: Wound Site A - Regressing blister,
B - Ruptured blister
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Her white cell count was 7.17 x 103/µL with 95%
neutrophils, while C-reactive protein (CRP) level
was 204 mg/L. Intravenous (IV) ceftriaxone and
clindamycin were started, but with poor response
changed to IV imipenem 500 mg 6 hourly when
the blood culture was flagged as positive for a
Gram-negative organism. It grew a non-lactose
fermenting, oxidase positive organism with Shigella
pattern on Kligler’s agar. Automatic identification
machine VITEK® 2 COMPACT confirmed it as Vibrio
vulnificus with sensitivity to all tested antibiotics
including co-amoxiclav, cefotaxime, ciprofloxacin,
gentamicin and imipenem. However, considering
the immediate response following the administration
of imipenem and her immunosuppression following
chemotherapy, we continued imipenem with oral
doxycycline 100mg 12 hourly for 14 days until the
wound healed with normal CRP.

Vibrio vulnificus is a halophilic organism, and
found in seawater, oysters, crabs and plankton.
It caused severe bullous wound infections at the
site of skin breaches in the Asian tsunami survivors
in 2004. Patients at risk of developing severe
sepsis by Vibrio vulnificus are immunosuppressed,
with co-morbidities; chronic liver disease
(especially cirrhosis), end-stage renal disease, and
haematopoietic disorders.
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Interestingly, Vibrio species can also be one of the
predominant flora not only in sea water, but also
in sewage water (1). In this case, after inspection
of the place and upon inquiring, we could not
exclude the possibility of contamination of the toilet
floor with sewage water and there was no any
other identifiable source for this infection either.
Due to immunosuppression and the contamination
of the breached skin, she must have developed
typical bullous infection and subsequent sepsis.
There was another case known to the author;
a middle-aged woman with diabetes admitted to
the Sri Jayawardenapura General Hospital in
November 2008 with orbital cellulitis following
a fall into a sewage pit, had Vibrio vulnificus in
her pus culture (unpublished). Therefore, the
clinicians should consider Vibrio infection in
bullous wounds and cellulitis developing after
possible contamination with sewage water (1, 2).

Case 2
A 60-years-old previously healthy male presented
following an unidentified snakebite on his left
foot in October 2019. On arrival to the local hospital,
he went into respiratory arrest, ventilated, and
was transferred to the intensive care unit, THK
where he had anti-venom. Next day he developed
a large necrotic area over the bite site and underwent
wound debridement thrice subsequently.
On admission, his white cell count was 12.97 x
103/µL, but went-up to 19.7 x 103/µL with CRP of
233 mg/L in 2 days. Blood culture collected on
admission was flagged as positive after 20 hours
incubation and yielded a non-lactose fermenting,
oxidase negative Gram-negative bacterium, which
was, identified as Morganella morganii by the
VITEK® 2 COMPACT machine. The organism was
sensitive for cefotaxime, gentamicin, amikacin,
ciprofloxacin and meropenem. Pus aspirated from
the wound was positive for the same isolate. He
was treated with IV meropenem 1g 8 hourly for
14 days and IV amikacin 15 mg/kg daily for 7 days
until CRP became normal, and wound became
healthy undergoing successful skin grafting.
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Morganella morganii
Morganella morganii is an uncommon cause of
community acquired infections but can cause a
range of infections including urinary tract
infections, sepsis, pneumonia, wound infections,
musculoskeletal infections, central nervous system
infections, pericarditis, chorioamnionitis,
endophthalmitis, empyema, spontaneous bacterial
peritonitis and nosocomial outbreaks.
Enterobacteriaceae including Morganella are an
important part of the mouth flora of snakes (3-5),
because, the prey often defaecates inside snake’s
mouth. Hence, the same flora may contaminate
the wounds of the humans following snakebite.
Extensive tissue necrosis can be seen following
some snakebites as hump-nosed viper in Sri Lanka
and India (6, 7) and Bothrops (vipers) around the
globe (4), which may be attributed to the faecal
contamination of snake mouth.
Despite sensitivity, cephalosporines were avoided as
Morganella has the potential to develop resistance
during treatment. Considering the bacteraemia and
the severity of the wound infection, a carbapenem
with an aminoglycoside were chosen. Therefore,
in snakebite wound infections it is always better
to perform cultures and to cover faecal flora
empirically with an antibiotic regime like coamoxiclav plus an aminoglycoside.
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