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Introduction

	 Pantoea agglomerans is a Gram-negative, faculta-
tively anaerobic, non-spore-forming bacillus of the 
family Enterobacteriaceae commonly found on plants, 
in soil, and in water[1,2]. Traditionally regarded as a 
harmless environmental organism, it has increasingly 
been recognized as an opportunistic pathogen in hu-
mans[2,3]. Infections usually follow two patterns: com-
munity-acquired cases associated with penetrating 
plant injuries (e.g. thorns, splinters), and nosocomial 
infections in immunocompromised patients or those 
with indwelling devices[2,4,5]. Clinical presentations 
range from localized abscesses and arthritis to septi-
caemia[2,3].
	 We report a case of persistent thigh inflammation 
initially attributed to an insect bite and later linked to 

P. agglomerans, but ultimately caused by a foreign ob-
ject, i.e. a retained plant thorn.

Patient presentation

	 A 48-year-old man with a history of allergic asth-
ma presented to the University Hospital for Infectious 
Diseases in Zagreb in September 2024. He complained 
of four weeks of painful swelling and stiffness of the 
right thigh, impairing his gait, with no history of fever. 
He initially attributed the symptoms to an insect bite 
acquired during a recent outdoor activity.
	 Before referral to our Clinic, the patient had already 
undergone multiple outpatient evaluations, including 
surgical assessment, and received multiple courses of 
antibiotics including azithromycin, co-amoxiclav and 
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Summary
Pantoea agglomerans is an environmental Gram-negative bacillus most commonly associated with penetrat-
ing plant injuries or nosocomial exposure. We describe a 48-year-old man with persistent thigh swelling and 
pain, initially attributed to an insect bite and treated with multiple antibiotic regimens, with only transient 
improvement. Imaging and aspiration revealed chronic inflammation with isolation of P. agglomerans, yet 
targeted antimicrobial therapy failed to achieve clinical resolution of the symptoms. Further imaging identi-
fied a retained plant thorn within the muscle, which was surgically removed, resulting in rapid and complete 
recovery.

Sažetak
Pantoea agglomerans okolišni je gram-negativni bacil koji se najčešće povezuje s penetrantnim ozljedama bilj-
nim materijalom ili bolničkom izloženošću. Prikazujemo slučaj 48-godišnjeg muškarca s perzistirajućim otokom 
i boli natkoljenice, koji su inicijalno pripisani ubodu insekta te su liječeni višestrukim antibiotskim režimima, uz 
samo prolazno poboljšanje. Slikovna obrada i aspiracija tvorbe pokazale su kroničnu upalu uz izolaciju bakterije 
P. agglomerans, no ciljano antimikrobno liječenje nije dovelo do kliničke regresije simptoma. Daljnja slikovna 
dijagnostika identificirala je zaostali biljni trn unutar mišića, koji je kirurški odstranjen, nakon čega je uslijedio 
brz i potpun oporavak.
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Pantoea agglomerans, identified using Matrix-assisted 
laser desorption/ionization time-of-flight mass spec-
trometry (MALDI-TOF MS), which was susceptible 
to all tested antimicrobials (ampicillin, amoxicillin, 
co-amoxiclav, cefuroxime, ceftriaxone, gentamicin, 
ciprofloxacin, trimethoprim/sulfamethoxazole), sev-
eral of which the patient had already received.
	 At the subsequent follow-up visit, swelling had par-
tially subsided with cephalexin treatment, however 
the range of motion of the right knee joint remained 
limited. Cephalexin was discontinued, and further 
radiological evaluation with CT scan was planned. 
Contrast-enhanced CT showed a multilocular subcu-
taneous and intramuscular inflammatory collection 
involving the vastus lateralis muscle (66 × 33 × 35 mm) 
(Figure 2).

metronidazole with only transient improvement fol-
lowed by relapse of swelling and stiffness. Due to in-
itial suspicion of a local allergic reaction, he was also 
treated with systemic corticosteroids and antihista-
mines, without sustained clinical improvement.
	 At presentation to our Clinic, physical examination 
revealed an oval area of induration measuring approx-
imately 4 cm in diameter on the anterior part of his 
right mid-thigh (Figure 1), with no associated lym-
phadenopathy.

Figure 1. Clinical appearance of the thigh showing only 
a small erythematous puncture mark at the site of entry
Slika 1. Klinički prikaz natkoljenice s diskretnim erite- 
matoznim ubodnim mjestom koje odgovara mjestu ulaska 
stranog tijela

Figure 2. Contrast-enhanced CT of the thigh demon-
strating a multilocular subcutaneous and intramus-
cular inflammatory collection involving the vastus 
lateralis muscle (66 × 33 × 35 mm), indicated by red 
arrows, shown in sagittal and axial sections
Slika 2. Prikaz natkoljenice CT-om s kontrastnim sredst-
vom pokazuje multilokularnu supkutanu i intramusku-
larnu upalnu kolekciju u području mišića vastus later-
alis (66 × 33 × 35 mm), označenu crvenim strelicama, na 
sagitalnim i aksijalnim presjecima

	 Only a small punctate erythematous mark was 
visible on the induration. Laboratory findings were 
largely normal, with CRP mildly elevated at 10.5 mg/L 
and leukocytes within the normal range. Ultrasound 
initially demonstrated soft tissue oedema without 
abscess. Follow-up ultrasound performed two weeks 
later showed a 6 × 7 × 2 cm oedematous area with 
a dense central focus measuring 8 × 7 mm, with no 
foreign body present. Based on the clinical and ultra-
sound findings, oral cephalexin (1000 mg q8h) was 
prescribed until follow-up, when aspiration of the tis-
sue content was planned.
	 On subsequent follow-up, pain persisted and gait 
continued to worsen despite therapy with cephalexin. 
Fine needle aspiration was performed, and subsequent 
cytology demonstrated chronic inflammation. PCR 
testing of the aspirate excluded Staphylococcus aureus, 
Streptococcus pyogenes, and Streptococcus agalactiae, 
while bacteriological culture yielded a pure isolate of 

	 As the persistence of symptoms was interpreted as 
treatment failure, antimicrobial therapy was contin-
ued with trimethoprim/sulfamethoxazole (800/160 
mg, q12h) in accordance with the aspirate culture sus-
ceptibility testing. In addition, the patient was referred 
for surgical evaluation due to CT findings suggestive 
of a localized inflammatory collection. Based on these 
findings, surgical exploration was performed, but no 
pus or foreign material was identified.
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	 The initial clinical presentation raised several dif-
ferential diagnostic considerations, including celluli-
tis, soft tissue abscess, allergic reaction following an 
insect bite, and a retained foreign body. The absence 
of systemic signs of infection, the limited response to 
antimicrobial therapy, and persistence of localized in-
flammation despite isolation of P. agglomerans from 
the aspirate prompted further diagnostic evaluation. 
Ultimately, a retained plant thorn was identified as the 
underlying cause which acted as a persistent driver of 
inflammation.
	 Similar cases have been reported in the literature. 
In a large paediatric series, Cruz et al. concluded that 
P. agglomerans infections frequently follow penetrat-
ing trauma with plant material, with delayed pres-
entation of bone and joint infections weeks after the 
initial penetration of the skin[3]. Individual case re-
ports further support this claim, particularly in septic 
arthritis following thorn injuries[8]. In a retrospective 
study, Vaiman et al. similarly described patients with 
prolonged, treatment-refractory post-traumatic in-
flammation in whom retained plant-derived foreign 
bodies infected with P. agglomerans were identified. 
Removal of the foreign material resulted in rapid clin-
ical resolution within a few days in all patients[9]. This 
pattern closely mirrors our case and emphasizes that 
mechanical factors, rather than active infection alone, 
may sustain inflammation.
	 The presented case highlights that the isolation of 
an unexpected pathogen served not only as microbio-
logical evidence of infection but also as an important 
diagnostic clue. Because P. agglomerans is strongly as-
sociated with penetrating plant injuries, its isolation 
raised suspicion of a retained plant-derived foreign 
body due to only transient improvement with targeted 
antimicrobial therapy. The microbiological finding of 
P. agglomerans, interpreted together with the clinical 
course, ultimately led to repeat imaging and identi-
fication of the retained plant thorn. Definitive man-
agement therefore required removal of the foreign 
material rather than continuation or escalation of anti-
microbial therapy. These findings also emphasize that 
persistent or recurrent soft tissue inflammation with 
minimal systemic features should prompt consider-
ation of a retained foreign body. Furthermore, small 
plant thorns, as in our case, may evade early detection 
on ultrasonography or CT, particularly in the pres-
ence of surrounding oedema and depending on their 
depth and proximity to bone[10-11, 14-15]. High-resolution 
ultrasonography is considered the imaging modality 
of choice for the detection of radiolucent plant-de-
rived foreign bodies, and has been reported to identify 
thorns as small as 0.5 mm[10-13]. It has demonstrated 

	 Due to persisting symptoms, the patient was re-
ferred to a plastic surgeon for reassessment. Following 
partial reduction of swelling during the latest antibiotic 
treatment, repeat ultrasound revealed a needle-shaped 
structure within the muscle. Surgical extraction un-
der local anaesthesia retrieved a 3 cm-long black plant 
thorn (Figure 3).

Figure 3. Surgically extracted a 3 cm-long plant thorn, 
the underlying cause of persistent inflammation
Slika 3. Kirurški odstranjen biljni trn duljine 3 cm, koji 
je bio uzrok perzistentne upale

	 After thorn removal, trimethoprim/sulfameth-
oxazole was discontinued, and the patient promptly 
recovered. Swelling resolved completely and his gait 
normalized. At follow-up, the patient recalled that 
the lesion had appeared shortly after brushing against 
bushes while urinating outdoors, suggesting direct 
thorn inoculation rather than an insect bite.

Discussion

	 While frequently isolated from plants and soil, P. 
agglomerans can cause human disease under specific 
circumstances[2,3]. In the community, infections most 
often follow penetrating injuries with contaminated 
plant material, whereas nosocomial outbreaks have 
been linked to contaminated intravenous fluids, med-
ications, or medical devices [4–6].
Reported clinical manifestations include wound infec-
tions, septic arthritis, osteomyelitis, pneumonia, bac-
teraemia, and sepsis[2,3,7]. Most isolates remain broad-
ly susceptible to aminoglycosides, fluoroquinolones, 
cephalosporins, and trimethoprim/sulfamethoxazole, 
although resistant strains have been described[3,5].
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2012:156827.
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Rep. 2020;10(2):54–7.
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a 0.5-mm-thick thorn using ultrasound: a case report. J Hand 
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in the detection and removal of radiolucent foreign bodies. 
Injury. 1989;20(6):341-3.
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sonography is effective in the detection of soft-tissue foreign 
bodies. J Ultrasound Med. 2009;28(12):1631-7.
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foreign bodies in muscle tissue: experimental comparison of 
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excellent diagnostic performance, with reported sensi-
tivity and specificity of up to 94% and 99%, respective-
ly[13]. Nevertheless, false-negative examinations may 
still occur, particularly with very small foreign bodies 
or when surrounding inflammatory changes, depth, or 
proximity to bone reduce imaging sensitivity[10, 12, 14-15]. 
Importantly, repeat imaging after partial resolution of 
inflammation may improve diagnostic yield[12,14].
	 In conclusion, this case emphasizes that persistent 
soft tissue inflammation despite appropriate antimi-
crobial therapy should prompt evaluation for an un-
derlying source, including retained foreign material. 
Isolation of an unusual pathogen such as P. agglomer-
ans should raise suspicion of plant-related inoculation, 
and definitive management requires recognition and 
removal of the underlying cause rather than antimi-
crobial therapy alone.
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