
debridement and, frequently, the prosthetic exchange in
1 or 2 sessions; this last one with better results.19,21 In
patients with an unfavorable progression and without the
possibility of a prosthesis exchange, arthrodesis is an option,
which, in spite of its bad functional results, is followed by
a high rate of bacteriological resolution. In relapsing cases,
which threaten the life of a patient, dearticulation or
amputation are the only alternative.1,12,19

We have read about only one other patient with
microcrystalline and infectious arthritis on a patient with
a joint prosthesis.11 It presented in a 46-year-old male
with a knee prosthesis infected by S aureus which was
resistant to oxacyllin and who required an arthrodesis.
We consider that, because prosthesis are more susceptible
to infectious complications than native joints,5,12 this
possibility must be the first one to be investigated when
faced with pain and inflammatory signs, even in patients
with a history of microcrystalline arthritis. 
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Septic Bursitis Due 
to Eggerthella lenta

To the Editor: Septic bursitis fundamentally affects
superficial bursae (olecranon and prepatellar). Usually it
is due to microorganisms that penetrate through trauma
because both localizations are exposed to it, be it by
accidental puncture or, less frequently, due to intrabursal
infiltration with steroids. More than 80% of cases of septic
bursitis are produced by Staphylococcus aureus and the rest
by Streptococcus spp, gramnegative bacteria, micobacteria
and fungi, and anaerobes are infrequently isolated. On
the contrary, cases of arthritis due to anaerobes have been
described.1-4

We present the case of olecranon bursitis due to Eggerthella
lenta in a 70-year-old male with a history of stroke,
hypertension, hyperuricemia, mild chronic renal failure
due to nephroangiosclerosis, ischemic heart disease,
bilateral carotid stenosis, treatment resistant rheumatoid
arthritis, and receiving steroids and etanercept and chronic
olecranon bursitis of a mechanical origin. The patient
presented rheumatoid nodules on both olecranon bursae
for which he had been operated years before. He came to
the clinic due to right olecranon swelling, without any
fever or chills. A bursocentesis was performed and an
inflammatory synovial fluid was obtained, without any
evidence of crystals under polarized light microscopy. The
samples were sent for culture in blood culture media (Bact-
Alert, Organon-Technika), resulting negative after 5 days
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of incubation. Four days later the patient he returned to
the clinic due to worsening and, upon examination, he
was found to have an increase in local temperature,
erythema and pain when palpated. His blood pressure was
124/84; temperature, 36.4°C. His blood analysis showed
9960 leukocytes/µL, 76.4% neutrophils, 15% lymphocytes;
erythrocyte sedimentation rate, 19 mm in the first hour;
C-reactive protein, 0.53 mg/dL. The right elbow x-ray
there was an important increase of the soft-tissue of the
posteromedial zone (Figures 1 and 2), with radiolucid
images in its interior. The bursocentesis was repeated
showing a macroscopic purulent aspect and was sent to
the laboratory of microbiology for culture in a sterile
syringe and with blood culture media specific for both
aerobes and anaerobes. Gram staining showed abundant
polymorphonuclear leukocytes and intracellular
grampositive bacteria. Treatment was started with
amoxacyllin-clavulanate 1 g/8 h iv. After 48 hours the
anaerobe culture was positive and subcultures in blood
agar and chocolate agar (5% CO2), were done as well as
in Sabouraud agar and Schaedler agar (anaerobic media);
in this last plate there was a growth of grampositive bacilli,
identified through a Api 20 A gallery (BioMérieux) as
Eubacterium lentum (currently, E lenta).5 Sensitivity to
antibiotics were carried out using E-test strips (AB-Biodisk,
Solna, Sweden) in Brucella agar, and turned out sensitive
to penicillin G, amoxicillyn-clavulanate, cephoxitine,
imipenem, clindamycin, and metronidazole. Daily
extraction of synovial fluid was carried out which were
positive for the first three days of hospitalization and then
were negative. 
E lentaes is a grampositive bacilli (Figure 3), a strict
anaerobe, non-sporulating and catalase negative which
forms a part of the normal flora of the mouth and the
gastrointestinal tract in humans. It is isolated rather
frequently in abscesses and wounds and is rarely isolated

in blood cultures.6 It has been considered as a pathogen
in infections associated to intrauterine devices, bacteremias
in patients with neoplasia, female genitourinary tract
infections and abdominal infections.7,8 Bursitis due to 
E lenta can occur as the consequence of an asymptomatic
bacteremia with its origin in the intestinal tract or mouth,
or as external contamination due to a procedure of bursal
manipulation. The patient did not refer recent dental
manipulation and no important lesions were found. Bursae
manipulation was always carried out with the utmost care
regarding asepsia. One month and a half after his discharge
a barium enema was performed to rule out an associated
colon affection and, although no signs of diverticulitis
were seen in that moment, there were some diverticulae
on the sigmoid and descending colon. Due tpo these
findings and the nature of the causal agent, it is probable
that the origin of the bursitis were a transient bacteremia
of an intestinal source. 
No cases of bursitis due to E lenta were found when we
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Figure 1. Anteroposterior x-ray of the elbow. Figure 2. Lateral x-ray of the elbow

Figure 3. Gram stain: grampositive bacilli (×1000) 



reviewed the literature and, although anaerobes are not
usually isolated in septic bursitis, it seems advisable to
process synovial fluids for both aerobe and anaerobe
cultures, and to carry out serial blood cultures even in the
absence of fever, especially in a patient that, as this case
illustrates, has some sort of immunocompromise and is
the subject of frequent manipulation due to chronic
procedures. In addition, in immunocompromised patients
it is important to rule out infections due germs that are
infrequently isolated 
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