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INTRODUCTION 

This is interesting but rare case of a young female patient 

with existing history of idiopathic angioedema. She was 

admitted with acute flare up. Her hospital stay was 

complicated by enterococcal septic arthritis of one hip 

followed by other hip.1 This case report signifies 

importance of thorough history examination and prompt 

treatment which saved patients hip and life.2 Bilateral 

septic arthritis of hip is very rare condition, particularly 

enterococcal septic arthritis of hip antibiotic resistance is 

emerging threat and clinicians need to be mindful of 

antibiotic use.3 

CASE REPORT  

A 27 old female patient presented with h/o of upper 

abdominal pain of moderate to severe intensity and 

colicky in nature, vomiting 5-6 episodes diarrhoea loose 

watery 5-6 times and red blotchy erythematous rash with 

flushing and sweating.  

She used to have idiopathic urticaria and angioedema and 

had appendicectomy, cholecystectomy in the past. She 

was on steroids, montelukast, ranitidine, fosamax, 

calcichew for existing conditions. She was allergic to 

penicillin, NSAIDS, Morphine and its derivatives, on first 

examination pulse 155/min BP155 /105 temp 35.5o. 

Flushing of face, sweating erythematous rash, tenderness 

in upper abdomen. 

She was diagnosed with acute episode of generalized 

idiopathic angioedema which was treated with high doses 

of IV steroids and antihistamines. 

Patient started getting better urticaria, vomiting, diarrhoea 

stopped. Patient was happy to go home in a day or so. 

After one week patient became very unwell with rigors, 
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ABSTRACT 

 

Enterococcal infection can lead to gastroenteritis and bacteraemia. However, osteoarticular infections caused by 

Enterococci are rarely encountered. We report the case of a 27-year-old female patient with bilateral hip infection 

caused by enterococci. This young female patient initially presented with flare up of angioedema symptoms followed 

by septic arthritis of one hip and then 2nd hip while patient was admitted in hospital. Thankfully this patient was 

successfully treated and discharge back home. Early detection and proper treatment are essential for the eradication of 

the infection. The use of prolonged antimicrobial therapy can be considered in the management of bilateral hip joint 

destruction due to delayed diagnosis of enterococci infection. The patient was informed that data from the case would 

be submitted for publication, and she provided his consent. 
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chills and cramps. High temperature of 40 degree 

centigrade. Tachycardic and hypotensive 

Table 1: Laboratory findings related to the patient. 

Index 

Episode 

First 

episode 

Second 

episode 

Normal 

range (unit) 

Hemoglobin 15.1 11.6 12-16 g/dL 

WBCa 0.9 13.1 4-10 (103) 

RBCb 2.19 3.46 4.2-5.5 (103) 

Platelet 135 467 150-450 (103) 

ESRc 58 95 <20 mm/h 

Serum 

creatinine 
0.6 0.6 0.5-1 mg/dL 

CRPd 85 180 <20 mg/L 

So, blood cultures and tip of femoral line sent and patient 

started on iv antibiotics.  Blood culture and femoral line 

tip came out to be positive for MRSA after two weeks 

Patient diagnosed with MRSA septicaemia and treated 

with antibiotics (gentamicin, vancomycin, rifampicin, 

teicoplanin) 

At this stage echocardiogram, transoesophageal echo and 

CT scan of abdomen was done which was normal. 

Patient started getting better WCC, CRP started coming 

down. While she was getting better, she started having 

pain in left hip.  

Examination of the hip joint revealed tenderness and 

marked limitation of range of movements with SLR of 10 

degrees in left hip. 

She was diagnosed as septic arthritis of hip for which she 

had a Arthrotomy and washout of left hip joint on same 

day which revealed frank pus coming out from hip joint.  

Pt. Started feeling better, pain in his settled inflammatory 

markers came down.  

After three weeks patient started having same pain on 

right side hip joint with limited range of movements and 

on clinical suspicion of septic arthritis arthrotomy and 

washout of right hip done which revealed turbid fluid Pt.  

Started feeling better hip pain settled.   

During next coming three weeks she kept on having 

multiple spikes of temperature and pain in right hip for 

which she had five washouts of hip 

Nothing grown on hip aspirates, washouts and blood 

cultures as she was already on antibiotics.  

The last washout fluid and blood culture grown 

enterococcus She was started on antibiotics according to 

sensitivities. Vancomycin, gentamicin, rifampicin, 

linezolid, fluconazole. Patient did very well and 

discharged home. 

DISCUSSION 

Bilateral arthritis of hip (Enterococcal) 

It is a rare condition usually involving one joint.5 

Incidence between 2-10 cases per 100000 of population. 

More prevalent in immunocompromised where it is 30-70 

cases per 100000. Most common organisms are 

staphylococcus and streptococcus.6 The 25-50% of 

patients develop irreversible joint damage despite 

advances in diagnostic studies, strong antibiotics and 

early drainage.7 

Aetiology and pathology 

The 80% of cases are caused by gram positive (60% S. 

aureus; 15% beta-haemolytic Streptococci; 5% 

Streptococcus pneumoniae).8 20% of cases are caused by 

gram negative organisms. Bacteria may enter joint by 

direct trauma, nearby osteomyelitis or soft tissue 

infections and hematogenous.9 Clinically patient presents 

with fever with hot, painful joint with restricted range of 

movements both active and passive 

Investigations 

Bloods demonstrated leucocytosis and raised CRP and 

ESR which were also helpful for monitoring treatment. 

Blood cultures positive for enterococcus. Imaging studies 

AP and lateral views plain radiographs demonstrated soft 

tissue swelling around joint, displacement of tissue 

planes, bony erosion joint space narrowing. 

 

Figure 1: X-ray Hip. 

Ultrasonography demonstrated joint effusion. Other 

modalities of investigations can be used to define the 

extent of septic arthritis and help guide treatment such as 

nuclear scanning, needle aspiration, synovial fluid 

analysis.10 

https://www.sciencedirect.com/science/article/pii/S2210261222004485#tf0005
https://www.sciencedirect.com/science/article/pii/S2210261222004485#tf0010
https://www.sciencedirect.com/science/article/pii/S2210261222004485#tf0015
https://www.sciencedirect.com/science/article/pii/S2210261222004485#tf0020
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Treatment 

Patient was treated with broad spectrum IV antibiotics 

after aspiration/ drainage, once culture results are back 

than according to sensitivities. Surgical drainage is 

cornerstone to success otherwise rapid destruction of 

joint follows quickly. If improvement is not achieved 

than open drainage arthroscopically or via arthrotomy is 

recommended. Postoperative early weight bearing with 

frequent passive range exercises improves outcome.  

Outcome and prognosis 

Despite quick and proper treatment prognosis is poor in 

one study 21% resulted in death and severe functional 

deterioration and 33% resulted in poor joint function 

Enterococcal pathology causing septic arthritis 

Enterococcal pathogenicity was initially addressed at the 

end of the 19th century by MacCallum and Hastings, who 

isolated an organism from a case of acute endocarditis 

and designated it Micrococcus zymogenes based on its 

fermentative properties.11 The organism was shown to be 

resistant to desiccation, heating to 60°C, and several 

antiseptics, including carbolic acid and chloroform.12 It 

was also found to be lethal when injected 

intraperitoneally in white mice, and capable of producing 

endocarditis in a canine model. A century later, 

enterococci are prominent among nosocomial pathogens, 

ranking second only to E. coli in total nosocomial 

infections, accounting for more than 12% of all cases.13 

Infections caused by the genus Enterococcus (most 

notably Enterococcus faecalis, which accounts for ~80% 

of all infections) include urinary tract infections, 

bacteraemia, intra-abdominal infections, and 

endocarditis. The problem of nosocomial enterococcal 

infection is compounded by multiple antibiotic resistance. 

A comparison of outcomes for patients with bacteraemia 

due to vancomycin-resistant Enterococcus faecium or 

vancomycin-susceptible E. faecium found a median 

length of stay of 46 days after the first episode of 

bacteraemia in the group of patients with vancomycin-

resistant E. faecium, as compared to 19 days for patients 

infected by a susceptible strain.19 The presence of VRE 

(vancomycin-resistant enterococci) in the bloodstream 

has also been associated with increased mortality. 

Patients with enterococcal bacteraemia were observed to 

be twice as likely to die (37% vs. 16%) when the 

infecting isolate was resistant to vancomycin.15 

However, more recent studies indicate that VRE-status is 

not a major predictor for clinical outcome. Whether more 

recent findings describe cases that benefit from further 

evolution in the treatment of VRE requires further 

analysis.16 As vancomycin frequently represents the last 

available therapeutic for multiple antibiotic resistant 

enterococci, the rapid increase in vancomycin resistance 

indicates that enterococcal infection will pose an 

increasing therapeutic challenge. 

Antibiotic resistance 

The intrinsic ruggedness of enterococci also confers an 

unusual level of tolerance to several classes of antibiotics 

including aminoglycosides, beta-lactams and quinolones. 

For example, the resistance of enterococci to 

aminoglycosides results from the ability of enterococci to 

block the uptake of the drug at the cell wall 

Consequently, aminoglycosides are only effective against 

enterococci when used in combination with cell wall 

active antibiotics.17 This combination treatment modality 

has been compromised, however, by the rapid spread of 

high-level aminoglycoside resistance among enterococci 

(>2000 µg/ml). Although the mechanism of high-level 

resistance was determined to be the result of a 

bifunctional enzyme, the molecular basis for the intrinsic 

resistance of enterococci to low levels of 

aminoglycosides remains to be determined.  

CONCLUSION 

This case report illustrates the unusual presentation of 

enterococcal septic arthritis in a patient with underlying 

disease. Antibiotic treatment and surgical intervention 

should be initiated by the time the clinical diagnosis is 

made. Correct diagnosis and successful treatment in this 

case in addition to hip arthroplasty and prolonged 

antimicrobial therapy can be considered in the 

management of bilateral hip joint destruction and have 

saved the patient life. 
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