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ABSTRACT... A case of prosthetic joint infection due to Haemophilus aphrophilus is presented. A 76-year-old woman, with a long history

of pain in her left hip and raised inflammatory markers, underwent prosthetic joint excision. Six samples of pus and tissue were taken from the

joint and Haemophilus aphrophilus was cultured from 3 of these specimens. We review the clinical and microbiological findings. Treatment with

ciprofloxacin after removal of the prosthesis resulted in clinical improvement.
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INTRODUCTION
Haemophilus aphrophilus is an uncommon gram-
negative coccobacillus that was first described by Khairat
in 1940 following a case of fatal endocarditis . It is rarely1

associated with bone and joint infection and to our
knowledge this is the first reported case of prosthetic
joint infection due to this microorganism.

CASE HISTORY
A 76-year-old woman with a left hip prosthesis was
admitted to Southampton General Hospital in June 2001
with a discharging sinus from her left hip.  She had a

history of severe osteoarthritis and had undergone left
total hip replacement in October 1994 and subsequently
right total hip replacement in March 1995. She started to
experience problems with her left hip in August 1995
when she was admitted with pain and weakness in her
left leg.  There was no history of trauma. Two weeks
before admission she had complained of a ‘flu like
illness’ for which she had not sought treatment.   

On examination there was stiffness around the hip joint
with no signs of nerve root compression in the lower
extremities. She was afebrile. Investigations revealed a
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raised ESR of 90 mm/h and a normal white cell count.
Blood cultures were negative on two different occasions.
Plain X-rays were unremarkable. Whole body isotope
bones scan showed increased uptake around the
acetabular component of the left hip.  There was normal
activity around the left femoral component and the right
hip.  An ultrasound revealed a small amount of fluid,
which was aspirated and sent for culture with negative
results.  She was diagnosed with iliopsoas bursitis
although it was not possible to exclude a low-grade
infection.  However the patient improved clinically with
analgesia and was discharged.

In May 1997 the patient returned to the orthopaedic
outpatient clinic complaining of increased pain in the left
hip.  A plain film revealed erosive changes around both
the acetabular and femoral components and a repeat
bone scan once again showed increased activity in the
left hip.  Her ESR was raised at 90mm/h and a diagnosis
of low-grade infection was made.  She was commenced
on cephradine 500mgs qds and her symptoms improved.
She continued to take antibiotics for the next 4 years with
reasonable control of her symptoms.  However it was
noted that her inflammatory markers did not improve and
her ESR remained above 90mm/h. 

In March 2001 she was noted to have swelling and
increased pain in the medial and posterior aspect of the
left thigh and the antibiotics were stopped.  By June she
had developed a discharging sinus.  A superficial swab
revealed only skin flora and she was treated
conservatively.  Antibiotics were not restarted.   In
November she underwent excision of her left hip
prosthesis, which revealed frank pus inside the joint. Six
intraoperative specimens were taken, including joint fluid,
acetabular membrane, femoral tissue and sinus material,
and sent for microscopy and culture.

Gram stain of the femoral tissue revealed numerous
white cells but no organisms were seen.  The specimens

were inoculated on blood, chocolate and fastidious
anaerobic agar and incubated under both 5% CO2 and
an anaerobic atmosphere at 37 C.  After 24 hours,o

growth of a catalase and oxidase negative organism was
detected on the chocolate plate from 3/6 specimens
(joint fluid and acetabular membrane). Gram staining
revealed a small Gram negative coccobacillus.  The
colonies were small, convex and glistening, and required
X but not V factor.  The organism was identified using
API 20E systems as a Haemophilus aphrophilus and a
test for B-lactamase production using a cefinase disk
was negative.  The organism was susceptible to
amoxycillin, amoxycillin/clavulanic acid, cefotaxime,
chloramphenicol, ciprofloxacin, trimethoprim, tetracycline
and neomycin using the disk diffusion method.  Minimum
inhibitory concentrations (MICs) of amoxycillin (MIC=
0.75mg/l) and ciprofloxacin (MIC=0.016mg/l) were
determined by means of the E test. (AB Biodisk, Solna,
Sweden).

The patient was treated with ciprofloxacin (750mg orally
12 hourly) for 6 weeks, and at follow up was well and
symptom free.  Her ESR which had been above 90mm/h
for seven years returned to normal, and a new prosthetic
joint, which was inserted several weeks later, is
functioning well to date.

DISCUSSION
Haemophilus spp. causes <1% of all cases of bacterial
septic arthritis in adults, and of these almost all are due
to Haemophilus influenzae.  Only 3 cases of septic
arthritis due to Haemophilus aprophilus have been
reported in the medical literature; 2 were described by
Page and King in 1966 , with a further case report in2

1994 . To the best of our knowledge this is the first report3

of H. aphrophilus causing prosthetic joint infection. 

H. aphrophilus is a commensal of the human oropharynx
with a reported incidence of 35% from gingival scrapings
and interdental specimens from healthy adults  and a 1.54
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% incidence in respiratory specimens of various types .5

Although some infections probably arise from contiguous
extension from their normal habitat in the oral cavity,
most infections due to H. aphrophilus result from
haematogenous dissemination and seeding of distal
sites . It has been suggested that transient bacteraemia6

following dental manipulation/disease  or upper7

respiratory tract symptoms can lead to seeding of the
bacterium to other tissues. The source of infection in our
case may have been the upper respiratory tract. A
transient bacteraemia may have occurred during the
patients’ ‘flu-like’ illness, which seeded to her hip joint. It
has also been associated with animal bites, especially
dogs and cats .  There was no evidence of dental8

disease or close contact with animals in our patient.

Infections other than septic arthritis with H. aphrophilus
have been well described, with endocarditis and brain
abscess being the most common.  Meningitis,
bacteraemia, wound infection, pulmonary infection and
vertebral osteomyelitis have also been reported . It9-16

appears to be a bacterium of low pathogenicity, which
causes disease only in the presence of a predisposing
condition or tissue damage .  The low incidence of17

infection with H. aphrophilus may be due to the fastidious
and slow growth of the organism, leading to its infrequent
isolation, however the quality of specimen received in the
microbiology laboratory may also play a part.  In our case
the organism was only isolated once tissue specimens
from the joint were cultured. Superficial swabs of the
discharging sinus sent on a previous occasion revealed
only skin flora.

In cases of osteomyelitis and septic arthritis, once the
organism has been isolated it appears to be relatively
easy to treat with antibiotics, often with a penicillin or
cephalosporin.  In a review of 15 cases of vertebral
osteomyelitis due to H. aphrophilus , treatment in9

hospitals included a penicillin or a cephalosporin in 11/15
cases.  After 1990 fluoroquinolones were used as

monotherapy in 4/5 cases and in one case was used in
combination with a third generation cephalosporin. The
duration of treatment ranged from 1-3 months in most
cases and the outcome was favourable in all.  In the 3
cases of septic arthritis due to H. aphrophilus reported in
the literature, one case received surgical treatment only ,2

and the other 2 received either penicillin or a
cephalosporin . Recovery was seen in all 3 cases.2,3

However there have been reports of clinical failure of
treatment with third generation cephalosporins, and a
case of endocarditis failed to resolve until treatment was
changed from cefotaxime and netilmicin to
ciprofloxacin . 13

CONCLUSION
In summary, on the basis of this review, prosthetic joint
infection caused by H.aphrophilus is unusual and to our
knowledge has not been reported before. Treatment with
ciprofloxacin following removal of the prosthesis led to
complete recovery. The importance of sending multiple
operative specimens to facilitate a microbiological
diagnosis cannot be overestimated.
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