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ABSTRACT
Acute septic arthritis is an orthopedic emergency that requires rapid diagnosis and treatment to prevent serious complications, 
morbidity, and mortality. Delayed or inadequate treatment can lead to irreversible joint damage. Risk factors for septic arthritis 
include previous joint pathologies like rheumatoid arthritis and crystal arthropathy, joint prostheses, low socioeconomic 
status, and diabetes. Given the increasing frequency of cases of septic arthritis infected with resistant and rare microorganisms, 
knowing regional epidemiological data is important and necessary for planning treatment approaches. The aim of this article 
is to present a case of bilateral knee septic arthritis caused by Bacillus spp. as a pathogen. The blood parameters and joint fluid 
culture of the patient led to the diagnosis of bilateral septic arthritis. In the differential diagnosis of a hot and swollen joint, 
especially in the presence of risk factors, septic arthritis should be considered until ruled out. It should not be forgotten that 
opportunistic pathogens can also cause septic arthritis.
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CASE
A 63-year-old male patient was admitted to the 

emergency room due to redness, swelling and pain in 
both knees. It was learned that the patient with idiopathic 
lung fibrosis is on a daily 40 mg of cortisol usage. It was 
observed that the patient’s body temperature, 38.7˚C; 
respiratory rate, 16/minute; heart rate, 110 beats/minute; 
the blood pressure, 130/80 mmHg. No acute bone 
pathology was found in the patient’s plane radiological 
examination (Figure 1). Visual Analogue Scale (VAS) score 
was evaluated as.9 It was observed that the patient’s blood 
parameters showed a white blood cell count (WBC) of 
10.500/µL and a CRP level of 193 mg/L. Subsequently, it 
was observed that purulent joint f luid was obtained during 
the joint aspiration. (Figure 2), and the obtained joint f luid 
was sent for direct microscobic examination and culture. 
Empirical antibiotic therapy was initiated for the patient. 
Emergency surgery was planned for the patient after it 
was observed that >90% of polymorphonuclear leukocytes 
(PMNs) were present in the direct microscobical 
examination sample. In the operating room conditions, 
debridement and lavage were performed by applying open 
mini arthrotomy to both knees with a medial parapatellar 
incision. Cultures from the joint f luid obtained from the 

INTRODUCTION
Septic arthritis should be considered and diagnosed 

immediately in every patient without a history of trauma who 
presents with joint pain, swelling and fever. Risk factors for 
septic arthritis include the patient’s age over 80 years, diabetes 
mellitus, rheumatoid arthritis, recent joint surgery, hip or knee 
replacement surgery, skin infection, and immunosuppressive 
drug use.1 Delay in diagnosis and treatment can cause permanent 
morbidity and mortality. Physical examination findings and 
serum markers, including erythrocyte sedimentation rate 
and C-reactive protein (CRP), are helpful in diagnosis but are 
nonspecific. Synovial fluid studies are required to confirm the 
diagnosis.2 Staphylococcus aureus is the most common pathogen 
isolated in septic arthritis; however, other bacteria, viruses, 
fungi, and mycobacteria can cause disease. After synovial 
fluid has been removed, empirical antibiotic therapy should be 
initiated if there is clinical concern for septic arthritis.3 Surgical 
debridement and lavage should be applied in the early period. 
Bacillus spp. may cause endocarditis, meningitis and septicemia, 
especially in immunocompromised patients.⁴ In patients with 
suppressed immune systems, it should be kept in mind that it 
is an opportunistic pathogen.⁵ In our case, we will present the 
rare bilateral knee septic arthritis caused by Bacillus spp. as a 
pathogen.  
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patient revealed the growth of Bacillus spp. in both knees. 
The patient was administered antibiotic therapy with 
cefazolin 4x1 g and ciprof loxacin 2x750 mg.  At the first 
month follow-up, the patient’s VAS was found to be two, 
and it was observed that the patient returned to active 
life in the first month. At the sixth-week follow-up, the 
patient, whose CRP was 1.3 mg/L, was discontinued from 
oral antibiotic therapy. At the third month follow-up, it 
was observed that the VAS score was 0 and the patient 
continued his daily life without any restrictions.

Figure 1. Plane radiological examination

Figure 2. Joint aspiration fluid right and left knee

DISCUSSION
Septic arthritis of the knee joint is an inflammatory 

condition caused by an infectious source. It primarily affects 
the synovium and subsequently involves most anatomical 
structures within joint boundaries.⁶ The hip, knee and ankle 

joints are the most commonly affected areas in the body.⁷ 
The pathogenesis of this condition typically arises through 
one of three fundamental mechanisms: direct inoculation, 
contiguous spread, and hematogenous dissemination.⁸ The 
presence of 75% or more leukocytes in the direct microscopic 
examination of the joint fluid sample is an important finding 
for septic arthritis.⁹ Clinical conditions such as white blood 
cell count over 11.000/µL, body temperature over 38.5°C, and 
high CRP are used for the diagnosis of septic arthritis.10

It is known that the most common cause of knee septic 
arthritis in society is Staphyloccocus aerus.11 However, in 
immunosuppressed patients, such as the use of cortisol, which 
suppresses the bone marrow, other opportunistic pathogens 
may cause the disease.12 Bacillus spp. may cause endocarditis, 
meningitis and septicemia, especially in immunocompromised 
patients.⁴ It is known that septic arthritis causes morbidity 
by causing cartilage damage due to proteinases produced in 
the infective process. It is known that septic arthritis leads to 
morbidity by causing cartilage damage due to proteases that 
emerge during the infectious process. Therefore, in patients 
with suspected septic arthritis, urgent surgical debridement 
and lavage should be performed.13 The patient’s comorbidities, 
especially factors that suppress the immune system such as 
rheumatoid arthritis, diabetes or immunomodulatory therapy, 
are important. In the case of a second focus of infection, 
chronic kidney disease, or advanced age, patients are at risk of 
worse outcomes.14 Bilateral knee septic arthritis is extremely 
rare.15 In our case, it was considered that the elderly male 
patient living in a rural area had become immunosuppressed 
due to long-term cortisone use. It was observed that Bacillus 
spp., an opportunistic pathogen commonly found in normal 
skin flora, grew in the culture of joint fluid from both knees.

CONCLUSION
The case of bilateral knee septic arthritis is rarely 

encountered in the literature. Opportunistic pathogens found 
in the normal flora should be kept in mind in patients who 
are immunosuppressed for any reason. In this context, it 
has not been encountered in the literature before, a case of 
Bacillus spp.causing such septic arthritis.
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