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Background: Eikenella corrodens, a member of the HACEK group, is a fastidious Gram-negative bacillus that is part of the normal 
oropharyngeal microbiota and rarely causes lower respiratory tract infections. Pulmonary infections caused by E. corrodens are 
typically associated with predisposing factors such as aspiration, mucosal injury, or airway obstruction.
Case Presentation: We report the case of a 79-year-old woman without known immunosuppressive conditions who presented with 
a several-week history of productive cough and progressive respiratory symptoms. The initial clinical evaluation and chest radiography 
findings were nonspecific. Subsequent chest computed tomography (CT) revealed left lower lobe consolidation and bilateral apical 
bronchiolitis. Flexible bronchoscopy revealed a whitish-yellow, plant-derived endobronchial foreign body causing near-complete 
obstruction of the basal segmental bronchus with purulent secretions distally. Following bronchoscopic removal, a bronchial aspirate 
collected immediately after extraction yielded E. corrodens in pure culture (>105 CFU/mL), supporting true lower respiratory infection 
rather than contamination. Histopathological examination confirmed the presence of organic foreign material. The isolate was 
susceptible to all tested beta-lactams, fluoroquinolones, tetracycline, and co-trimoxazole, and resistant to azithromycin. Susceptibility- 
guided therapy based on susceptibility testing resulted in clinical and radiological improvement.
Conclusion: This case highlights the diagnostic value of bronchoscopy in persistent focal pneumonia and underscores that isolation 
of E. corrodens in pure culture from appropriately collected lower respiratory specimens should prompt careful evaluation for 
aspiration or airway obstruction.
Keywords: Eikenella corrodens, HACEK group, foreign body aspiration, aspiration pneumonia

Introduction
Eikenella corrodens (E. corrodens) is a facultative anaerobic, non-motile, Gram-negative, non-spore-forming rod that belongs 
to the family Neisseriaceae. It exhibits a slow growth rate, which is mainly attributed to its high nutritional requirement. In the 
clinical microbiology context, E. corrodens is recognized as a member of the HACEK group, together with Haemophilus spp., 
Aggregatibacter actinomycetemcomitans, Cardiobacterium hominis, and Kingella kingae, which are organisms most com
monly associated with infective endocarditis but also cause a wide range of infections.1,2

This fastidious Gram-negative bacterium is commonly found in the human oral and upper respiratory tract micro
biota. Therefore, the isolation of E. corrodens from lower respiratory tract specimens must be interpreted with caution 
because contamination from oropharyngeal flora is possible, particularly when mixed cultures are recovered. Pulmonary 
infections due to E. corrodens are uncommon, with only sporadic case reports and small case series described in the 
literature, and no large epidemiological studies defining their incidence. Predisposing factors include immunosuppres
sion, mucosal disruption, dental diseases or procedures, and substance abuse.1,3
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Although the virulence mechanisms of E. corrodens have not been fully characterized, biofilm formation and 
persistence in anaerobic environments may contribute to infection in settings of mucosal disruption or foreign-body 
retention.4 Despite these properties, E. corrodens is generally regarded as an organism of low virulence. Clinically 
relevant lower respiratory tract infections typically occur in the presence of local predisposing conditions such as 
aspiration, mucosal injury, or airway obstruction. These characteristics may help explain its involvement in foreign- 
body–associated pulmonary infections, in which adherent biofilm-forming bacteria may evade host immune clearance 
and establish a localized nidus of infection.

Tracheobronchial foreign-body aspiration is a potentially life-threatening event most frequently encountered in 
children and older adults. Although bronchoscopic removal generally prevents permanent airway damage, diagnosis 
may be delayed when the clinical symptoms are subtle, nonspecific, or atypical. In adults, this condition represents 
a small but clinically important proportion of airway emergencies, particularly among older patients, in whom diagnosis 
is frequently delayed.5 Foreign-body aspiration in adults is often underrecognized, as the initial aspiration event may be 
unwitnessed and symptoms can be mild or nonspecific. Organic material may remain impacted for weeks, leading to 
delayed complications such as obstructive pneumonitis, recurrent bronchitis, or nonresolving pneumonia. Therefore, 
persistent focal pulmonary findings should prompt evaluation for an occult endobronchial foreign-body.

Here, we describe a case of aspiration pneumonia caused by E. corrodens in an elderly adult, confirmed by isolation 
in pure culture from a bronchial aspirate obtained immediately after foreign-body extraction. Adult foreign-body 
aspiration with microbiologically confirmed E. corrodens infection is rarely reported, and this case highlights the 
importance of distinguishing true lower respiratory infection from oropharyngeal contamination.

Case Report
A 79-year-old woman presented with a several-week history of cough and production of thick clear sputum accompanied 
by profuse watery nasal discharge. Her medical history included stable angina pectoris, arterial hypertension, endoscopic 
colorectal polyp removal, and deep vein thrombosis of the right lower extremity. She had been treated for pneumonia on 
multiple occasions, most recently affecting the left lung, six months prior to the current illness.

On physical examination, the patient was alert, oriented, afebrile, normocardic, and mildly dyspneic. Arterial blood 
gas analysis revealed hypoxemic respiratory failure (Type I), which did not require supplemental oxygen therapy. 
Routine laboratory testing did not reveal a clear systemic inflammatory response at the initial presentation, and no 
systemic signs of infection were present. Pulmonary auscultation was unremarkable. Spirometry revealed a mild 
obstructive ventilatory defect. A chest radiograph showed obliteration of the left costophrenic angle and poor delineation 
of the left hemidiaphragm, without clear parenchymal consolidation (Figure 1). The patient was treated with broncho
dilator inhalation therapy and intranasal corticosteroids.

Six weeks later, the patient returned with clinical deterioration, reporting worsening cough and increased sputum 
production. Chest computed tomography (CT) demonstrated bilateral apical bronchiolitis, which was more pronounced 
on the right side, and an area of consolidation and/or atelectasis in the left lower lobe (Figure 2). These findings were 
consistent with subtle abnormalities observed on the initial chest radiograph, including poor delineation of the left 
hemidiaphragm and blunting of the costophrenic angle, suggestive of an early left lower lobe infiltrate. A small left-sided 
pleural effusion and borderline mediastinal lymphadenopathy were also noted. Although CT did not demonstrate 
a definite endobronchial lesion, the persistence of focal left lower lobe consolidation despite initial conservative 
management, and the absence of marked systemic inflammatory response, raised concern for alternative etiologies. 
Differential considerations included unresolved pneumonia, obstructive pneumonitis, or an endobronchial lesion. 
Diagnostic bronchoscopy was therefore indicated to exclude airway obstruction or neoplastic pathology.

Flexible bronchoscopy was performed under sedation at the Institute for Pulmonary Diseases of Vojvodina, a tertiary care 
center in Serbia. Inspection of the larynx, trachea, carina, and right bronchial tree was unremarkable, as was evaluation of the 
left main bronchus and segmental bronchi of the left upper lobe. However, in the left lower lobe, a whitish-yellow 
cauliflower-like endobronchial mass was observed within the basal segmental bronchus, consistent with an aspirated foreign- 
body of biological origin. The lesion resulted in near-complete distal bronchial obstruction. Using endobronchial forceps, 
nearly the entire mass was mechanically extracted. The specimen was submitted for histopathological examination. After the 
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extraction of the endobronchial mass and opening of the distal bronchial segments, copious amounts of purulent material 
began to drain from the periphery of the left lower lobe. Complete aspiration of purulent material was performed, followed 
by bronchoalveolar lavage. Bronchial aspirates were collected for microbiological analysis. After clearance, the underlying 
bronchial mucosa appeared markedly erythematous, edematous, and friable, without evidence of active bleeding.

Histopathological examination of the extracted material revealed mucopurulent exudates containing small bacterial 
colonies and food particles most likely of plant origin.

Microbiological Findings
Bronchial aspirate obtained immediately after foreign-body extraction was submitted for microbiological analysis. Direct 
Gram staining of the bronchial aspirate demonstrated abundant polymorphonuclear leukocytes and Gram-negative rods. 
The specimen was subsequently cultured on 5% sheep blood agar, chocolate agar, and MacConkey agar and incubated at 
35–37°C in a CO2-enriched atmosphere. Routine mycological cultures showed no fungal growth, and mycobacterial 

Figure 1 Initial chest radiograph of the patient. Frontal chest radiograph demonstrating blunting of the left costophrenic angle and subtle obscuration of the left 
hemidiaphragm, findings suggestive of an early left lower lobe infiltrate with a small associated pleural effusion.

Figure 2 Initial chest CT scan prior to bronchoscopy. (A–C) Representative axial CT images at different thoracic levels. (A) Focal consolidation in the left lower lobe 
(arrow). (B) Near-complete endobronchial obstruction of the basal segmental bronchus of the left lower lobe (arrowhead). (C) Small left-sided pleural effusion (arrow).
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cultures remained negative after 8 weeks of incubation. Dedicated anaerobic cultures are not routinely performed for 
bronchial aspirates in our laboratory practice.

After 24 hours of incubation, pinpoint-sized colonies appeared on blood agar. Quantitative culture demonstrated pure 
growth exceeding 105 CFU/mL. Gram staining revealed Gram-negative rods. Following an additional 24 hours of 
incubation, the colonies developed a dry, gray, translucent, non-hemolytic appearance, becoming rough, flat to slightly 
convex, with round-to-irregular margins. The colonies emitted a characteristic hypochlorite-like odor and were oxidase- 
positive and catalase-negative. These phenotypic features were consistent with E. corrodens.6 Final identification was 
performed using VITEK MS Prime (bioMérieux, France), a matrix-assisted laser desorption ionization time-of-flight 
mass spectrometry (MALDI-TOF MS) system, which provided reliable species-level identification.7

Antimicrobial susceptibility results could not be interpreted according to the European Committee on Antimicrobial 
Susceptibility Testing (EUCAST) standards routinely applied in our microbiology laboratory, as EUCAST does not 
provide specific clinical breakpoints for E. corrodens. Therefore, susceptibility testing was performed and interpreted 
according to the CLSI M45 guidelines for infrequently isolated or fastidious organisms. Beta-lactamase production was 
assessed using a nitrocefin-based method and was not detected. The isolate was susceptible to all tested beta-lactams 
(penicillin, ampicillin, amoxicillin–clavulanic acid, ceftriaxone, and cefotaxime), fluoroquinolones (ciprofloxacin and 
levofloxacin), co-trimoxazole, and tetracycline and resistant to azithromycin.8

Given the bacteriological findings, the patient’s clinical status, and laboratory parameters, including mildly 
elevated inflammatory markers (CRP 16.6 mg/L, fibrinogen 7.4 g/L) without leukocytosis, suggesting a mild to 
moderate systemic inflammatory response, rather than severe acute infection, empiric dual antimicrobial therapy 
with levofloxacin and metronidazole was initiated to provide broad coverage for aspiration-associated pneumonia. 
Following microbiological identification of E. corrodens, an organism intrinsically resistant to metronidazole, 
metronidazole was discontinued and definitive therapy with levofloxacin (500 mg once daily) was continued 
based on in vitro susceptibility results. Probiotic supplementation and de-obstructive therapy were maintained. 
Given prompt source control through bronchoscopic removal and rapid clinical improvement, a 7-day course of 
therapy was considered adequate.

A follow-up chest CT performed six weeks after bronchoscopy, compared with the previous CT scan, demonstrated 
a significantly smaller area of consolidation in the left lower lobe and partial regression of the pleural effusion (Figure 3). 
The previously described borderline enlarged mediastinal lymph nodes persisted but were slightly smaller than those on 
the initial examination.

Figure 3 Follow-up chest CT scan six weeks after bronchoscopy. (A–C) Representative axial CT images at corresponding thoracic levels. (A) Marked reduction of left 
lower lobe consolidation (arrow). (B) Re-expansion of the previously obstructed basal segmental bronchus (arrow). (C) Partial regression of the left-sided pleural effusion 
(arrow).
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Discussion
Eikenella corrodens, a member of the HACEK group, is a fastidious organism that rarely causes pulmonary infection. 
Lower respiratory tract infections are uncommon and typically occur in the presence of predisposing factors such as 
aspiration, immunosuppression, or airway obstruction.9–12

Isolation of E. corrodens in the setting of foreign-body aspiration is infrequently reported, particularly in adults. Only two 
pediatric cases of complicated pneumonia following foreign-body aspiration have identified E. corrodens as the causative 
pathogen.13 In older adults diagnosed with pneumonia, age-related alterations in swallowing mechanics may be present, but 
remain clinically unrecognized. The frequent occurrence of microaspiration of saliva, together with the overlap between 
oropharyngeal and pulmonary microbiota, supports aspiration as a common and often underappreciated pathogenic 
mechanism.14 Subtle swallowing dysfunction and recurrent microaspiration may therefore contribute to such clinical 
presentations.

A limitation of this case is the absence of a clearly documented choking episode or witnessed aspiration event. 
Foreign-body aspiration in older adults may occur silently, particularly in the presence of subtle, clinically unrecognized 
swallowing dysfunction. The patient’s history of recurrent pneumonia likely reflects an underlying predisposition to 
intermittent microaspiration or repeated aspiration events. Furthermore, the subtle pleural effusion and early left lower 
lobe abnormalities observed on the initial chest radiograph could represent an early manifestation of the same aspiration- 
related process, although it remains uncertain whether these findings preceded or resulted from the aspiration event. 
A formal swallowing assessment was not performed in this patient. Nevertheless, evaluation for dysphagia may be 
warranted in similar presentations to better assess aspiration risk.

These considerations are particularly relevant in the present case, in which E. corrodens was isolated in pure culture from 
a bronchial aspirate obtained immediately after foreign-body extraction. This sampling approach substantially reduces the 
likelihood of oropharyngeal contamination and supports the diagnosis of true lower respiratory tract infection.

Although E. corrodens is part of the normal oropharyngeal microbiota, several findings in the present case support its 
etiological role rather than colonization or contamination. The organism was isolated in pure culture with significant 
quantitative growth (>105 CFU/mL) from a specimen obtained immediately after foreign-body extraction, minimizing the 
possibility of upper airway contamination. No additional bacterial species were isolated on standard aerobic media, and 
routine mycological and mycobacterial testing were negative. Direct Gram staining demonstrated Gram-negative rods 
consistent with the subsequent culture results, supporting microbiological concordance. Importantly, radiologic imaging 
showed focal consolidation distal to near-complete bronchial obstruction, and purulent secretions were observed at the site of 
obstruction during bronchoscopy. The concordant clinical and radiologic improvement following both mechanical source 
control and directed antimicrobial therapy strengthens the interpretation of E. corrodens as the causative pathogen in this 
setting. Moreover, mechanical obstruction by plant-derived material likely contributed to localized airway injury and impaired 
mucociliary clearance, thereby facilitating bacterial proliferation and a localized inflammatory response.15

This case highlights the importance of considering occult foreign-body aspiration in adults with persistent or 
unexplained pulmonary symptoms, particularly when fastidious or atypical organisms are recovered from the lower 
respiratory tract samples. In such settings, bronchoscopy is indispensable and plays both diagnostic and therapeutic roles.

Advances in diagnostic methodologies, particularly the implementation of MALDI-TOF mass spectrometry, have 
significantly improved the accuracy and speed of identification of fastidious organism such as E. corrodens. Despite these 
advances, standardized antimicrobial susceptibility testing remains limited. EUCAST does not currently provide specific 
clinical breakpoints for E. corrodens, whereas CLSI M45 offers guidance for susceptibility testing of infrequently 
isolated or fastidious organisms.8 Additionally, beta-lactamase-producing E. corrodens strains have been reported, and 
intrinsic resistance to clindamycin and metronidazole has been documented, underscoring the importance of appropriate 
antimicrobial selection.16,17 These resistance patterns are particularly relevant in aspiration-associated infections, where 
empirical anaerobic coverage may be ineffective against E. corrodens.

Given the limited number of cases and absence of standardized susceptibility testing guidelines, further studies are 
needed to better define the clinical spectrum, optimal diagnostic approach, and evidence-based management strategies for 
pulmonary infections caused by E. corrodens.
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Conclusion
This case report describes an uncommon presentation of E. corrodens aspiration pneumonia associated with endobron
chial foreign-body retention in an elderly adult patient without known immunosuppressive conditions. Nonspecific 
clinical and imaging findings may lead to diagnostic delays, particularly in the absence of a witnessed aspiration event 
or other obvious risk factors. The case emphasizes the diagnostic and therapeutic value of bronchoscopy in persistent 
focal pneumonia and underscores the clinical significance of isolating E. corrodens in pure culture from lower respiratory 
specimens. Careful interpretation of microbiological findings is essential to distinguish true lower respiratory infection 
from oropharyngeal colonization and to prompt evaluation for aspiration or airway obstruction.
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