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ABSTRACT… We report a case of 27 years old lady who presented after 04 weeks of laproscopic cholecystectomy, with 
purulent discharge from 03 port sites most likely due to improper sterilization of re-usable laproscopic instruments. Patient 
was initially managed conservatively by repeated incision and drainage and multiple antibiotics including second line drugs 
against atypical mycobacterium were prescribed but infection did not settle. Her routine bacterial cultures and acid fast 
bacillus (AFB) stains were negative. After 07 months patient started developing abscesses in surrounding primary port sites 
and it was finally decided to excise the discharging sinus tracks and sent for histopathology. Histopathology confirmed 
tuberculosis as it showed epithelioid granulomas. Patient was started with standard first line anti tuberculous treatment (ATT) 
to eradicate the disease and she became alright after 06 months of ATT. 
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INTRODUCTION
Laproscopic port site infections are not uncommon 
occurrence but are usually mild and easily 
treatable complication following laproscopic 
surgeries.1 In poor resource, under developed 
countries where all laproscopic instruments 
are re used after chemical sterilization, port site 
infection by non-tuberculous mycobacterium is 
reported.2,3,4 Such non tuberculous mycobacterial 
port site infections present with discharging 
sinuses and are usually treated by second line 
anti tuberculous therapy with or without surgical 
excision of sinus tracts.4

We present a case of laproscopic port site 
tuberculosis resistant to various second line 
anti tuberculous drugs and treated by surgical 
excision of sinus tracts and standard first line 
anti tuberculous therapy after histopathological 
confirmation of tuberculosis.

Case Summary
A 27 year old female underwent uneventful 

standard four port laproscopic cholecystectomy 
due to cholelithiasis. Ten days after surgery 
patient presented for stich removal when 
minimal discharge from umbilical wound was 
noticed. Skin stiches were removed and patient 
was advised to have daily dressings and tab 
Augumentin 625 mg three times a day for 5 days 
prescribed. 03 weeks later patient presented 
with painful nodular swellings in epigastric, right 
hypochondrium and right lumbar ports while 
umbilical wound did not heal as well. Patient had 
no fever and white cell count was normal. Patient 
was diagnosed to have subcutaneous abscesses 
and incision and drainage done of all three port 
sites under local anesthesia. Frank pus was 
drained and sent for culture and sensitivity which 
later showed no growth. Patient was advised to 
have daily dressings with saline till wounds were 
healed. Patient was followed up regularly for 
next 04 weeks and all four ports showed signs 
of healing by secondary intention and closed in 
four weeks time. Patient again presented after 2 
weeks with pus discharge from epigastric, right 
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hypochondrium and right lumbar ports while 
umbilical port was healed. Suspecting atypical 
mycobacterial infection tab clarithromycin, inj. 
amikacin prescribed in weight adjusted doses for 
next 08 weeks. Daily dressings were advised and 
routine bacterial cultures, atypical mycobacterium 
cultures and acid fast bacillus (AFB) stains sent. 
Medical advice from infectious disease and TB 
specialist taken. Antibiotics and daily dressings 
continued but wounds only partially healed 
and continued to discharge minimally. Routine 
cultures and AFB stains were negative but we 
could not get cultures for atypical mycobacteria 
due to lack of facility. Daily dressings and 
antibiotics continued for 08 weeks afterwards but 
patient continued to discharge minimally from 3 
port sites and no relief was observed. Antibiotics 
were changed as well and other second line 
ATT drugs including ciprofloxacin, moxifloxacin, 
levofloxacin and linezolid were prescribed but 
all proved unsuccessful in settling the infection. 
Patient lost to follow up after wards and 07 
months after surgery presented with tender 
nodular swelling approximately 2 cm away from 
right hypochondrium port, and off and on minimal 
discharge from epigastric and right lumbar 
ports. Her ultrasound showed a fluid filled tract 
extending from primary right hypochondrium port 
site. After failure of conservative treatment for 07 
months it was decided to explore and excise the 
tracts at it had started spreading in subcutaneous 
planes around primary port sites. Under general 
anesthesia all three tracts were excised deeply 
till rectus sheath and sent for histopathology and 
wounds were closed primarily. Histopathology 
reports confirmed tuberculous and patient was 
started on standard first line ATT. Wounds started 
showing signs of healing and stiches removed 
after 2 weeks. ATT continued 06 months and 
patient got alright. 

DISCUSSION
Laproscopic port site infection by atypical 
mycobacterium is very rarely reported and is 
difficult to treat. Patient presents with chronic 
pus discharge from port site which gradually 
becomes thin serous or clear fluid and healing is 
never complete and permanent.3,4 If left untreated 
multiple sinuses develop in surrounding skin and 

soft tissues. Any patient presenting with chronic 
pus discharge from laproscopic port sites with 
negative routine bacterial cultures should rise 
suspicion of infection by atypical mycobacterium. 
Acid Fast Bacilli (AFB) stains and AFB culture 
on Lowenstein-Jensen (LJ) medium should 
be sought. Niyas VKM4 in his case report 
isolated Mycobacterium senegalense as the 
culprit organism. Yadav RP5 in his study found 
Mycobacterium chelone in cultures of patients 
with chronic laproscopic port site infections. 
Commonly used drugs are clarithromycin, 
amikacin, levofloxacin, tobramycin, ciprofloxacin 
and rifampicin for 06 to 08 weeks.3,4,5 We found 
in our case report that the patient was resistant to 
many second line drugs including clarithromycin, 
amikacin and levofloxacin and rather responded 
to standard first line antitubercolous drugs. 
Unfortunately cultures for mycobacterium are not 
widely available in underdeveloped countries as 
happened in our case, or may be negative for 
any growth. We had to opt for surgical excision 
of sinus tracks after failed conservative treatment 
as the sinuses started spreading in surrounding 
subcutaneous tissue (Figure-1).

The histopathology of sinus tracks confirmed 
tuberculous as it showed epithelioid granulomas 
as shown in Figure-2.

Rehman IU6 in his case report also diagnosed 
port site tuberculosis by histopathology of sinus 
tract. If cultures for mycobacterium are not 
available histopathology may be a good alternate 
for diagnosis.

Figure-1
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Laproscopic instruments are chemically sterilized 
and various disinfectants like glutaraldehyde 
used in various concentrations and are highly 
active against microorganisms when properly 
used.7 In poor resource countries all laproscopic 
instruments including ports and hand instruments 
are re used as disposable instruments are 
expensive. Therefore it is important that OT 
staff is well trained to properly disinfect the 
instruments. Robertson D8 in his study in India 
found that operation theater staff in many 
hospitals in peripheries of India is not well trained 
of properly disinfecting laproscopic instruments. 
We have the same scenario in Pakistan and it 
is important to conduct training programs for 
OT staff to teach them to use the disinfectant 
in proper concentration, for adequate time and 

strictly follow the guidelines. By reporting this 
case we recommend strict asepsis of laproscopic 
instruments, high index of suspicion for port site 
tuberculosis when patient present with chronic 
port site infection, pus cultures for atypical 
mycobacterium and to consider first line anti 
tuberculous treatment as well if histopathology 
confirms tuberculosis.
Copyright© 06 Sep, 2023.
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