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Abstract: Minimal access surgery has changed the outlook of surgery dramatically. A less painful procedure, Ease of early recovery
and return to work along with lesser surgical scar has brought a lot of popularity to laproscopic surgery. Port site infection though
occurs in a minority of cases, Butat times becomes a troublesome complication. Despite advances made in the field of antimicrobials,
sterilization and surgical techniques as well as operation theatre ventilation, Portsite infection still prevails, Emergence of multidrug
resistant strains of rapidly growing atypical mycobacteria has added to the problem of portsite infections, Portsite infections are
preventable when appropriate care is taken preoperative, intraoperative and postoperatively. A non surgical approach is effective in
most of the cases. Early identification of the condition and appropriate treatment with Macrolides, Quinolones and Aminoglycosides,
use of contaminated water to clean the instruments before immersion into glutaraldehyde solution seeding at the port site due to
tuberculosis of gall bladder can be some of the causes, The other causes include traumatic injuries associated with access and
manipulation, Laproscopic instruments and diathermy injuries. The present study was conducted at Al Wahda Hospital Derna from
July 2017 to December 2018. Hundred and Sixteen patients with twenty five males and ninety one females were included in the present
study. Details of patient identity, age, sex, preoperative workup including baseline investigations, preoperative sonography findings,
intraoperative spillage of stones and bile were recorded. Nine of the patients had spillage of bile and gall stones, of these patients five
developed portsite infection. Most common causative organisms were found to be Staphylococcus. Seven out of the nine patients who
had spillage of bile were having multiple gall stones and two had single stones. Of the five cases with portsite infection, One was male
and four were females. It was found that three patients had portsite infection without intraoperative spillage while two others had
portsite infection with spillage of bile and gall stones. In conclusion around 8% of patients will have spillage of bile and stones, The
incidence of portsiteinfection is nearly the same in both the cases.

Table 1: Spillage of stones V/S Bile in relation to No. of stones
Spillage
Single
Multiple

Numbers/Total
2/31
7/85

Percentage
6.4%
8.2%

Table 2: Gender V/s Port Site Infection Incidences
Gender
Male
Female

Infected/Total
1/25
4/91

Percentage
4%
4.4%

Table 3: Port site infection V/s spillage of stones and bile
Port site infection
With spillage
Without spillage

Infected/Total
2/30
3/86

1. Introduction
A better cosmesis, lesser degree of pain fast recovery and an
early return to work are some of the advantages of
laproscopic surgery over the conventional open surgery
which have made it very popular among patients. An
infrequent but preventable complication is portsiteinfection
which will erode the advantages of minimal access surgery.
This adds to the morbidity, Hospital stay and financial
burden.
This article focuses on the clinical presentation,
etiopathogenesis, management and prevention of portsite
infection. Common complications of minimal access surgery
are injuries associated with gaining access to peritoneal

Percentage
6.6%
3.5%

cavity. Bowel injuries or major vascular injuries are
uncommon, during initial access serious potential life
threatening complications can occur (1). Laproscopic
procedures have an overall complication rate of 1.4 per 1000
procedures (2). Portsite infections constitutes about 21 per
100000 cases (3).
Incidence of Portsite infections
Following laproscopic cholecystectomy portsite infection
occurs less frequently than after an open cholecystectomy
mainly due to small incision (4). Umbilical portsite infection
in laproscopic cholecystectomy is not affected the technique
(5). Surgical site infection occurs within a month of
operative procedure. Portsite infection is limited to
laproscopic surgery.
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Surgical site infections are categorized into.
1) Superficial surgical site infections involve skin and
subcutaneous tissue.
2) Deep surgical site infections involve fascia and muscle
layer.
3) Organ/space surgical site infections.
Classification of wounds,
1) Clean: A surgical wound that is neither exposed to any
inflamed tissue nor has breached the gastrointestinal,
respiratory, genital or uninfected urinary tract.
2) Clean contaminated, surgical wounds where there is
controlled entry into gastrointestinal, respiratory, genital
or uninfected urinary tract with minimal contamination.
3) Contaminated fresh wounds related to trauma, surgical
wounds with major breach in sterile technique or gross
contamination from the gastrointestinal tract and
incisions through nonpurulent inflammatory tissues.
4) Dirty or infected old wounds following trauma having
deviatalised tissue and surgical procedure performed in
the presence of active infection or visceral perforation.
Risk factors for portsite infections
 Preoperative stay in hospital of more than 2 days (6)
 Duration of operation 2 hours or more (6)
 Prophylactic antibiotics, obesity and drains have no
effect on the rate of Surgical site infections following
cholecystectomy (9)
 Acutely inflammed organs, emergency surgical adversely
affect the rate of surgical site infections
 Risk of surgical site infections is increased in patients
with a history of nicotine nor steroid users, diabetes and
malnutrition (8)
 Preoperative colonization of nares with staphylococcus
aureus
 Umbilical port site infection is more common.

Diagnosis of the etiological agent with early management
 Early port site infections; Pus culture & sensitivity +
Gram staining
 Staphylococcus aureus are usually isolated from clean
wounds, beta lactamase production and methicillin
resistance is to be tested (3)
 Isolates of pseudomonas aeruginosa are usually resistant
to gentamicin but respond well to imipenum

2. Conclusion
The incidence of bile spillage is 8% and the instance of
PSIsmore with multiple gall stones, superficial surgical site
infection is more common females than males, There is
increase in chance of superficialsurgical site infections in
caSse of spillage of stone and bile.
Non mycobacterial infections present with wound discharge
and erythema, There may be fever along with pain or
tenderness and inflammation of the surrounding tissue.
Staphylococcus
pathogen.

Clinical presentations of port site infections
 Non mycobacterial infections present with wound
discharge and erythema within 2 weeks of the surgery,
The infection is limited to the skin and subcutaneous
tissue
 There may be fever with pain of tenderness and
inflammation of the surrounding tissue (10)
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Prevention of port site infections
 Infection from exogenous sources can be controlled
 When sterile endobag is used for retrieval of specimen it
reduces endogenous infection.

is

most

commonly

[7]

G Ahmad 1, J M N Duffy, K Phillips, A
Watsonlaproscopic
entry
techniques
Cochrane Database Syst Rev.2008 Apr 16; (2):
CD006583. doi: 10.1002/14651858. CD006583. pub2.
Frank Willem Jansen, KittyKapiteyn, TrudyTrimbosKemper,
JoHermans,
J.
Baptist
TrimbosComplications
of
laparoscopy:
a
prospective multicentre observational study19
August
2005https:
//doi.
org/10.1111/j.14710528.1997. tb11539. x
Aziz R. Advantages and disadvantages of operative
endoscopy. In: AzizR, AlvarezMurphy A, editors.
Practical Manual of operative Laparoscopy. NewYork:
Springer–Verlag; 1992. Ricardo Azziz (Editor) , J.
Taylor (Illustrator) , Ana A. Murphy (Editor) , R. W.
Powers (Illustrator) , Ana Alvarez Murphy, Rod
Powers, Josephine Taylor, A. A. Murphy (Eds.):
Hardcover, 347 Pages, Published 1996
Zacks S L, Sandler R S, Rutledge R, Brown R S. A
population-based cohort study comparing laparoscopic
cholecystectomy and open cholecystectomy. American
Journal of Gastroenterology 2002; 97 (2): 334-340A
population-based cohort study comparing laparoscopic
cholecystectomy and open cholecystectomy
David Molloy 1, Philip D Kaloo, Michael Cooper, Tuan
V NguyenLaparoscopic entry: a literature review and
analysis of techniques and complications of primary
port
entry
Aust N Z J ObstetGynaecol 2002 Aug; 42 (3): 246-54.
doi: 10.1111/j.0004-8666.2002.00246. x.
S P Lilani 1, N Jangale, A Chowdhary, G B
DaverSurgical site infection in clean and cleancontaminated casesIndian J Med Microbiol.2005 Oct;
23 (4): 249-52
J D Scott 1, A Forrest, S Feuerstein, P Fitzpatrick, J
JSchentagFactors associated with postoperative

Volume 11 Issue 4, April 2022
www.ijsr.net
Licensed Under Creative Commons Attribution CC BY
Paper ID: MR22418175021

isolated

References

[3]
Microbial flora causing port site infections
 Microorganism may be exogenous or endogenous,
exogenous flora may be from any contaminated sourse in
the sterile surgical field including surgeon team,
instruments or room air (10)
 Clean surgical wounds usually harbor staphylococcus
aureus which may have an exogenous origin or may be
from the patients flora (11)
 Rapid growing atypical mycobacterium species has an
incubation period of 3-4 weeks. They show a poor
response to the usual antimicrobial agents (12)

Aureus

DOI: 10.21275/MR22418175021

931

International Journal of Science and Research (IJSR)
ISSN: 2319-7064
SJIF (2022): 7.942

[8]

[9]

[10]

[11]

[12]

[13]

[14]

infectionInfect Control HospEpidemiol 2001 Jun; 22
(6): 347-51. doi: 10.1086/501911
#1P. T. den HoedH-Index: 1#2R. U. BoelhouwerHIndex: 6Infections and bacteriological data after
laparoscopic and open gallbladder surgery. May 1,
1998·Journal of Hospital Infection
Boni, Luigi, Benevento, Angelo, Rovera, Francesca,
Dionigi, Gianlorenzo, Giuseppe, Matteo Di, Bertoglio,
Camillo, Dionigi, Renzo. Infective Complications in
Laparoscopic Surgery.
Chesley Richards 1, Jonathan Edwards, David Culver,
T Grace Emori, James Tolson, Robert Gaynes,
National Nosocomial Infections Surveillance (NNIS)
System, Centers for Disease Control and Prevention.
Does using a laparoscopic approach to
cholecystectomy decrease the risk of surgical site
infection?
A J Mangram 1, T C Horan, M L Pearson, L C Silver,
W R JarvisGuideline for Prevention of Surgical Site
Infection, 1999. Centers for Disease Control and
Prevention (CDC) Hospital Infection Control
Practices Advisory CommitteeAm J Infect
Control1999 Apr; 27 (2): 97-132; quiz 133-4;
discussion 96.
J O Falkinham Epidemiology of infection by
nontuberculous mycobacteria. ClinMicrobiol Rev.
1996 Apr; 9 (2): 177–215.
SomuKarthik,
Alfred
Joseph
Augustine,
MundunadackalMadhavanShibumon,
Manohar
VaradarayaPai. Analysis of laparoscopic port site
complications: A descriptive study year: 2013/volume:
9/issue: 2/page: 59-64.
Chaudhuri S, Sarkar D, Mukerji R. Diagnosis and
management of atypical mycobacterial infection after
laparoscopic surgery. Indian J Surg.2010; 72: 438–
442. [PMC free article] [PubMed] [Google Scholar]

Volume 11 Issue 4, April 2022
www.ijsr.net
Licensed Under Creative Commons Attribution CC BY
Paper ID: MR22418175021

DOI: 10.21275/MR22418175021

932

