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Letters to Editor

A Case of Staphylococcus 
lugdunensis Related 
Pyomyoma Occurring after 
Cesarean Section

Sir,
Pyomyoma (suppurative leiomyoma) is a rare condition 
occurring from infarction and infection of  a leiomyoma 
that typically occurs in pregnant women or postmenopausal 
women who have vascular disease.[1] It can result in 
complications, such as bacteremia, uterine rupture, and 
even death.[2] The diagnostic triad of  pyomyoma is the 
following: 1) sepsis; 2) leiomyoma uteri; and 3) no other 
apparent source of  infection.[3]

A 30-year-old female presented with fever and a 6 × 
5 cm painful abdominal mass with purulent discharge 
[Figure 1]. She had fibroids and eight weeks prior to 
admission, she had an uncomplicated cesarean section. 
CT revealed pedunculated fibroids, largest measuring 8.6 
× 5.9 cm [Figure 2] with secondary degenerative infection. 
Wound cultures grew Staphylococcus lugdunensis, Staphylococcus 
epidermidis and Peptostreptococus. She was started on 
intravenous vancomycin and avelox. At exploratory 
laparotomy, she was found to have a uterus with pus-filled 
necrotic fibroids protruding through the abdominal wall. 
She had a resection of  the necrotic fibroids and repair of  
the abdominal wall. Cultures grew Staphylococcus lugdunensis. 
She was discharged home one week later.

Figure 1: Abdominal mass protruding through umbilicus with purulent 
discharge

S. lugdunensis-related pyomyomas have never been described 
in the literature and may tend to have a more fulminant 
course unlike infections caused by other coagulase-negative 
staphylococci.[4] 

A delay in diagnosis may result in fatal complications,[5] 
which was not the case in our patient who received adequate 
surgery and broad-spectrum antibiotics that decreased 
serious morbidity and mortality.
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Figure 2: CT scan of abdomen confirming gas in the leiomyoma

Azhar
Rectangle



102  Journal of Global Infectious Diseases / Jan-Mar 2011 / Vol-3 / Issue-1

REFERENCES

1. Tobias DH, Koenigsberg M, Kogan M, Edelman M, LevGur M. Pyomyoma 
after uterine instrumentation. A case report. J Reprod Med 1996;41:375-8.

2. Mason T, Adair J, Lee Y. Postpartum pyomyoma. J Natl Med Assoc 
2005;97:826-8.

3. Greenspoon JS, Ault M, James BA, Kaplan L. Pyomyoma associated with 
polymicrobial bacteremia and fatal septic shock: Case report and review of  
the literature. Obstet Gynecol Surv 1990;45:563-9.

4. Bello C, Eskandar M, El GR, Sobande A, Nour H, Shafiq H. Staphylococcus 
lugdunensis endometritis: A case report. West Afr J Med 2007;26:243-5.

5. Sah SP, Rayamajhi AK, Bhadani PP. Pyomyoma in a postmenopausal woman: 
A case report. Southeast Asian J Trop Med Public Health 2005;36:979-81.

Access this article online

Quick Response Code:
Website:  
www.jgid.org

DOI:  
10.4103/0974-777X.77311

Letters to Editor

Isolated Appendicular 
Tuberculosis 

Sir,
Tuberculosis of  the appendix was described by Corbin as 
early as 1873.[1] It occurs as a primary or secondary disease, 
the former being rare with an incidence of  0.1%-0.6%.[2,3] 
Here, we report the case of  a patient who presented with 
acute appendicitis who underwent appendectomy and the 
histopathology of  the specimen revealed tuberculosis. She 
had no detectable tubercular focus elsewhere in the body. 
Preoperative diagnosis of  isolated tuberculosis of  appendix is 
rarely done. It needs high index of  suspicion. It should always 
be confirmed by histopathology. Incidence, pathogenesis and 
various clinical presentations are also discussed briefly here.

Tuberculosis is one of  the world’s most widespread and 
fatal illnesses. In recent years, it has emerged as an important 
disease in both developing and developed countries, especially 
with the rising incidence of  HIV infection. Abdomen is 
one of  the common sites of  extrapulmonary tuberculosis. 
However, appendicular involvement is found to be distinctly 
uncommon even in the set up of  ileocaecal tuberculosis.[4] 

Gastrointestinal tuberculosis is uncommon today because 
routine pasteurisation of  milk has eliminated Mycobacterium 
bovis infections. Tuberculosis of  the appendix presenting 
with the signs and symptoms of  acute appendicitis is an even 
rarer entity. The pathogenesis of  this isolated lesion is not 
clear. It may spread from neighbouring organs, from distant 
focus by haematogenous or lymphatic route or from lumen 
by infected intestinal contents when contaminated sputum 

is swallowed.[1,5] Appendix seems to be more frequently 
involved secondarily from ileocaecal tuberculosis.[6] 

Here, we report a case of  isolated appendicular tuberculosis, 
with no detectable focus elsewhere in the body. A 20-year-old 
woman presented with vomiting and acute onset of  severe 
colicky abdominal pain in the right iliac fossa of  one-day 
duration. On exploration, appendix was found inflamed. No 
pathology was observed in the ileum, caecum and mesentery. 
Appendicectomy was performed and specimen sent for 
histopathological examination. Microscopic appearance 
revealed tuberculous granulomas in the mucosa and 
submucosa of  the appendix, which consisted of  epithelioid 
cells, giant cells of  Langhans type, lymphocytes, mononuclear 
cells and central area of  caseous necrosis. Periappendicular 
tissue did not show any tuberculous lesion. The final 
diagnosis of  tuberculous appendicitis was made [Figure 1].

Tubercular appendicitis as the only manifest tuberculous 
lesion may present in three clinical forms.[7] The first 
type presents as an acute form that is indistinguishable 
from pyogenic appendicitis. The second clinical type is a 
chronic form presenting with vague pain, occasional history 
of  vomiting, diarrhoea, and a mass in right iliac fossa. 
These cases are indistinguishable from cases of  ileocaecal 
tuberculosis. The third type is latent and found accidentally 
on histopathological examination of  the appendix. Our 
case appears to belong to the first clinical type.

The exact mechanism of  involvement of  the appendix 
remains unclear. The various ways by which the appendix 
can be involved include hematogenous, infected intestinal 
contents and extension of  disease from neighbouring 
ileocaecal or genital tuberculosis.[7] Most of  the literature 
regarding tuberculous appendicitis pertain to pre-
chemotherapeutic era and the disease is seldom reported at 

Figure 1: Photomicrograph showing typical tubercles with epithelioid 
cells, lymphocytes, Langhans’ giant cells with central caseous necrosis
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