
Case Report

A 75 year old lady who originally underwent an aorto 
bifemoral graft for occlusive disease six years ago in another 
hospital developed a pseudoaneurysm of the left limb of her 
graft. This was excised and an interposition left femoral PTFE 
(Polytetrafluoroethylene) graft was inserted in the same 
hospital and the patient was subsequently discharged with an 
uneventful recovery.

Five weeks later, the patient presented through A&E 
department of this hospital with acute confusion and 
associated blood stained purulent discharge from left groin 
wound. 

On clinical examination the patient was confused with no 
evidence of haemodynamic compromise. Examination of the 
left groin wound revealed a sinus discharging blood stained 
purulent substance with associated localised erythema. 
Further assessment revealed no neurovascular deficit of the 
ipsilateral limb or systemic features of sepsis.

Her leucocyte count was 9700 mm3 with a CRP of 34mg/L. 
All others blood results were unremarkable. An urgent CT 
pelvis arranged showed evidence of inflammatory changes 
localised to the left groin graft with likely graft incorporation 
and occlusion. 

Consequently, IV Metronidazole and Cefotaxime were 
initiated and the patient underwent emergency exploration of 
her left groin wound. The intraoperative findings concluded a 
large infected haematoma and the patient subsequently 
underwent excision of the left
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 transfixation of the proximal stump, betadine washout and 
insertion of gentamicin/collagen implant. The skin was 
loosely closed with nylon and corrugated drain inserted.

The excised graft together with tissue specimens were sent for 
culture and sensitivity testing. The results of which confirmed 
Staphylococcus lugdunensis using VITEK 2 system 
(bioMerieux, Inc, Hazelwood, Mo.) sensitive to Flucloxacillin 
and Rifampicin. In addition to this blood cultures taken on 
admission were reported as positive for coagulase negative 
staphylococcus.

The patient was commenced on appropriate IV antibiotic 
therapy and made a good postoperative recovery. She was 
subsequently discharged from hospital 13 day after admission 
and was without any problem at four months follow up.

Discussion

Originally isolated in Lyon, France in 1988 and described by 
Freney et al1 Staphylococcus Lugdunensis is a coagulase 
negative staphylococcus associated with aggressive disease. 
Prosthetic graft infections are uncommon complications of 
vascular procedures (1.3%–6% of cases)2,3 but are difficult to 
treat, and associated with significant morbidity and 
mortality3,4. 

Pathogens causing vascular graft infection are usually 
site-specific. Whilst Staphylococcus aureus is implicated in 
thoracic aortic and carotid operations, Staphylococcus aureus, 
Saphylococcus epidermidis and gram negative bacteria 
contribute equally in aortofemoral surgeries5.

Because of its high sensitivity, specificity and availability, CT 
should be the first investigation ordered in cases of suspected 
aortic graft infection6. In the early postoperative period, signs 
of graft infection can be difficult to differentiate from normal 
postoperative changes and adjunctive tests may be necessary. 
Perigraft air is rare beyond 1 week after surgery but is not 
pathognomonic of graft infection until 4–7 weeks after 
surgery7,8. Similarly, perigraft fluid that persists beyond 3 
months should be considered highly suspicious for infection7.

Conventional management options of infected vascular grafts 
include excision of graft, debridement and washout and 
creation of an extra anatomical bypass through non infected 
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tissue. In our case the patients graft infection was confirmed 
by CT scanning which bore the hallmark of graft infection. 
Our patient recovered after excision of the infected limb of the 
graft and was not considered for extra anatomical bypass as 
there was no vascular compromise despite the occluded limb 
of the graft at presentation evident on CT scan as well.

Commonly highlighted pathogens in vascular graft infections 
include Staphylococcus aureus, Staphylococcus epidermidis, 
Pseudomonas aeruginosa and E.coli.9, however, to date no 
report of Staphylococcus lugdunensis aortic graft infection 
has being identied. A thorough literature search only revealed 
a single case of femoropopliteal Gore-Tex graft infection by 
Staphylococcus lugdunensis10.

This coagulase-negative staphylococcus has capacity to cause 
serious infections in human which include native valve 
endocarditis, peritonitis, osteomyelitis and sepsis11,12, and also 
following coronary artery and aortic coarctation stenting, soft 
tissue infection, cardiac device, central line, dialysis catheter 
and joint prosthesis infections10,13.

The organism is considered to be a part of the normal skin 
flora, primarily of the lower abdomen and extremities14. 
Staphylococcus lugdunensis generally is susceptible to 
anti-staphylococcal antibiotics15, but increasing penicillin 
resistance has been reported12, 13. Early studies reported 
penicillin resistance rates of <4% 9, while more recent studies 
report penicillin resistance rates between 12 and 15%16, 9. In 
our patient the clinical isolate of Staphylococcus lugdunensis 
was sensitive to flucloxacillin and rifampicin.

This case report highlights the importance of simple screening 
strategies to differentiate S. lugdunensis from other 
coagulase-negative staphylococci. This will improve the 
recognition of clinical disease in postoperative vascular 
patients with a view of introducing appropriate prophylactic 
and therapeutic antimicrobial therapy and also the 
surveillance of antibiotic resistance in S. lugdunensis.

It is evident that all the infections are caused by skin flora and 
a breach in aseptic technique is the reason for these infections. 
We believe preoperative shower with chlorhexidine, operative 
field preparation with 2% chlorhexidine in 70% alcohol and 
iodine impregnated adhesive barrier draping whenever 
possible is a good start.

Reference

1. Freney J, Brun Y, Bes M, Meugnier H, Grimont F, Grimont PAD, 
Nervi C, Fleurette J: Staphylococcus lugdunensis sp. Nov.and 
Staphylococcus schleiferi sp.nov., two species from human clinical 
specimens. Int J Syst Bacteriol 1988; 38: 168-172

2. Lorentzen JE, Nielsen OM, Arendrup H, et al. Vascular graft 
infection: an analysis of 62 graft infections in 2411 consecutively 

implanted synthetic vascular grafts. Surgery 1985; 98:81-86.

3. Calligaro KD, Veith FJ. Diagnosis and management of infected 
prosthetic aortic grafts. Surgery 1991; 110:805-813.

4. Oderich GS, Panneton JM, Bower TC, Cherry KJ Jr, Rowland CM, 
Noel AA, Hallett JW Jr, Gloviczki P. Infected aortic aneurysms: 
aggressive presentation, complicated early outcome, but durable 
results J Vasc Surg. 2001 Nov; 34(5):900-8

5. Kilic A, Arnaoutakis DJ, Reifsnyder T, Black III JH, Abularrage CJ, 
Perler BA, Lum YW: Management of infected vascular grafts. Vasc 
Med 2016; 21(1): 53-60.

6. Orton DF, LeVeen RF, Saigh JA, Culp WC, Fidler JL, Lynch TJ, 
Goertzen TC, McCowan TC. Radiographics. Aortic prosthetic graft 
infections: radiologic manifestations and implications for 
management 2000 Jul-Aug; 20(4):977-93

7. Qvarfordt PG, Reilly LM, Mark AS, et al. Computed tomographic 
assessment of graft incorporation after aortic reconstruction. Am J 
Surg 1985; 150:227-231.

8. Mateo, M., J. R. Maestre, L. Aguilar, F. Cafini, P. Puente, P. 
Sanchez, L. Alou, M. J. Gimenez, and J. Prieto. 2005. Genotypic 
versus phenotypic characterization, with respect to susceptibility 
and identification, of 17 clinical isolates of Staphylococcus 
lugdunensis. J. Antimicrob. Chemother. 56(2):287-291.

 9. Niedzwiadek J., Mazur E., Misztal S., Ziemba B., Terlecki P., 
Ligieza J., Koziol-Montewka M., Wronski J. Aetiology also factors 
of vascular graft infection and their resistance to antibiotics. Pol 
Mercury Lekarski 2006; 21: 423-8.

10. Hagiya H. Matsumoto M. Yamasawa T. Haruki Y. Otsuka F. A Case 
of Vascular Graft Infection Caused by Staphylococcus lugdunensis 
after Femoropopliteal Bypass Operation. Acta Med Okayama 
(2014) 68: 171-175.

11. Böcher S, Tønning B, Skov RL, Prag J Staphylococcus lugdunensis, 
a common cause of skin and soft tissue infections in the community 
J Clin Microbiol. 2009 Apr; 47(4):946-50. 

12. Zinkernagel AS, Zinkernagel MS, Elzi MV, Genoni M, Gubler J, 
Zbinden R, Mueller NJ Infection. Significance of Staphylococcus 
lugdunensis bacteremia: report of 28 cases and review of the 
literature 2008 Aug; 36(4):314-21. 

13. Morris TC. Davies O. Bradlow WM. Jeffrey K. Bowler ICJW. 
Endovascular stent-associated infection with staphylococcus 
lugdunensis. BMJ Case Rep 2013; doi: 10.1136/bcr-2012-008357

14. Bieber L, Kahlmeter G. Staphylococcus lugdunensis in several 
niches of the normal skin flora. Clin Microbiol Infect. Clin 
Microbiol Infect. 2010 Apr;16(4):385-8

15. van der Mee-Marquet N, Achard A, Mereghetti L, Danton A, Minier 
M, and Quentin R. Staphylococcus lugdunensis infections: high 
frequency of inguinal area carriage. J. Clin. Microbiol. 2003, 
41:1404-1409

16. Hellbacher C, Tornqvist E, and Soderquist B. Staphylococcus 
lugdunensis: clinical spectrum, antibiotic susceptibility, and 
phenotypic and genotypic patterns of 39 isolates. Clin Microbiol 
Infect. 2006 Jan;12(1):43-9.

Bangladesh Crit Care J September 2021; 9 (2): 116-117

117


