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Examination revealed an ill-looking morbidly obese lady with 
a body mass index (BMI) of 45. Vital signs were as follows: 
temperature 39°C, respiratory rate 26/minute, pulse 115/
minute, and blood pressure 130/92 mmHg. Examination of 
the abdomen revealed a scar for the prior gastric banding, 
tenderness with rebound phenomenon especially on the 
left upper quadrant with clinical signs of ascites. Bowel 
sounds were normal. Examination of other systems was 
unremarkable.

Initial investigations were as follows: white cell count 
8.8×103, hemoglobin 10.6 g/dl, platelets 412×103, and 
erythrocyte sedimentation rate 112 mm/hr. Both chest 
radiograph and urinalysis were normal. Ultrasound scan 
and later, computed tomography (CT) scan of the abdomen 
confirmed the presence of free fluid in the peritoneal cavity, 
a gastric band in situ and an enlarged fatty liver [Figure 1]. 
Ascitic tap revealed an exudative fluid with total protein 
of 44 g/l, cell count of 450 cells/cuL comprising 80% of 
lymphocytes. Culture of ascitic fluid was performed by 
inoculating the specimen into a liquid culture media 
BACTIC MGIT960 (MGIT: mycobacterial growth indicator 
tube) a rapid growth was detected in six days. Fungal and 
other bacterial cultures revealed no growth.

Further identification was established and the diagnosis of 
Mycobacterium fortuitum complex was made. Mycobacterium 
fortuitum was differentiated from Mycobacterium chelonei 

Mycobacterium fortuitum is a ubiquitous, rapidly growing 
organism that is readily cultured from soil, tap water, dust, 
and hospital environment.[1,2] When isolated from human 
sources (especially from the upper respiratory tract) usually 
reflects transient colonization rather than infection,[3] but it 
can cause skin and soft tissue infections following penetrating 
trauma and or even punch biopsy.[4,5] It has, however, been 
implicated in a number of postsurgical infections including 
infections of the sternum, mediastinum, and endocarditis, 
following heart surgery,[6] keratitis, and mastitis.[7] Peritonitis 
has been reported previously in many patients undergoing 
chronic peritoneal dialysis,[8] but has only been reported once 
before following abdominal surgery.[9]

We describe the first case of peritonitis due to Mycobacterium 
fortuitum after strict banding through laparoscopy for morbid 
obesity, in an immunocompetent woman.

CASE REPORT

The patient was a 36-year-old female who presented to our 
institution with a two-month history of fever, chills, upper 
abdominal pain, and anorexia. A few days prior to the onset 
of presenting symptoms, she underwent gastric banding 
for morbid obesity in another facility. She had no other 
symptoms referable to other systems and was not on any 
medications.
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ABSTRACT

Mycobacterium fortuitum is a rapid growing nontuberculous organism that has rarely been associated 
with peritonitis in an otherwise healthy host. We describe a patient who developed peritonitis due to the 
organism after gastric banding operation, which resolved after removal of the gastric band and institution 
of appropriate antibiotic therapy.
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by nitrate reduction and iron uptake, in addition to growth 
of the organism on MacConkey medium without crystal 
violet. In the specimen, antimicrobial susceptibility testing 
was done using broth microdilution and the result showed 
that the organism is resistant to rifampicin, ciprofloxacin 
and cefitriaxone, and sensitive to amikacin, gentamycin, 
clarithromycin, and tetracycline. Culture of gastric biopsy 
taken at endoscopy also grew the same organism. Gastrografin 
study did not demonstrate any leak into the peritoneal cavity. 
Blood cultures were sterile and tuberculin test was negative.

Hospital course: Patient was started on clarithromycin 
500 mg orally twice daily, doxycycline 100 mg orally twice 
daily, and gentamycin 320 mg intravenously once daily. She 
remained febrile and symptomatic after a week of treatment. 
A decision to remove the gastric band was taken followed 
by rapid defervescence. Histology of the tissue around the 
band revealed foreign body type granuloma and culture grew 
the same organism with identical antiobiogram. Patient was 
discharged after three weeks of triple antibiotics. She was 
subsequently maintained on clarithromycin and doxycycline 
for a period of four months. She made complete and 
uneventful recovery.

DISCUSSION

Mycobacterium fortuitum is a nontuberculous mycobacterium 
that is classified according to the Runyon grouping as rapidly 
growing mycobacteria (Runyon group IV). As the name 
implies, these types of organisms can be grown in culture and 
identified in less than seven days.[10] It was first described by 
Cruz who named it so because of its fortuitous isolation from 
the pus of a subcutaneous abscess.[11] It is an opportunist 

pathogen which ordinarily does not cause tuberculosis and 
occurs most often with abscess formation or indolent lung 
disease. Infection is often chronic, does not respond to 
conventional antituberculous treatment and occasionally 
remits spontaneously.

The organism is ubiquitous and is commonly found in the 
air, tap water, distilled water for dialysis and for preparing 
surgical solutions. It is, however, not a clear source of 
infection in the previous hospital where the patient had 
the operation and no other patients in the referring hospital 
were subsequently identified with a similar infection. 
The isolation of the organism in the gastric biopsy during 
endoscopy of our patient may suggest that the organism is 
available in the environment and might have contaminated 
the skin and or the equipment during surgery. The onset of 
symptoms shortly after surgery supports this hypothesis. 
Other possible cause is dissemination of the mycobacterium 
into the peritoneal cavity from gastrointestinal tract injury 
with leak during laparoscopy, although gastrografin study did 
not support this possibility. Nosocomial outbreak of infection 
by this organism has been reported in the surgical setting[12] 
and as respiratory tract colonization the latter being traced 
to a water line supplying showers in a ward.[13] Kobayashi 
et al. were able to isolate mycobacterial species from colonic 
contents during colonoscopy[14] confirming the normal 
colonization of the gastrointestinal tract by the organism.

According to Marks,[15] the organism is likely to be significant 
as an etiologic agent when isolated from the skin and 
subcutaneous tissue, and seldom so from other sources. Our 
ability to culture the organism in pure growth from both 
the ascitic fluid and the tissue around the gastric band, and 
the resolution on treatment, indicate that the organism is 
etiologically related to the clinical features of the patient.

Mycobacterium fortuitum is generally resistant to most 
antituberculous drugs. These drugs were, however, used 
widely for treatment until the 1990s when aminoglycosides 
alone and later in combination with macrolides (particularly 
clarithromycin), imipenem, and fluorinated quinolones were 
shown to be effective.[16,17] The national committee for the 
clinical laboratory standards (NCCLS) recommended broth 
microdilution technique to be the method for susceptibility 
testing of the Rapidly growing mycobacterium with 
minimum inhibitory concentration (MIC) determination 
and resistance breakpoint similar to those used for other 
bacterial species.[18] The antimicrobials used are selected 
bacterial agents and the recommendation for testing the 
rapidly growing mycobacteria (RGM) include clarithromycin 
(used as a class representative agent for the new macrolides), 
amikacin, cefoxitin, imipenem, doxycycline, ciprofloxacin, 
and sulfonamide. The current practice is to combine two 
or more of: amikacin, imipenem, cefoxitin, fluorinated 

AL Majid 

Figure 1: CT scan of the abdomen showing an enlarged liver with a 
gastric band in-situ
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quinolones, and macrolides in the treatment. The efficacy 
of this approach has been demonstrated in our case. No 
standard duration of therapy is reported but treatment 
lasting 4-6 months is not unusual. In patients with valve 
replacement and endocarditis due to this complex in which 
response was inadequate, removal of the infected prostheses 
led to resolution of infection.[19] Some patients in the same 
review, however, recovered without removal of infected valves. 
Another study has demonstrated higher case-fatality ratio in 
patients with foreign material, which may make it difficult 
to eradicate the organism once it is acquired.[9] The decision 
to remove the source of infection should therefore be taken 
on an individual case basis. Our patient demonstrated no 
response to therapy until the band was removed.

Death from Mycobacterium fortuitum infection is infrequent 
partly because most infections involve nonvital organs such 
as skin and soft tissues, and that the disease is generally self-
limiting. Where death occurs, it is usually primarily due to 
the underlying disease with the Mycobacterium fortuitum 
infection playing a secondary role.

CONCLUSION

There is a need to consider Mycobacterium fortuitum 
as a cause of postsurgical peritonitis and not just as a 
contaminant, do appropriate investigations and institute 
the right treatment. Current guidelines recommend 
susceptibility testing of all isolates, with use of empirical 
antibiotics suggested until drug sensitivities are known.

REFERENCES

1. Galassi L, Donato R, Tortoli E, Burrini D, Santianni D, Dei R. 
Nontuberculous mycobacteria in hospital water systems: application 
of HPLC for identification of environmental mycobacteria. J. Water 
Health 2003;1:133-9.

2.  Petrini B. Non-tuberculous mycobacterial infections. Scand J Infect Dis 
2006;38:246-55.

3.  Wallace RJ, Swenson JM, Silcox VA, Good RC, Tschen JA, Stone MS. 
Spectrum of disease due to rapidly growing mycobacteria. Rev Infect 
Dis 1983;5:657-79.

4.  Uslan DZ, Kowalski TJ, Wengenack NL, Virk A, Wilson JW. Skin and soft 
tissue infections due to rapidly growing mycobacteria: Comparison 
of clinical features, treatment and susceptibility. Arch Dermatol 

2006;142:1287-92.
5.  Muthusami JC, Vyas FL, Mukundan U, Jesudason MR, Govil S, Jesudason 

SR. Mycobacterium fortuitum: An iatrogenic cause of soft tissue infection 
in surgery. ANZ Jl Surg 2004;74:662-6.

6.  Samuels LE, Sharma S, Morris RJ, Solomon MP, Granick MS, Wood CA, 
et al. Mycobacterium fortuitum infection of the sternum. Review of the 
literature and case illustration. Arch Surg 1996;131:1344-46.

7.  Juang YC, Wang LS, Chen CH, Lin CY. Mycobacterium fortuitum mastitis 
following augmentation mammoplasty: report of a case. Taiwan I Hsuel 
Hui Tsa Chil 1989;88:278-81.

8.  Youmbissi JT, Malik QT, Ajit SK, Al Khursany IA, Rafi A, Karkar A. 
Non-tuberculous Mycobacterium peritonitis in continuous ambulatory 
peritoneal dialysis. J Nephrol 2001;14:132-5.

9.  Kasamtsu Y, Nagakawa N, Inoue K, Kawahito Y, Hiraoka N, 
Yoshioka K, et al. Peritonitis due to Mycobacterium fortuitum infection 
following gastric cancer surgery. Int Med 1999;38:833-6.

10. Daley CL, Griffith DE. Pulmonary disease caused by rapidly growing 
mycobacteria. Clin Chest Med 2002;23:623-32.

11. Da Costa Cruz J. Mycobacterium fortuitum um novo bacilo acido-
resistente patogenico para o homen. Acta Med (Rio de Janeiro) 
1938;1:297-301.

12.  Hoffman PC, Fraser DW, Robicsek F, O’bar PR, Mauney CU. Two 
outbreaks of sternal wound infections due to organisms of the 
Mycobacterium fortuitum complex. J Infect Dis 1981;143:533-42.

13. Burns DN, Wallace RJ Jr, Schultz ME, Zhang Y, Zubairi SQ, Pang Y, 
et al. Nosocomial outbreak of respiratory tract colonization with 
Mycobacterium fortuitum: Demonstration of the usefulness of pulsed-
field gel electrophoresis in an epidemiologic investigation. Am Rev 
Respir Dis 1991;144:1153-9.

14. Kobayashi Y, Takano T, Hirayama N, Sato N, Shimoide H. Isolation 
of non-tuberculous mycobacteria during colonoscopy. Kekkeku 
1995;70:629-34.

15.  Marks J. Classification of the mycobacteria in relation to clinical 
significance. Tubercle 1972;53:259-62.

16.  Alangaden GJ, Lerner SA. The clinical use of fluoroquinolones for the 
treatment of mycobacterial diseases. Clin Inf Dis 1997;25:1213-21.

17.  Mushatt DM, Wittzig RS. Successful treatment of Mycobacterium 
abscessus infections with multidrug regimens containing clarithromycin. 
Clin Infect Dis 1995;20:1441-2.

18.  Woods GL, Brown-Ellicot BA, Desmond EP. Susceptibility testing of 
mycobacteria, Nocardia, and other aerobic actinomycetes: Approved 
Standard. 2nd ed. Vol. 20. Wayne, Pa: NCCLS Publications;  2003. p. 
M24-A. 

19. Olalla J, Pombo M, Aguado JM, Rodríguez E, Palenque E, Costa JR, 
et al. Mycobacterium fortuitum complex endocarditis – case report and 
literature review. Clin Microbiol Infect 2002;8:125-9.

Mycobacterium fortuitum peritonitis

Source of Support: Nil, Confl ict of Interest: None declared.


