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ABSTRACT

Abdominal tuberculosis constitutes of 10% of extrapulmonary
tuberculosis. Most common site is ileocecal region. Abdominal
tuberculosis has diagnostic dilemma due to diverse and non specific
clinical presentation. Analyse various clinical presentation and
investigation modalities and clinical outcome in abdominal tuberculosis
and To analyse role of surgery in managing abdominal tuberculosis.
Retrospective study conducted from March-March 2014-2017 in MS
Ramaiah hospital Bangalore. Thirty three patients with abdominal
tuberculosis was included in the study. Clinical features with respect to
demographicdata, various clinical presentation and various investigations
were recorded. The surgical indications and various surgeries performed
were assessed. The clinical outcome in terms of morbidity and mortality
were analysed. Intestinal tuberculosis followed by peritoneal tuberculosis
is most common presentations. Most common symptoms were
abdominal pain >abdominal distension. Overall patients were diagnosed
by biopsy material from laparotomy/diagnosticlaparoscopy were 48.48%
and 33.33% from colonoscopic biopsy. All patients taken antitubercular
drugs. Surgical intervention done in 48.48% patients in that 62.5%
underwent laparotomy (60% laparotomy+adhesiolysis+biopsy, 30%
laparotomy+hemicolectomy, 10% laparotomy+ resection of small bowel
and anastomosis) and 37.5% underwent diagnostic laparoscopy and
biopsy. Six percentage patient had ennterocutaneous fistulaand 12.12%
had wound infection. Extra vigilance in dealing with patients who present
with unexplained abdominal conditions is the key to the diagnosis of
abdominal tuberculosis. Early diagnosis, early antituberculous therapy
and surgical treatment of the associated complications are essential for
the survival of the patient. Abdominal tuberculosis, Mycobacterium
tuberculosis, tuberculous peritonitis, intestinal tuberculosis.
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INTRODUCTION

RESULTS

Abdominal tuberculosis (ATB) is defined as an
infection in the gastrointestinal tract, peritoneum or
intra-abdominal solid organs of Mycobacterium
tuberculosis (M. tuberculosis). It constitutes about 12%
of extra-pulmonary tuberculosis and 1-3% of all cases
of tuberculosis (TB). ATB is relatively less common in
India as compared with pulmonary tuberculosis, but it
still remains a serious health threat. With the
emergence of thehumanimmunodeficiency virus (HIV)
infection and the use of immunosuppressive therapy,
its incidence has also been increasing in low-income
and middle income societies. The diagnosis of
abdominal TB is difficult to make due to the
nonspecific presentation of symptoms and signs. In
addition, it can mimic many diseases and conditions
such as malignancy, bacterial infectious disease and
inflammatory  disease. Delayed diagnosis or
misdiagnosis is directly related to poor outcome in
patients who are not able to receive early treatment.
The World HealthOrganization estimates that one-third
of the world’s population is infected with M.
tuberculosis, with the highest prevalence of TB in
Southeast Asia. Moreover the emergence of drug-
resistant tuberculosis has become a cause for concern
in many parts of the world including India. We
analyzed clinical, laboratory and imaging studies and
therapeutic outcomes of 33 adult patients with
abdominal TB as reported to the RNTCP by our
hospital.

MATERIALS AND METHODS

Patients admitted to M S RAMAIAH Hospital were
evaluated from March-March 2014-2017. 33 patients
were admitted to M S RAMAIAH Hospital Bangalore
were diagnosed as abdominal TB. We retrospectively
evaluated those 33 patients by reviewing their clinical
information,therapeutic methods and outcomes from
the database. Abdominal TB is defined as M.
tuberculosis infections in the gastrointestinal tract,
peritoneum, or intra-abdominal solid organs™ positive
culture of M. tuberculosis Diagnosis of abdominal TB
was made based on clinical features of abdominal
infection and at least one of the following criteria'™..
positive culture for M Tuberculosis from abdominal
organ tissue or peritoneal fluid® positive acid-fast
bacilli (AFB) stain from the tissue biopsies®
histopathological demonstration of typically caseating
granulomatous necrosis or' positive polymerase chain
reaction (PCR) or gene expert for M. tuberculosis on
abdominal organ tissue or peritoneal fluid. The clinical
information, including age, sex, medical history,
symptoms and signs, physical findings, laboratory and
image findings (radiography and sonography),
therapeutic methods and outcomes were reviewed
and analyzed. All patients received antituberculous
treatment.

In this study 33 patients (17 male and 16 female)
diagnosed with abdominal tuberculosis Table 1. Their
age ranges from 7 to 63 years with mean age of
34.84%. Most of the patients with abdominal
tuberculosis were between 20-30 years (48.48%)
Table 2. Most common presentation was abdominal
pain constitutes around 69.7% of patients, 27.3% with
abdominal distension. Fever was present in 33.3% and
30% of patients had associated weight loss. 81% of
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PERCENTAGE

HB< 12gm/dl 45.5%

ESR>30 78.8%

Lymphocytes > 70 In ascitic fluid 75%
Protein level in ascitic fluid > 3gm/dl 75%
Glucose levels <60mg/dl in ascitic 75%
ADA In ascitic fluid > 401U/L 75%

Table 1: Different diagnostic methods used.

patients were had generalised weakness Table 2. One
patient admitted for laparoscopic steralisation and one
more for umbilical hernia repair were diagnosed to
have peritoneal tuberculosis. Among 33 patients 2
patients were known case of abdominal tuberculosis
and 1 was having pulmonary tuberculosis.One patient
presented with loose stools and treated outside as
acute gastroentritis. Three patients presented lower
abdominal pain and distension were evaluated in
view of adnexal mass, CA 125 found to be high in 2
patients. Thirty percentage of patients were known
case of diabetes mellitus and none were HIV positive.
Abdominal sonography was done in 18 patients. Ascitis
seen in 8 patients ileoceacal thickening seen in 11
patients. Abdominal computed tomography was done
in 15 patients revealed ascitis in 6 patients and
ileoceacal, omental and peritoneal thickening seen in
10 patients, loculated collection with peritoneal
thickening seen in 2 patients, ascending colon
thickening seen in 1 patient Table 4. Different
diagnostic methods used in these 33 patients were
diagnosticlaparoscopy and biopsy, ascetic fluid culture
and AFB staining, colonoscopy and biopsy, TB PCR,
Gene expert.

Total number of patients underwent surgery are
16, among them 6 patients underwent diagnostic
laparoscopy and biopsy and 10 underwent laparotomy.
Among patients underwent laparotomy, 6 underwent,
Laparotomy+adhesiolysis+peritoneal omentalbiopsy
and 2 underwent Laparotomy+right hemicolectomy+

biopsy and 1 underwent, Laparotomy+right
hemicolectomy +enterocutaneous fistula excision and
1 underwent Laparotomy+small intestinal

resection+excision of enterocutaneous fistula.

DISCUSSION

Abdominal TB tends to affect a population in the
third and fourth decades of life. Most of our patients
(60%) were between 30-40 years. HIV and immuno
compromised immune system are important
predisposing factors for adult abdominal TB. The term
“abdominal TB” emphasizes the involvement of any or
multiple parts of the gastrointestinal system with the
most frequently involved sites being the peritoneum
and intestine. The involvement of the appendix and
jejunum is uncommon while mention of TB of the

ascending colon, oesophagus, stomach, duodenum,
rectum and anus is distinctly rare in literature. In our
current study, we also found that the ileoceacal region
is the most common site of infection with more than
half of the patients with abdominal TB having intestinal
tuberculosis. On the other hand, gastrointestinal TB is
a diagnostic challenge, particularly in the absence of
evidence of pulmonary infection. It may mimic many
other abdominal diseases such as other infectious
processes, tumors and Crohn’s disease. In the absence
of any positive laboratory and radiologic tests the
diagnosis is often established by obtaining a surgical
specimen. Lin et al emphasized that colonoscopy with
biopsy is also a useful diagnostic tool for early
diagnosis and in avoiding unnecessary morbidity and
mortality associated with exploratory laparotomy in
colonic TB. The colonoscopicappearance may include
the following: ulcerated lesions, sessile firm polyps,
masses and small diverticula, ranging from 3-5 mm in
diameter. Infection of 1 or 2 patients with intestinal TB
was located in the specificileocecal area. The ileocecal
valve is a common site of intestinal infection owing to
the presence of rich lymphoid tissue. However the
difficulty in differentiating segmental tuberculosis
intestinal disease from Crohn’s disease is always a
challenge. The similarities in both diseases are the
colonic skip lesions, particularly the ileocecal
involvement and granulomas on the histological
features. Macroscopic distinction between the two is
usually very difficult. Therefore, a critical review based
on other evidence such as clinical, radiographic and
pathologic information is usually mandatory in the
diagnosis of the two diseases.

The clinical presentation of abdominal TBis usually
non-specific and therefore, often results in diagnostic
delay and hence the development of complications.
There are many vague presentations that will challenge
the diagnosis of this life threatening infectious disease.
From our observation the most common clinical
symptoms and signs in patients with abdominal TB
were abdominal pain, abdominal distension, ascites
and body weight loss. Fever was found in 35.7% of
patients and peritoneal signs were only noted in 7.1%.
Although abdominal CT and ultrasonography are useful
in making the diagnosis of abdominal TB. Peritoneal
carcinomatosis was initially suspected by abdominal CT
in 4 patients. The AFB stains were performed on biopsy
tissues and fluid from ascites 14 were positive showed
positive results. TB-PCR was performed for patient 3
with a positive result. Gene Expert done in 1 patient
was positive. Microbiological and/or histopathological
confirmation may also establish the diagnosis.

Undiagnosed and untreated abdominal TB can
result in a mortality rate of 50-60%. However,
thisdisease is usually curable after proper treatment.
Chang et alreported that the mortality rate of treated
abdominal TB were 13.2% and 14.8% respectively. In
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Table 2: Patients were had generalised weakness

Patients underwent surgical intervention No of patients Percentage
Total 33 100
Surgical intervention 16 48.48
Total patients with surgical intervention 16 100
Diagnostic laparoscopy and biopsy 6 37.5
Laparotomy 10 62.5

Total no of patients underwent laparotomy 10 100
Laparotomy+adhesiolysis+peritoneal/omental biopsy 6 60
Laparotomy+right hemicolectomy+biopsy 2 20
Laparotomy+right hemicolectomy+enterocutaneous fistula excision 1 10
Laparotomy+small intestinal resection+excision of enterocutaneous fistula 1 10
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