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Intra Abdominal Tuberculosis: The Surgical Audit
Of Its Presentation And Management
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Abstract:

A retrospective study was carvied ot at Surgical Department of Bangabandbu Sheikh Mujit Medical University,
from Jan-99 to Jan-03, to find ont the varions modes of presentation of abdaminal tubercnlosis and its management.
A total of 100 patients (adult + old) and all sexes were included in this sindy. These patients were divided into fwo-
gronps: Surgical group and conservative group. In operative cases, histopathological excamination was also undertaken,
complications were also noted. Patients in both the gronps were given standard auti-tnbercnlar drugs. Ont of 100
patients 15 were managed conservatively. While swigery was undertaken in 85 patients. Most were female. The
patients who has pulmonary as well as abdominal tuberculosis were 30%. The commonest sperative finding was
Lleocavcal Mass 60%. The most common operative procedure undertaken was Ri. Hemicolectomy. The overall

mortality was 5%.

Introduction:
Abdominal  wberculosis s commonly
encountered by a  surgeon working in

Bangladesh and other tropical countries. It
poses a significant hazard to the health scctor '
The third world countrics which are facing the
problem of poverty, malnutrition environmental
pollution and unhygienic conditons in thickly
inhabited arcas, are also having the' increasing
incidence of TB. Tuberculosis is an infectious
disease that has plagued mankind since neolithic
times (8000 BC)”. It was rccognized as a
contagious disease by the time of hippocrates
(400 BC), when it was termed as 'phthisis’
(Greck Phthinien, meaning to waste away)’. TB
remains one of the top three infectious discase
killers, every minute of every day, 15 people dic
from TB. This translates into 8 million cases
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each year of which 2-2.5 million will die*. More
than Wo of these cases m:f:ur_in developing
natons that bave poor resources’. Acdve TB is
fatal for upto 50% of untreatcd padents.
Abdominal TB is common in Bangladesh and
other tropical countries and poses a significant
health hazards®. This study was undertaken w
find out the various modes of presentadons of
abdominal wiberculosis and their management.

Methodology

A toral of 100 padents were included in this
study which was carried in surgical Depe
BSMMU, Dhaka during Jan-92 to Jan-03. The
patients included were those with abdominal
pain, distention, abdominal mass, vomiting,
those with consttutional symptoms like fever,
malaise, wer loss, anorexia with evidence of
pulmonary /lymphoid TB and histopathological
evidence of abdominal TB after exploraton.
These 100 padents were divided into two
groups: surgical groups and conservative
groups. Surgical group included all patents who
presented with symproms and sign of intestinal
obstructon, abdominal lump or peritonitis.
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Histopathological confirmation was the main
stay in diagnosis of TB. Conservative groups
included all those who presented with vague
abdominal and constwdonal symptoms and
there was no definite indication for surgery. The
diagnosis was supported by laboratory testes
like raised ESR, Positive mantoux test, positive
polymerase chain rcaction assay,
histopathological cvidence of extra-abdominal
TB, cvidence of pulmonary TB, cte. Patients in
both the groups were given a standard 9 months
regrimen of ant-tuberculous drugs, The patients,
especially treated conservadvely, were followed
up for change in clinical parameters.

Results:

Out of 100 patients included in this study, 15
were managed conservatively, while surgery was
undcrtaken in 85 patients. majority of patients
were female (70 female and 30 malc) with a
mean age of 40 years (range 18-60 years).
Clinical presentation in shown in Table -1.

Presenting foatune Ko. of patients Porosntags
Abdominal pain B0 B0
Abdominal dstension &0 &%
Fever 55 £5%
Wemiting 40 £0%
Abdominal mass &0 60"
Periloniis 21 21%
Welloss 30 3%
ASCTIS 25 25%
Sub-acute nestinal 20 2%
ohstruct

Intastinal Paroraticn ] B%
Parqecial blesding 1 1%5

Table-1 Clinical Presentations of the patients

Signs of intestinal obstruction i.c.-abdominal
distension, vomitng, absent or cxaggerated
bowel sounds were present in 20 cases (20%),
50 paticnts (50%), presented with mass in the
Rt. iliac fossa without any pain in the abdomen,
10 patients with mass in the Re. iliac fossa with
pain in the abdomen. Rare presentations include
chronic diarthea, intestinal perforadon, per-
rectal blecding. Some patients presented with
one or more constitutional symproms like fever,

1

with malaise, wt loss. Laboratory tests revealed
raised ESR in 80 (%). Tuberculin test done in
80 padcnts and was posiuve in 30 padents and
in others it was negauve. Chest radiographs
were carricd out in all cases and 35 had evidence
of pulmonary TB. Plain abdominal radio-graphs
showing multiple air fluid levels in 20 (20%)
padents. PCR (polymerasc chain reaction) assay
was done in only 3 (3%) cases of suspected
abdominal TB, 2 of them were treaed
conservativelv, PCR was positve in all three
cascs. Barium studies were done in 60 cases and
the diagnosis of intestnal tuberculosis was
suspected in 45 cases from Barium X-ray, The
commonest findings were dilated  intestinal
loops and retracted caccum, colonoscopy was
done in 25 cases those who presented with
Lump in the Re. iliac fossa, per-receal bleeding
and diarrhoca. Findings are caecum and
ascending colon was inflamed, oedemartous and
few nodules are seen. Biopsies were taken from
all cascs. Ultrasonography was performed in 80
cascs-showing thickened caccal wall, ascitis in
25 paticents Laparoscopy done in 10 patients and
showing muldple tubercles in 7 patienes. Biopsy
was done in all cases.

15 padents were managed conservatively with
standard 9 months regime of Ang-tuberculous
therapy. Surgical intervention was performed in
85 paricnts (85%). The most common operative
findings were ilcocaccal mass 60 patients (60%),
tuberculous  on  the intestine,  messentery,
peritoneum, and enlargement of the messenteric
lymp nodes, Ileal perforation, multiple stricture
and ascities. Biopsy was taken from all cases

(Table-II).

Operativg fndings Ma. of patents Percentage
Beocaecal mass 1] &%
Tuberches on viscera 20 2%
Shciure-niesing 10 105
Tzl perioration 8 %
Bands/Adhesion 18 158%
Perionics 21 21%
Sub-aaus niengon 025 20 20%
Enlargement of thiy messenine 30 i
mphnodes
ASCHiS 25 25%

Table-11 Per-operative findings of the patients
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Various surgical procedures undertaken in these
85 padents are shown in eable-III. Colon and
jejunum were rarcly involved.

Procedurs peromed Hi. of Patiants Percentage
Rt. hemi colectomy and ileacalic &0 0%
anaslomosis
{or lump in the lleocaecal area
Reszclion and anastomosis for 10 0%
slriclure
lleg-trangverss Anaslomasis only 2 2%
Primary closure of perforation B A%
Slriciurcplasty 5 5%
Biopsy of uberclas 20 2%
Release of Bands and adhasions 18 18%

along with regection

Talble-111 Surgical Procedures

Histopathological evidence of TH was positive
in 80 padents. In 5 patients, no conclusive
evidence. Post-operatively all patients were
treated with antituberculous drugs for 9
months, All patients were followed up during
the period of chemotherapy. The overall post-
operative  mortality  was 3%, (3 patients
presented with perforation of bowel  with
diffuse peritonitis  and 2  had intestinal
obstruction-late cases). Laparotomy was done in
all cascs.

Discussion:

Tuberculosis is an ancient Infecdous discase

responsible  for significant  morbidicy  and
mortality world wide* and is common in our
country and other developing countries.

Majority of the abdominal cases arc diagnosed
late usually on surgical exploration. High clinical

suspicion, sonography, colonoscopy,
laparoscopy™" manocuveres can improve the
diagnostic vield. Male to female ratio is

variable'™'"* in different studics. Some document
shows high prevalence in young females while
that disease affects bodh
sexes equally, the present study also shows high
prevalence amongst female patents. In 1993,
WHO declared TB to be a global emergency,

others have noted
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the first and only disease to be recognized as
3
such”

Roughly 80% of TB cases involve respiratory
system, though TB can involve any organ
system. Miliary TB can occur in any individual
organ, in several organs, or through out the
body, including the brain™*"”, Abdominal TB
along with pulmonary TB is very common in
developing countries of south Asia and is
commonly encountered by the
tropical countries'’.  Abdominal
clinically  and radiologically  some  other
conditions like Crohn's discase’”. The incidence
of pulmonary TB along with abdominal TB is
variable; it 1s 35% in the present study, which is
comparable to 21% dncummtr,d in another
study carried out in Pakistan™. Though sex
distribution is different {i.e. male to female
ration of 1:17 versus 1.2 respectvely).

About  85% presented long
contnued intesdnal colc and abdorminal mass
was the predominant clinical manifestation in
this series. A clinical presentadon of ulcerative
type of intesinal TB is  diarthoea”
Consdtutional symptoms such as fever anorexia,
and wt loss are common in 60% to 70%™
pulmomn TB 15 associated with abdominal TB
in some cases" = but its absence dcu:s nor rale
out the diagnosis of abdominal TB®, The carly
age affection in South Asian as compared to
Furopeans has already been reported™,

surgeons  in

TB mimics

putir:nl::i with

Results of routine laboratory investigations have
been non-specific and thus have not helpful in
establishing the diagnosis. However, a positive
mantous test results along with the above
mentioned findings, should alere the clinician™
Radiographic studies may he helpful but they
are nun—spcciﬁczn. Abdominal X-RAY is equally
inconclusive. Finding of dilated howel loops,
air-fluid  levels, calcified lymph  nodes  are
qupporun&_ of positive diagnosis but are non-
speci fic”. Barium studies are more uscful
hup}'}r:rtlnu" a diagnosis of mtesunal TB 66% of
the time, the most common hnrjlngh on Barlum
enema arc a pipe-stem colon and a cone-shaped
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setracted caecum™. Abdominal sonography,
colonscopy, laparoscopy™" can improve the

&zgnostc field.
In our study, most patients (85%) underwent
Lozrotomy because most of them were-
oresented to us with complications  where
smherculosis involves the intestine, the ileocaecal
the most commonest site of the disease
= half of the cases have a palpable mass due
s formation of tuberculoma™. In the present
sody the ileocaecal area was the most common
== of involvement, as described and palpable
mass was present in 60 (60%) cases. Before the
zdvent of effective anttubercular drugs, surgical
management consisted of by pass procedure,
with the complications of blind-loop syndrome,

malabsorption and perforation™,

——

=

A symptomatic  ileocaecal mass should be
managed with limited ileocaecal resection®. In
the present study, we also did limited resection
of the affected segment and end to end
anastomosis in most of the cases. All pauents
did well with chemo-therapy. In this scdes,
diagnosis was made histologically.

In a western seudy tuberculous ascids has been
reported in 42% cases of abdominal TB. The
clinical picture, radiography, ulltra-sonography
can help in its diagnosis™. In the present study
the number of patients with tuberculous aseitis
was small (25%) as are usually managed by the
medical department.

Perforation af tuberculous ulcer is uncommon
due to the thickening of the peritoneum and the
formation of adhesions to the adjacent tissues™.
The reported incidence varies from 0-11%, with
the terminal Ileum being the most frequent site.
Bur in the present study it was found to be 8%
These perforations represent the changing
behavior of the disease and late recognition of
the signs and symptoms by the patients.
Associated lymphadenids was found in 30% of
cases. Most of the Authors' # suggested that
anti-raberculous therapy is the main stay of
management of abdominal TB and the surgery
should be reserved for diagnosis or for
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management of complication. Some paticnts
may pass into subacute intestinal obstruction
phase after antituberculous therapy due to the
fibrosis  while  healing  of  wbercular
inflammatory lesions is taking place”. In our
study, no such type of patient was seen.

Perforation of gut secondary to abdominal TBH
varies in different studies and similarly mortalicy
rates in some cases have been described from
8% to 19.4% =%, But in the present study it
was found to be 5%

Conclusion:

As the incidence of TB is increasing once again
especially due to MDR strain, emphasis must be
made to the carly recognition and early
treatment. As intra-abdominal TB can mimic
various surgical conditions, surgeons living in
the endemic areas like Bangladesh must direct
their attention to the eatly recognition and
proper treatment of the intra-abdominal TB.
Thus improving the out come for patients with
the disease.
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