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Abstract

Background: The objective of this study is to evaluate diagnosed cases of abdominal tuberculosis (TB) in terms of incidence,
manifestation in different age groups, clinical presentations, treatment received (conservative or surgical), lesions found
intraoperatively, and its outcome on follow-ups.

Methods: It is a retrospective study with 25 cases of abdominal TB treated at Guru Gobind Singh Hospital, Jamnagar, during
the period of 2005-2007. Detailed history, physical examination, necessary investigations such as complete blood counts, ESR,
urine examination, sputum examination, and radiological investigations were prescribed in all cases. Barium study, Mantoux
test, ascitic fluid examination, and computed tomography scan abdomen were carried out when indicated. Tissue or biopsy
materials were histologically examined. Results were analyzed with patient’s health status.

Results: In 25 case series of abdominal TB, the average age of presentation was between 10 and 40 years with definite
male predominance (male:female = 3:2). Most of the patients belonged to low socioeconomic class which, in turn, reflects
overcrowding, undernourishment, bad sanitation, and poor hygiene in living conditions. In our study, ESR was raised in more
than 90% of patients. Abdominal pain was the most common presenting symptom followed by anorexia, fever, and vomiting.
About 25% of patients were having TB foci in lung either active or healed lesion. Uncorrected anemia, malnutrition, and
pulmonary TB were all contributory to poor prognosis and prolonged morbidity. Anti-TB drugs gave most satisfactory results
in our patients.

Conclusions: Koch’s abdomen is a clinical entity with varied clinical presentation. It is very common in tropics and may
present with complications. Most of the patients are cured with conservative treatment and anti-TB drugs. Surgery is required
in case of complications only. No drug-resistant cases have been found in this study. Investigations have played major role in
confirmation of disease.
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INTRODUCTION

Tuberculosis (ITB) has become a big health issue, especially
in developing countries like India, where illiteracy,
poverty, overcrowding, lack of basic living facilities, large
families, poor sanitation, and malnutrition are prevalent.!"
Approximately one-third of the world population is infected
with TB and about 3 million die each year from this
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disease.” Therefore, the Wotld Health Organization has
raised a global concern and declared as the most important
communicable disease worldwide.P! It is a chronic
granulomatous disease caused by Mycobacterinm tuberculosis
and the reservoir of infection in humans with active TB.
Pulmonary TB is the most common form and it primarily
involves the lung, but any part of the body can be involved
by the disease.*! Abdominal TB constitutes a major public
health problem in developing countries and associated with
significant morbidity and mortality.l” It is the sixth most
frequent site for the extrapulmonary involvement and it can
involve any part of the gastrointestinal tract, petitoneum,
and hepatobiliary system. Approximately 1-3% of total TB
cases are extrapulmonary,® while abdominal TB accounts
for 11%-16%." However, in HIV-positive patients, the
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incidence of extrapulmonary TB is up to 50%. The modes
of infection of abdominal TB include hematogenous
spread from a primary lung focus that reactivates later or
miliary TB, spread through lymphatics from infected nodes,
ingestion of bacilli either from the sputum or from infected
sources such as milk products, or by direct spread from
adjacent organs.""! The most common site of predilection
is the ileocecal region, attributed to the minimal digestive
activity, relatively increased physiological stasis, higher rate
of fluid and electrolyte absorption, and more lymphoid
tissue at this site.l'"'? Peritoneal involvement may occur
due to spread of the bacilli from mesenteric lymph node.
However, one-third of cases show abdominal lymph node
and peritoneal TB without any evidence of gastrointestinal
involvement.”! Abdominal TB is characterized by different
modes of presentations, namely, chronic, acute, and acute
on chronic, or it may be an incidental finding at laparotomy
for other diseases;"! the clinical presentation depends
on the site and type of involvement. It usually runs an
indolent course and presents late with complications,
especially acute or subacute intestinal obstruction due
to mass (tuberculoma) or stricture formation in small
gut and ileocecal region or gut perforation, leading to
peritonitis.') Whereas intestinal (enteric) TB exists in
one of the three main forms, i.e. ulcerative, hypertrophic
or ulcerohypertrophic causing fibrous strictures, while
peritoneal involvement (TB peritonitis) exists in four
main forms, namely, ascitic, loculated (encysted), plastic
(fibrous), and purulent forms.'"*"”! The lymph nodes in
the small bowel mesentery and the retroperitoneum are
commonly involved, and these may caseate and calcify.
Disseminated abdominal TB involving the gastrointestinal
tract, peritoneum, lymph nodes, and solid viscera has also
been described.' The diagnosis of abdominal TB in
initial stages is difficult as the clinical features are vague,
diverse and there is no specific diagnostic test. It remains a
considerable diagnostic challenge, especially in the absence
of pulmonary infection, as the disease can mimic various
gastrointestinal disorders, particularly the inflammatory
bowel disease, colonic malignancy, or other gastrointestinal
infections. The most common complication of intestinal
TB is intestinal obstruction attributed to strictures or by
adhesions. In India, approximately 3—20% of all cases of
bowel obstruction ate due to the TB.[" One of the setious
complications of abdominal TB is perforation, causing
high morbidity and mortality and it accounts for 5-9%
of small intestinal perforations.”” Sutgical intervention
is reserved only for complications such as obstruction,
perforation, fistula, or a mass which does not resolve with
medical therapy. In most cases, a trial of medical therapy
should be undertaken before surgical intervention.?
Mortality rate has come down to 3% from 20% to 50%
after introduction of antitubercular chemotherapy and
multidrug treatment. Surgical management of abdominal

TB (intestinal TB) has changed considerably from bypass
operations, hemicolectomies to conservative resections,
and stricturoplasties.”” This study aims at a fresh look in to
abdominal TB and at a better understanding of its clinical
manifestations, diagnostic modalities, management, and
its complications.

METHODS

The study was conducted at Guru Gobind Singh Hospital,
M. P. Shah Medical College, Jamnagar, Gujarat, India,
during May 2005—May 2007. This study had included 25
confirmed cases of abdominal TB.

Detailed history, physical examination, and most of the
investigations such as complete blood counts, erythrocyte
sedimentation rate (ESR), sputum examination, and
radiological investigations (X-ray chest, X-ray abdomen,
and ultrasound of abdomen) were done in all cases.

Barium meal, barium enema, Mantoux test, and ascitic fluid
examination were carried out when indicated.

In all cases, histopathological examination of biopsy
material was done when biopsy was performed. Culture
and guinea-pig inoculation could not be done due to
inadequate facility.

In follow-up, all relevant medical data were inquired and
recorded. Results of treatment given were analyzed and
necessary corrections were made.

RESULTS

In this study, of 25 patients, 96% were Hindus and 4% were
Muslims which indicate majority of Hindu people living in
this region [Table 1]. In addition, majority of people (72%)
belonged to low-income group (annual income <10,000
INR /year) while 28% of people were from middle-income
group (annual income between 10,000 and 20,000 in a year)
[Table 2]. No age is bar to abdominal TB but, in our study,
minimum and maximum age of patients were 9 years and
60 years, respectively.

The most common age groups affected with abdominal
TB were 10-39 years which account for 64%. In total, 68%
of males (17 of 25) and 32% of females (8 of 25) were
affected with disease [Table 3] which bring the male-to-
female ratio around 3:2.

In our study, 68% of patients presented with chronic
complaints while 32% presented with acute complaints
(duration of symptoms within 15 days) [Table 4]. The most
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common acute presentation was intestinal obstruction in
our study.

In all patients, abdominal pain (100%) was the main
presenting complaints followed by anorexia (96%), fever
(60%), vomiting (52%), constipation (40%), loss of weight
(40%), abdominal distension (24%), and diarrhea (16%)
in descending orders. The least common complaints were
lump in abdomen accounts for 8% only in this study

[Table 5].

The most common intraoperative procedure was
release of adhesions/bands among small intestines
(36%) followed by stricturoplasty (22%) and intestinal
resection and anastomosis (18%). Meanwhile, the least
common procedures were perforation closure and right
hemicolectomy both had 4% of recurrence in this study

[Figure 1].

Table 1: Race and religion distribution

Religions Numbers Percentage
Hindus 24 96
Muslims 1 4
Total 25 100
Table 2: Income group-wise distribution

Income groups Numbers Percentage
Low income 18 72
Middle income 7 28
High income 0 0
Total 25 100
Table 3: Age group-wise distribution

Age groups in years Males Females Total Percentage
0-9 1 0 1 4
10-19 3 3 6 24
20-29 3 3 6 24
30-39 4 0 4 16
4049 4 1 5 20
50-59 1 1 2 8
60-69 1 0 1 4
Total 17 8 25 100

Table 4: Acute versus chronic presentation

Presentation Numbers Percentage
Chronic 17 68
Acute 8 32
Obstruction 4 16
Perforation 1 4
Peritonitis 1 4
RIF lump 2 8

RIF: Right iliac fossa

The prominent histopathological findings in descending
order of frequency were hyperplastic lesions in small
bowels (32%), mesenteric lymph nodal disease (24%)
(caseation necrosis and giant cells presence), stricturous
lesions in small bowels (20%), and peritoneal surface
miliary lesions (16%). The least frequent findings were
ulcerative bowel lesions and dense serosal adhesions with
same recurrence of 4% [Figure 2].

In this study, tuberculous infections to intraabdominal
organs with the highest degree of involvement is seen with
small intestines(32%), followed by mesenteric lymph nodes
(24%), appendix with ileocecal junction (20%), peritoneal
surface (16%) and large intestines (8%) in decreasing order
of frequency. We have not encountered any cases with
involvement of stomach, duodenum, rectum, and anal

canal [Table 0].

DISCUSSION

In our series, in all cases, tissues were sent for
histopathological examination and positive histology was
obtained in all cases whether in the form of presence of
tubercle bacilli in 60% of cases while caseation necrosis/
giant cell in remaining 40% of cases.

In our series, no post-operative death has occurred.
Two patients had post-operative wound infections. One
patient developed diarrhea after conservative ileocecal
resection. Post-operative fecal fistula was not found in
a case.

Table 5: Signs and symptoms of distribution

Signs and symptoms Presence of Percentage
symptoms (of 25 cases)
Abdominal pain 25 100
Anorexia 24 96
Fever 15 60
Vomiting 13 52
Constipation 10 40
Loss of weight 10 40
Abdominal distension 6 24
Diarrhea 4 16
Lump in abdomen 2 8
Table 6: Site of lesions
Anatomical site Number of cases  Percentage
Stomach and duodenum 0 0
Small intestines 8 32
Appendix and ileocecal junction 5 20
Large intestines 2 8
Peritoneal tubercles 4 16
Mesenteric lymph nodes 6 24
Rectum and anal canal 0 0
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Figure 1: Types of operative procedures
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Figure 2: Types of lesions

Follow-up was done in all cases. Follow-up schedule
was like, every 15 days visit for initial 3 months, then
every month for a year. In follow-up visit, patients were
inquired about symptoms, any post-operative complaints,
duration, and regularity of AKT. Any change in weight,
appetite, and general condition were noted along with
hemoglobin and ESR values.

Patient conditions were classified under the following

headings:

*  Well = No complaints

*  Improved = Overall improvement in symptoms, weight
gain, good appetite, good and general conditions but
some vague, inconstant abdominal symptoms revealed
only when interrogated carefully

*  Notimproved = Little benefit from operation.

In our series, 20 patients became well accounts for 80%
while 5 patients (20%) were improved with treatment.
In our series, there was not any patient with no
improvement.

CONCLUSIONS

Koch’s abdomen is a clinical entity with varied clinical
presentations. It is widely prevalent in developing country
like India and most often present with complications. It’s
quite crucial for clinicians to rule out Koch’s abdomen
from other conditions who can mimic with it. Most of
the patients are cured with conservative treatment with
anti-TB drugs. Surgery is required in case of complications
occurred. No drug resistance has been found in this study.
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Investigations play a major role in establishing the diagnosis
and treating the patients.
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