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Abdominal tuberculosis in children-Case Report
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Abstract

Eleven years old female child was admitted with fever, night sweating and abdominal dis-
tension for one week. Biopsy-aimed laparoscopy was conducted. Laparoscopy findings
suggested the diagnosis of abdominal tuberculosis and culture confirmed the diagnosis.
Histopathological examination revealed a granulomatous inflammatory process, which is
compatible with tuberculosis. Anti-tuberculoses treatment was started immediately. The
disease can have varied presentation, frequently mimicking other common and rare dis-
eases. The clinician must look for tuberculosis, and confirm or exclude this treatable mal-
ady in any patient who presents with gastrointestinal disease.
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Introduction

Tuberculosis is a worldwide disease. With the recent re-
surgence of tuberculosis infections; the interest in ab-
dominal tuberculosis (TB) has been renewed. Abdominal
TB may present with non specific findings and may
mimic a multitude of gastrointestinal disorders. It still
remains a difficult disease to diagnose in the operating
room [1,2]. The following report highlights one such case,
where the final diagnosis was a remote possibility de-
pending on initial findings. We also emphasize the role of
minimally invasive surgery in reaching the final diagnosis
in such cases.

Case report

Eleven years old female child was admitted to the hospital
with one week history of generalized abdominal disten-
sion associated with fever and night sweat without history
of exposure to tuberculosis. Physical examination re-
vealed generalized abdominal distension with ill-defined
fullness in periumbilical area and ascites. There was no
organomegaly or lymphadenopathy. BCG vaccination
scar was present. Tuberculin skin test showed 8 mm in-
duration after 72h. The white blood cell (WBC) count
and erythrocyte sedimentation rate were 5800/mm® and
45 mm/h, respectively. The chest X-ray was normal and
massive ascitis was detected by abdominal ultrasonogra-
phy. Abdominal Computerized Tomography (CT) re-
vealed a diffuse small bowel wall thickening with con-
gested mesentery and thickened peritoneum suggestive of
inflammatory or malignant process. However, ascitic tap
revealed exudative type of fluid which was negative for
acid fast bacilli and malignant cells. Based on these find-
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ings, biopsy-aimed laproscopy was conducted. During
laproscopy there was a nodular peritoneal surface and
matted loops of bowel with significant adhesion and nod-
ular bowel surface. According to the laproscopic findings
the diagnosis of abdominal tuberculosis was highly sus-
pected. A positive culture for Mycobacterium tuberculosis
from the omental tissue and mesentric lymph node con-
firmed abdominal tuberculosis. Gastric, intestine and rec-
tal biopsies were unremarkable. Histopathological exami-
nation revealed caseating granulomatous lesion compati-
ble with TB. Anti-tuberculosis treatment with Isoniazid,
Rifampicin, and Pyrazinamide was given to patient for
two months and then continued with Isoniazid & Rifam-
picin for 10 months. Patient followed up for 2 years with
evidence of clinical and radiological improvement. We
screened the whole family for tuberculous infection and
two siblings with positive tuberculin skin test were treated
as latent tuberculosis infection (LTBI).

Discussion

Tuberculosis is a common chronic inflammatory disease
in the developing countries. The abdomen is one of the
common sites of extrapulmonary TB involvement [3,4].
Abdominal TB was a common disease in the industrial-
ised countries during the turn of the 20" century. During
the ensuing decades, there was a steady decline in the
incidence attributed to improvement in nutrition, living
conditions and the development of the specific drug
therapies. By 1970s, it was rarely seen in industrialised
countries, and most reports dealt with its incidence in
immigrant and third world population [1]. After a period
of steady decline in the incidence of tuberculosis, a resur-
gence of the disease has occurred since the mid 1980’s.
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Abdominal tuberculosis in children

Abdominal tuberculosis is defined as infection of the peri-
toneum, hollow or solid abdominal organs with mycobac-
terium tuberculi. Although most cases of abdominal TB
are due to a pulmonary source, it is apparent in less than
50% of the patients [5]. Tuberculosis mycobacterium can
reach the gastrointestinal tract via haematogenous spread,
ingestion of infected sputum, or direct spread from in-
fected contagious lymphnodes and fallopian tubes. There
were three patterns of clinical presentation of abdominal
T.B ie; a) intestinal, b) peritoneal, c) nodal as noted by
Ramesh et al [6] and Kapur [7] in their studies. The gross
pathology is characterized by transverse ulcers, fibrosis,
thickening and stricturing of the bowel wall, enlarged and
matted mesenteric lymphnodes, omental thickening, and
peritoneal tubercles. The peritoneum and the ileocaecal
region are the most likely sites of infection and are in-
volved in the majority of the cases [4]. The most common
form of abdominal TB in children is adhesive peritonitis
and nodal disease. Strictures are uncommon, and the hy-
pertrophic form is rare [6,8]. The diagnosis of abdominal
TB is difficult especially in children due to its vague
clinical picture, and the diagnosis is often delayed. Ab-
dominal TB need to be considered in the differential di-
agnosis of the acute abdomen.

The main symptom is abdominal distension seen in 82%.
Common symptoms are abdominal tenderness (75%),
fever (74%), weight loss (62%), abdominal pain (58%)
and diarrhea (16%) [6]. The patient was admitted to the
hospital for fever, night sweat and abdominal distension
for only one week. Routine laboratory tests provided
non-specific data. Abdominal CT and US were performed
as radiological studies. It was assumed that the ascitis and
thickening of bowel wall and peritoneal structure were
secondary to inflammatory or malignant process. How-
ever, the diagnosis could not be established pre opera-
tively.

During laproscopic examination, a nodular peritoneal sur-
face and matted loops of bowel with significant adhesion
and nodular bowel surface was described. The case was
suspected diagnosed as abdominal TB during operation.
However, as retrospective paustian criteria to diagnose
abdominal tuberculosis was compatible with our case [9].
In the literatures, no single CT feature is mentioned as
diagnostic of the disease. CT findings, when interpreted
in the light of clinical and laboratory data can be a valu-
able tool in the diagnosis of abdominal TB [10]. Lapora-
tomy can be avoided and less invasive methods such as
laparoscopy may be used. Also with the use of abdominal
paracenthesis the diagnosis could be accurately made, but
laparoscopy will give a better exposure to whole abdomi-
nal cavity, and better tissue sampling. Laparotomy must
be used for complication such as obstruction, perforation,
abscess, and fistulization. The authors recommend ex-
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plorative laparotomy or laparoscopy is reserved for uncer-
tainty and complications [11,12].

Conclusion

Abdominal TB in children is of a non-specific nature and
defies diagnosis with non-invasive investigations; so that
laparotomy or laparoscopy is required for a definitive di-
agnosis in the majority of the patients. The abdominal TB,
which has recently resurfaced with HIV infections in the
developed countries, has never lost its importance in the
developing countries. It should be kept in mind and con-
sidered by the clinician, even with short history of presen-
tation. This case report is of unusual presentation of a
common disease which can be treated successfully if di-
agnosed early.
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