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ABSTRACT

Background and Objectives

Abdominal tuberculosis ranks as the sixth most
prevalent from of extra-pulmonary tuberculosis. This
term encompasses tuberculosis infections affecting the
gastrointestinal tract, peritoneum, lymph nodes and
solid organs such as the spleen, liver and pancreas.
The diagnosis of abdominal tuberculosis is frequently
delayed because of its non-specific symptoms and
signs. The clinical investigation into abdominal
tuberculosis was carried out of assess the occurrence
of abdominal tuberculosis the diverse locations of
presentation and the frequency of surgical
emergencies stemming from abdominal tuberculosis.
Materials and Methods

The study was conducted in the Department of

General surgery, GREAT EASTERN MEDICAL
SCHOOL AND HOSPITAL BETWEEN between
JUNE 2021 TO JUNE 2023. 50 patients were
included in the study. Data were collected from all
patients. Patient’s age and sex were noted. Detailed
history was obtained. Thorough clinical examination
was performed.

Every patient had chest x-ray and abdominal x-ray.
CT abdomen was performed in inconclusive cases.
Tissue diagnosis by histopathological examination had
proven positive for all patients. The details of all the
patients were collected and analyzed.

Results

Abdominal tuberculosis mostly occurred in the middle
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age group (21- 40 years). The most common
presenting symptoms are abdominal pain and
abdominal tenderness is the most common sign
elicited. lleocaecal region is the most commonly
affected region in the abdominal tuberculosis. About
26% of patients had associated pulmonary
tuberculosis. Surgery is usually indicated in patients
with complications of abdominal tuberculosis. The
most common surgical emergency is intestinal
obstruction due to either ileocaecal mass or stricture
followed by perforation. Limited bowel resection and
anastomosis was mostly commonly performed surgery
in abdominal tuberculosis followed by adhesiolysis
and band release is the most common procedure
performed. All the patients are started on anti
tuberculosis therapy. Anti- tubercular treatment still
forms the mainstay of treatment. All patients started
on category | anti tubercular treatment.
INTRODUCTION

Abdominal tuberculosis is sixth most common type of
Abdominal

tuberculosis denotes tuberculosis infection of

extra  pulmonary  tuberculosis.[1]
gastrointestinal tract, peritoneum, lymph nodes, and
solid organs i.e. spleen, liver, and pancreas.[2]..

Abdominal tuberculosis is a major public health
problem in developing countries. The incidence of
abdominal tuberculosis is increasing due to increasing
incidence of AIDS[3].. it may mimics other
gastrointestinal lesions like inflammatory bowel
disease, malignancies. The diagnosis is usually
delayed due to non specific symptoms and signs.

Abdominal tuberculosis continues to be major cause
of mortality and morbidity in our country. We
observed the various presentations of abdominal

tuberculosis in our hospital and analyzed the
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pathology in present scenario. The study was

conducted in the Department of general surgery IN

GREAT EASTERN MEDICAL SCHOOL AND

HOSPITAL BETWEEN JUNE 2021 TO JUNE 2023.

AIM OF STUDY

1. To study various clinical presentations of
abdominal tuberculosis.

2. To study sex and age distribution.

3. To study the site distribution.

4. To study the complications of abdominal
tuberculosis.

5. To study incidence of abdominal tuberculosis
presenting as acute emergencies.

6. To study the most common surgeries performed in
abdominal tuberculosis.

MATERIALS AND METHODS

The clinical study of abdominal tuberculosis was

conducted with the aim to evaluate the incidence of

abdominal tuberculosis, various sites of presentation,

incidence of surgical emergencies due to abdominal

tuberculosis.

The study was conducted in the department of general

surgery in GREAT EASTERN MEDICAL SCHOOL

AND HOSPITAL BETWEEN between JUNE 2021

TO JUNE 2023. 50 patients were included in the

study pooled from surgical outpatient clinic or

emergency department.

Data were collected from all patients. Patient’s age

and sex were noted. Detailed history was obtained.

Thorough clinical examination was performed. Every

patient had chest x-ray and abdominal x-ray. All basic

blood investigations were done. CT abdomen was

performed in inconclusive cases. CT abdomen and

colonoscopy was not performed in those who

underwent surgical emergencies. Tissue diagnosis by
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" istopathological examination had proven positive for  collected and analyzed.
all patients. The details of all the patients were
OBSERVATION AND ANALYSIS

1. Age Distribution

AGE DISTRIBUTION
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The present series include 50 patients. The youngest patient was 16 year old and the oldest being was 65 year old. The

average age of the patient in the series was 32.5% . Age incidence of present series is similar to reported by J.D. Wig
et al and Ramesh c. Bharathi et al.

2. Sex Distribution

The present study included 28 male patients and 22 female patients

SEX DISTRIBUTION
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The male to female ratio was 1.2:1Addison et al reported high incidence in male. M.ismail et al reported equal
incidence in both male and female.

3. Clinical Presentation

The patient in these series are presented with symptoms ranging from abdominal pain to constitutional symptoms like

loss of weight, loss of appetite, fever. The frequency of symptoms are
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In the present study, the most common symptoms is abdominal pain (84%)similar to results reported in Das p.Shukla
H.S. et al and Bhansali k. et al. other common symptoms are fever, vomiting, bowel disturbances, loss of weight and
loss of appetite.

4. Sites of Abdominal Tuberculosis

The ileocaecal junction was most commonly affected in abdominal tuberculosis with 42% of patients followed by

terminal ileum.
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lleocaecal region is the most commonly affected region in abdominal tuberculosis similar to reports from Chalya et.al.
about 42% of patients presented with ileocaecal tuberculosis, followed by mesenteric lymphadenitis and peritoneal
tuberculosis.

5. Associated Pulmonary Tuberculosis

In our study associated pulmonary tuberculosis presents in 13 out of 50 patients that is 26%

ASSOCATION WITH PULMONARY TB

HWITH FUOMOMAXRY TR

WITHROUT PULMONARY TR

6. Investigations

x-ray chest PA view taken in all patients. About 13 patients showed evidence of pulmonary tuberculosis.

PLAIN X-RAY ABDOMEN ERECT in emergency conditionsshowed multiple air fluid level in 11 patients and air
underdiaphragm in 6 patients.

ESR done in all patients and elevated in 29 patients indicating the ongoing inflammation. Mantoux test was performed
in 30 patients and strongly positive in 17 patients.

CT-Abdomen

CT abdomen was taken in 24 patients. Majority of patients CT picture showed signs of abdominal tuberculosis like
lymphadenopathy, irregular soft tissue densities, ascites, bowel wall thickening.

Colonoscopy

Colonoscopy was performed in 18 patients with symptoms of abdominal mass, altered bowel habits, and biopsy
confirmed tubercles and characteristic feature of caseating granuloma.

Laparoscopy

Laparoscopy was performed in 8 patients and confirmed by peritoneal biopsy.

7. Surgical Treatment

Surgical treatment was offered to those patients presented with acute emergency conditions like obstruction and
perforation. 18 patients underwent emergency surgery.

Emergency surgery for intestinal obstruction was performed in 11 patients. Of which resection and anastomosis was

© 2023 1IMSAR, All Rights Reserved

5

Page



Dr. Hemanth Sai Venkata Chalam Rambha, et al. International Journal of Medical Science and Applied Research (IJMSAR)

performed in 3 cases. Adhesiolysis done in6 cases. Resection and ileostomy was performed in 1 case. Right

hemicolectomy done in 1 case.
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Table: Emergency Surgery In Intestinal Obstruction

Emergency surgery for perforation was performed in 6

cases. Of which 3 patients underwent primary closure and biopsy. 2 cases underwent resection and anastomosis. One
case underwent resection with ileostomy. One patient underwent emergency appendicectomy for appendicular

perforation.

PERFORATION
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Surgeries in Perforation
Elective surgery was performed in 16 patients of whom 6 patients were underwent laparotomy and biopsy alone. Right

hemicolectomy was done in 4 patients. Resection and anastomosis was done in 3 patients. One patient underwent
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6

Page



Dr. Hemanth Sai Venkata Chalam Rambha, et al. International Journal of Medical Science and Applied Research (IJMSAR)

splenectomy for splenic tuberculosis. Two patients underwent fistulectomy for perianal fistula.
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DISCUSSION
1. Age Distribution
5l AGE IN 1D Wigetal [RAMESHC, |PRESENT
NO | YEARS 1979 BHARATHI 21 | STUDY
ol 1994
1. <20 YEARS | 11{ 15.06%) 2821, 7% T14.0%)
2 20-30 YEARS | 370 50.7%) 51i38.68%%) IR(36%)
i 140 YEARS |13 20.5%) 24{18.6%) 1 2(24.00%)
4, 4150 YEARS |&(8.2%) S(3.8%) o 18.0%)
s, =50 YEARS |45.5%) 32.2%) 4(%.0%)
TOTAL 73 132 50

In our present study, most of abdominal tuberculosis presented in the age group of 21-30 and 31-40 which were 36.0%
and 24% respectively. Age incidence of present series is similar to reported by J.D. Wig et al and Ramesh c. Bharathi

et al. other studies by Sharma et.al 1972 and B.K.Bhansali et.al,1968 also reported Similar age incidence.

2. Sex Distribution

In our study , the male to female ratio is 1.2:1. 28 patients (56%) were male and 22 patients (44%) were female with

slight male preponderance. Addison et al reported high incidence in male. M.Ismail et al reported equal incidence in

both male and female.
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3. Clinical Presentation

sl SYMPTOMS [¥AS BHAMNSALL PRESENT
Wi PESHUKLA [ 5K. aal STUDY
H5.e1al 1978

1. Abdominal pain G4t 10 E4%

X viommaling i H% L Ihte

3, Abdominal 45% _ 42%

destension

. fever 4229 4929, e

5. Dharrhea 6% 21% 24%

. COns Lapal 1o 45% 535%a 4%

. Weight loss I5.6% 256% 48%

8. Loss of appetile _ 4299 2%

In the present study, the most common symptoms is abdominal pain (84%) similar to results reported in Das p.Shukla

H.S. et al and Bhansali k. et al. other common symptoms are fever, vomiting, bowel disturbances, loss of weight and

loss of appetite.

4. Site of Involvement

sL 5ITE CF CHALY A etal 2003 | PRESENT STUDY
Wi INVOLVEMENT

1. lNeocascal TH 57.5% 41%

2. lleal TH M. 21%

i Pentoneal TH 41, 4% 24%

4 Jepunal TH 5T 2%

5. MNodal TH 9% 2%%

[ Sold vieceral TH |17 2%

T Ancerectal TEH 2% 4%

lleocaecal region is the most commonly affected region in the abdominal tuberculosis similar to reports from Chalya

et.al. about 42% of patients presented with ileocaecal tuberculosis, followed by mesenteric

lymphadenitis and peritoneal tuberculosis.

© 2023 IIMSAR, All Rights Reserved
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5. Association of Pulmonary Tuberculosis

In our present study, 13 out of 50 (26%) patients hadassociated pulmonary tuberculosis which is comparable to reports
bybhansali et al (24.8%) and Das P.Shukla et al (27.8%). This indicates that abdominal tuberculosis is not always

secondary to pulmonary tuberculosis.

6. Surgical Management

5L [SURGICAL PROCEIMIRE CHALYA etal |PRESENT
MO STUDY
I. |RELEASEOF ADHESIONS 124458 5%) & 17.6%)
2, |BOWEL RESECTION AND S6( 26.4%) B(23.5%)
ANASTOMOSIS

1. |RIGHT HEMICOLEC TOMY 14 6.6%%) 514, 7%)
4. |PERFORATION CLOSURE 1205 M%) 3 %)

5 [ILEOSTOMY 1. s 2(5.5%)
6. | LAPAROTUMY ANL BIOPSY LR | B 17.6%)
7. |SPLENECTOMY 40(1.%%) 1{2.9%)
E | AFPENDHCEC TOUMY 62 _F%) I(2.9%%)

Surgery was indicated in those patients with complications mostly due to intestinal tuberculosis. In present study, 18

patients underwent emergency surgery. 11 patients were operated for intestinal obstruction and 6 patients for

peritonitis due to hollow viscus perforation. 16 patients underwent elective surgery. Antitubercular therapy is the

mainstay of the treatment along with improvement of nutrition. All thepatients started on category | antitubercular
therapy under RNTCP GUIDELINES

CONCLUSIONS

1.

Abdominal tuberculosis mostly occurred in the

middle age group (21- 40 years)

2. The most common presenting symptoms is
abdominal pain and abdominal tenderness is the
most common sign elicited.

3. lleocaecal region is the most commonly affected

region in the Abdominal tuberculosis.

© 2023 1IMSAR, All Rights Reserved

About 26% of patients had associated pulmonary
tuberculosis.

Surgery is usually indicated in patients with
complications of abdominal tuberculosis.

The most common surgical emergency is
intestinal obstruction due to either ileocaecal mass

or stricture followed by perforation.
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7. Most of the patients are diagnosed using CT
ABDOMEN and colonoscopy guided biopsy.

8. Limited bowel resection and anastomosis was
mostly commonly performed surgery in
abdominal tuberculosis followed by adhesiolysis
and band release is the most common procedure
performed.

9. All the patients are started on anti tuberculous
therapy. Anti tubercular treatment still form the
mainstay of treatment. All patients started on
category | anti tubercular drugs based on RNTCP
guidelines.
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