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INTRODUCTION 

Abdominal tuberculosis (TB) is defined as infection of 

the gastrointestinal tract, peritoneum, abdominal solid 

organs, and/or abdominal lymphatics with 

Mycobacterium tuberculosis.1 Abdominal TB constitutes 

about 12% of extrapulmonary TB cases and 1 to 3% of 

total TB cases.2 Abdominal TB is one of the common 

forms of extrapulmonary TB.3 Abdominal TB is 

comparatively rare, but it is recognized that abdominal 

TB is growing in both developing and developed 

countries.4-8 Abdominal tuberculosis continues to be 

common in various parts of the world with large series 

being reported from Chile, Egypt, India, Iraq, Kuwait, 

Nigeria, Saudi Arabia and Sudan.9 Diagnosis of 

abdominal TB is often unnoticed and delayed due to lack 

of exact symptoms and no exact diagnostic test. A high 

index of suspicion is necessary for early diagnosis of 

abdominal TB; however, it remains a considerable 

diagnostic dilemma and can copy many other diseases, 

such as Crohn’s disease, abdominal lymphoma, and 

malignancy of the abdominal organs. Abdominal TB can 

typically be classified into 4 forms: luminal, peritoneal, 

nodal, and visceral involving theintra-abdominal solid 

organs.10 The most general forms are luminal (ileocecal 

area) and peritoneal.11 The modes of infection of 
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abdominal TB include swallowing infected sputum, 

ingestion of bacilli from infected milk products or meat, 

hematogenous spread from a lung focus, spread via 

lymphatics from infected lymph nodes, and contiguous 

spread from adjacent organs.12 The clinical presentation 

of abdominal TB depends on the site of infection. 

Abdominal pain, diarrhea, bleeding from the luminal 

tract, intestinal obstruction, fever, and weight loss are 

frequent features of intestinal TB; ascites and abdominal 

distension are usual manifestations of peritoneal TB.8 

Diagnosis of abdominal TB may also vary depending on 

the site of infection.13 Abdominal TB may occur 

anywhere within the abdomen, involving the 

gastrointestinal tract, visceral organs or peritoneum. 

There can be difficulty differentiating Abdominal TB 

from Crohn’s disease clinically, endoscopically and 

histologically.14,15 Both diseases have a predilection for 

the small bowel, and cause chronic granulomatous 

inflammation.16 There are significant clinical implications 

of incorrectly diagnosing tuberculosis and committing 

patients to a prolonged course of toxic chemotherapy; or 

missing TB with public health implications and causing 

life-threatening disseminated TB if immunosuppressant 

therapy is erroneously initiated. The aim of the present 

study was to evaluate the operative procedures and post-

operative complications in patients suffering from 

abdominal tuberculosis. 

METHODS 

The present descriptive study includes the cases of 

abdominal tuberculosis admitted either as a case of acute 

of subacute abdominal emergencies admitted in Lal 

Lajpath Rai hospital Kanpur, Uttar Pradesh India, and 

associated hospitals. The total period of study was 10 

years i.e., one year prospective (November 2017 to 

October 2018) and 9 years retrospective (October 2017 to 

October 2008).  

Patient who refuse to give their consent were excluded 

from the study. Ethical clearance was taken from the 

institution. Informed and written consent was obtained 

from each patient prior to commencement of the study. 

Procedure 

After detailed history and complete physical examination 

investigations were carried out. Pre-operative detailed 

investigations were not possible in cases of acute 

emergencies. Dehydrated and anaemia patients put 

intravenous fluid with supplements of vitamins. Blood 

transfusion were given in anaemia cases. Specimens of 

bowel and lymphnocles removed at operation were 

studied histopathological. Surgical treatment was 

performed in cases of obstruction or perforation. 

According to pre-operative findings one of the various 

surgical procedures was used. In case of hypertrophic 

type of ileocaecal tuberculosis right hemicolectomy with 

end to end ileotransverse anastomosis was done. Ileal 

resection with end-o-end anastomosis for multiple 

structures in a short segment of ileum was performed. 

Structure plastry was done if only one structure was 

found. Other types of procedures like division of bands 

and adhesions were performed, if these were the cause of 

obstruction. In few cases where bowel loops were found 

badly gummed up only biopsy taken and patients put 

antitubercular drugs post operatively.  

Post-operative 

Post-operative the patient received full course of anti-

tubercular drug viz. four drugs for three months 

streptomycin, isoniazid, rifampicin and ethambutol 

according to weight of the patients, followed by two 

drugs for next six months and had a regular follow up.  

Statistical analysis 

Data tabulated and subjected to statistical analysis using 

Microsoft excel and SPSS 16.0. Characteristics were 

tabulated as descriptive statistics, group statistics 

explained by frequency and percentages. 

RESULTS 

A total number of 300 cases of abdominal tuberculosis 

admitted either as a case of acute of subacute abdominal 

emergencies and tract in Lal Lajpath Rai hospital Kanpur, 

Uttar Pradesh India. The maximum number of cases 95 

(31%) were found in the year 1988-1990. Minimum 

number of cases were recorded during 1993 - 94. i.e., 

about 15%. The maximum number of cases was in third 

decade of life, age group 21-30 years. The youngest 

patients were 1.5 years old female and oldest patients was 

80 years male. There were 120 males and 180 females. 

History of pulmonary tuberculosis was present in 25 % of 

the total cases. 

Table 1: Lump present in patients admitted as acute 

and sub-acute abdominal emergencies. 

Lump palpable No. % 

Ileocaecal 38 70.37 

Lymph node mass 10 18.52 

Rolled omentum 3 5.56 

Appendicular 3 5.56 

Total 54 100 

Table 1 illustrates that the lump present in patients 

admitted as acute and sub-acute abdominal emergencies. 

In which most of the patient’s lumps were present in right 

ileac fosa, 38 cases (70.37%) followed by lymph node 

mass, 10 cases (18.53%). Rolled omentum and 

appendicular showed minimum percentage of cases i.e., 

5.56% (Table 1). Table 2 showed that the operative 

finding on exploratory laparotomy. In which, the most 

common site of involvement was ileocaecal, 144 cases 

(48.00%) followed by ileum 63 cases (21.00%). Less 

commonly involved site in abdomen tuberculosis are 
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duodenum (0.75%) and appendix (1%). There was no 

involvement of sites in emergency category, colon 

(stricture), duodenum (hypertrophic) and appendicular. 

(Table 2). 

Intestinal resection in the form of right hemicolectomy 

(21 cases), small bowel resection (58 cases) resection and 

stricturoplasty (13 cases). Right hemicolectomy with one 

feet terminal ileal resection in seven cases, limited 

ileocaecal resection were done in 9 cases. Resection of 

colon was done only in one case. By-pass surgery (133 

cases) done in the form of ileocolostomy (63 cases) 

.Stricturoplasty were done in 35 cases. Appendicectomies 

were done in 3 cases (Table 3).  

Table 4 depicts that the post operative complication and 

deaths. In which post operative complication were found 

in 64 cases. Most of the complication developed in 

patients those were operated in emergency, presented as 

acute abdomen because of intestinal obstruction or 

perforation. The most common complication wasbroncho 

pulmonary infection and followed by wound infection 

and burst abdomen. 

Table 2: Operative finding on exploratory laparotomy. 

Site 

Number of cases 

Total no.  
Percentage 

(%) 
Emergency Elective 

No. % No. % 

Ileocaecal 44 37.29 100 54.95 144 48.00 

Ileum 28 23.73 35 19.23 63 21.00 

Jejunum 2 1.69 3 1.65 5 1.67 

Ileo- jejunal 10 8.47 14 7.69 24 8.00 

Colon (stricture) 0 0.00 5 2.75 5 1.67 

Duodenum (hypertrophic) 0 0.00 2 1.10 2 0.67 

Diffused (miliary) 10 8.47 4 2.20 14 4.67 

Diffused adhesion 10 8.47 4 2.20 14 4.67 

Mesenteric adenitis 14 11.86 12 6.59 26 8.67 

Appendicular 0 0.00 3 1.65 3 1.00 

Total 118 100 282 100 300 100 

Table 3: Frequency distribution of surgical procedures. 

Nature of surgery 

Number of cases 

Total no. 
Percentage 

(%) 
Emergency Elective 

No. % No. % 

1. Intestinal resection       

(a) Right hemicolectomy 6 5.08 15 8.24 21 7.00 

(b) Small bowel resection 0 0.00 0 0.00 0 0.00 

(i) Single 8 6.78 50 27.47 58 19.33 

(ii) Two or more 0 0.00 4 2.20 4 1.33 

(iii) Resection and stricturoplasty 1 0.85 12 6.59 13 4.33 

(c) Right hemicolectomy with one 

feet terminal ileum resection  
1 0.85 6 3.30 7 2.33 

(d) Limited ileocaecal resection 8 6.78 1 0.55 9 3.00 

(e) Resection of colon  0 0.00 1 0.55 1 0.33 

2. Bypass surgery      

(a) ILeo colostomy  20 16.95 43 23.63 63 21.00 

(b) Enteroenterostomy 36 30.51 10 5.49 46 15.33 

(c) Gastro jejunostomy 0 0.00 1 0.55 1 0.33 

(d) Bypass with perforation 

closure 
19 16.10 4 2.20 23 7.67 

3. Stricturoplasty only 10 8.47 25 13.74 35 11.67 

4. Laporotomy with biopsy of 

omentum or lymph node  
9 7.63 8 4.40 17 5.67 

5. Appendicectomy 0 0.00 3 1.65 3 1.00 
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Table 4: Post-operative complication and deaths. 

Complication Number of cases Total 

Emergency Elective  

Wound infection 10 (1) 4 14 

Burst abdomen 6 2 8 

Faccal fistula  6 (3) 2 (1) 8 

Prolonged ileus 2 1 3 

Pulmonary 

complication 

12 (5) 3 15 

Stress gastritis 3 3 6 

Gram (-ve) shock 5 (3) 1 (1) 6 

Myocardial 

infarction 

2 (2) 0 2 

Adrenal crisis 2 (2) 0 2 

DISCUSSION 

Lump in abdomen was present inn 18.0% cases in this 

study, which is slightly less than the study by Das et al, 

who found lump in 28.65% cases. Bhansali et al found a 

lump in abdomen in 32.58% cases.17,18 In present study, 

surgery was done in 300 patients with cute and subacute 

intestinal obstruction or perforation. Antitubercular drugs 

were given post operatively in these cases also. 

Emergency surgery was done 118 cases and elective 

surgery was done in 182 cases. Hypertrophic ileocaecal 

mass more present in 144 cases (48.0%) followed by ileal 

lesions found in 63 cases 6 (21%) in the form of simple 

or more than 1 strictures. Mesenteric lymph nodes were 

enlarged in near about all cases. Mesenteric adenitis 

without other lesion was found in 26 cases (8.9%). 14 

cases were presented as diffused tuberculosis of 

peritoneal cavity (miliary). Multiple adhesions were 

found in 4.2% cases. In all published literatures, 

ileocaecal region was the most common site of 

involvement in abdominal tuberculosis. Kapoor et al also 

reported the commonest site of involvement being’s 

terminal ileum and ileocacecal region followed by 

jejunum and colon.19 Multiple site of involvement also 

common. Tiwari and Singh also reported hyperplastic 

ileocaecal tuberculosis and strictures of small bowel was 

commonest lesion.20 Regarding the type of surgery 

performed, right hemecolectomy was done in 28 cases 

(9.6%) resection anastomosis of small bowel was done in 

58 cases (29.6%). Limited ileocaecal resection was done 

in 9 cases. Bypass surgery was done in 111 cases. 

Enterostomy was done in 46 cases. Laparotomy with 

biopsy of omentum of lymph node were done in 17 cases. 

Most of the surgeon preferred to do bypass surgery 

irrespective of the active or healed lesion. The most 

common post-operative complication was pulmonary 

complications. These were found in 15 cases. Five 

patients were expired because of pulmonary 

complications. Wound infection was found in 14 cases, it 

is more common in emergency cases. Faecal fistula were 

developed in 8 cases. Other complications includes gram 

(-ve) shock and adrenal crisis. Post-operative 

complications are related to the severity and extent of the 

disease, the most important factor is the perforation of the 

intestine and contamination of the peritoneal cavity.21 

The commonest complication was wound infection, 

which occurred in 13.3% of our patients. Rajput et al also 

report a similar results.22 Bhansali et al had 2% mortality 

in patients treated electively but 24% under emergency 

condition, 18 Eggleston et al observed that mortality was 

3% in elective cases and 18% in emergency procedures.23 

Jain et al reported mortality rate of 8% in operated cases 

of intestinal tuberculosis and Kapoor et al reported an 

overall mortality of 4%.24,25 These findings are 

comparable to present results. 

CONCLUSION 

Most of the surgeons were preferred conservative surgery 

rather than extensive resection of the active lesion. 

Commonest post-operative complication was broncho 

pulmonary complication. Early diagnosis is the key factor 

in avoiding systemic and local complications of intestinal 

tuberculosis, and Anti-tuberculous therapy remains main 

stay of treatment after the surgery as early as possible 

surgical interference in acute abdominal tuberculosis is 

important to decrease the prevalence of morbidity and 

mortality in the patients.  
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