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Introduction

Tuberculosis (TB) is a chronic granulomatous disease produced
by Mycobacterium Tuberculosis. 1t has a high incidence and
mortality in different parts of the world. The estimated prevalence
of tuberculosis is 10.4million of cases worldwide, with 1.8million
of annual deaths.! India is the country with the highest number of
reported cases, representing approximately 26% of the patients with
tuberculosis in the world.> TB is an important endemic disease in
Peru having been reported as the country with the highest load of
tuberculosis in the region of Latin America and Caribbean by the Pan
American Health Organization.?

Primary TB infection usually occurs in the lungs, with the
possibility to spread to other parts of the body later. From the total
of patients with tuberculosis, 80% have pulmonary involvement and
20% extra-pulmonary. From this 20% the abdomen is affected in 11-
16%, and almost half of these cases involve the gut.** The abdomen
involvement is not frequent in children, the incidence is approximately
10% under the age of 10years old, with pulmonary complication in
1-5% of the cases.®

Abdominal TB wusually occurs in four forms: tuberculosis
lymphadenopathy,  peritoneal  tuberculosis,  gastrointestinal
tuberculosis and visceral tuberculosis of solid organs.?” The clinical
manifestations of the abdominal tuberculosis are nonspecific and can
imitate many other diseases such as Cohn s disease, causing a delay
in the diagnosis and therefore may present with complications.®'* We
present the case of a 6year old girl with multisystemic tuberculosis
and intestinal involvement complicated by intestinal perforation.

Case report

6year-old female patient entered the emergency department with
abdominal pain, reporting one month’s history of diarrhoea with mucus
and blood approximately 10 times per day, night fever, hiporexia
and loss of weight not quantified. On examination: HR 110, RR:30
T: 38.3°C, Sat O2: 98%, awake, breathing spontaneously, pale and
with decreased subcutaneous adipose tissue. Palpable cervical lymph
nodes. Abdomen: Distended, tender and with resistance to palpation.
Liver palpated 4cm below right costal margin. No splenomegaly.

The patient was admitted to the emergency department with the
following diagnoses: Abdominal Sepsis, Chronic Diarrhea, Severe
Malnutrition. She was later admitted to the department of Infectious
Diseases for further investigations. During her hospitalization, she
deteriorated and developed an acute surgical abdomen on day 3. An
Abdominal X-ray showed a pneumoperitoneum (Figure 1), which
was evaluated by the surgical service. The surgeons suggested an
exploratory laparotomy. In theatre, they found multiple perforations
secondary to obstructions in the ileum with mesenteric lymphadenitis.
The enlarged lymph nodes appeared to contain caseous necrosis.

Peritoneal cavity lavage, intestinal resection and Ileostomy
were performed. A sample of intestinal tissue was sent for smear
microscopy —and culture which identified Mycobacterium
tuberculosis complex (MTC). The immunocromatography, also
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detected the MTC and was sensitive to all the first-line anti-TB drugs.
The pathology results concluded chronic granulomatous inflammation
of tuberculous aetiology with Ziehl Neelsen positive results (Figures
2-4). During her evolution hepatosplenomegaly, ascites and bilateral
pleural effusions were also evident. She had also a positive acid-fast
bacilli smear microscopy result in stool, tracheal secretion and gastric
juice.The patient had a negative purified protein derivative (PPD) skin
test. The patient received anti-tuberculous treatment for 12months
(two months of rifampicin, isoniazid, pyrazinamide, ethambutol and
next 10months of rifampicin and isoniazid) with favorable evolution.

Figure | Pneumoperitoneum.
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Figure 2 Caseous necrosis in the Intestine (1 0x magnification).
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Figure 4 Mycobacterium Tuberculosis Ziehl Neelsen (100x magnification).

Discussion

Abdominal tuberculosis is an uncommon presentation of
tuberculosis, especially in children with no other debilitating disease

Copyright:

©2017 Rodrigo etal. 441

such as cirrhosis, diabetes, and chronic renal failure with continuous
ambulatory peritoneal dialysis."! Within the various forms of
presentation, intestinal involvement is one of the most frequent, and
may present in a primary or secondary form.'? The primary form is
caused by M. bovis and results from the ingestion of contaminated
milk. However, this form of disease is practically not observed in
industrialized countries where the elimination of infected cattle and
the pasteurization of milk are efficient. The secondary form is caused
by Mpycobacterium tuberculosis, which originates from an extra-
intestinal primary focus, usually pulmonary, and extends into the
intestinal tract as a result of haematogenous dissemination or after
ingestion of contaminated pulmonary secretions.'* However, only
1-5% of paediatric cases of pulmonary tuberculosis complicated by
abdominal infection are reported.'*

A report of autopsy cases of children with tuberculosis shows that
the incidence could be much greater. In this study, intestinal infection
was found in 37.5% of cases, most of which were diagnosed with
lung injury, the main cause of hospital admission and death.”® In
the presented patient, pulmonary involvement with pleural effusion
and positive Koch’s bacillus in the tracheal aspirate was evidenced.
Possibly this was the origin of the dissemination of Mycobacterium
Tuberculosis to the intestine. In the pathogenesis of abdominal disease,
subsequent to the entrance of the bacillus into the digestive system, it
may invade the intestinal submucosa where it induces inflammatory
changes that, when progressing, produce mucosal ulceration, caseous
necrosis, decreased intestinal lumen or intestinal perforation.'®!” In
patients with intestinal tuberculosis, the presentation may be acute or
subacute/chronic. In the acute type, the patient presents with acute
peritonitis, intestinal obstruction and/or intestinal perforation.

In the case of a subacute presentation, there may be subacute
intestinal obstruction, alternation of constipation and diarrhea,
palpable abdominal mass, chronic abdominal pain and weight loss.'
The reported patient had a clinical picture compatible with subacute
presentation with abdominal pain and chronic diarrhea, which
due to the diagnostic delay was complicated by multiple intestinal
perforations at the ileocecal level that required surgical intervention.

The reported incidence of perforation in adults and children
varies from 0 to 11% and is very rare in children, however due to the
presentation of the disease with nonspecific clinical manifestations,
the diagnosis is usually delayed and therefore allows the development
of complications and increase of mortality.'” In view of the diagnostic
suspicion of intestinal tuberculosis in the patient, a sample of intestinal
tissue was sent for staining with Ziehl Neelsen and Culture that
showed the bacillus, Mycobacterium tuberculosis. In the treatment
of all patients with abdominal tuberculosis, a standard complete
course of antituberculosis therapy should be administered. There
is still a debate over the duration of treatment. Treatment has been
reported to be successful when administered for 12-18months but
other authors have reported that a duration of 6months is sufficient.
Our patient received antituberculous therapy for lyear with favorable
evolution.?*?!
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