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Introduction:
Tuberculosis continues to be a major health 
problem especially in developing countries with 
more than 8 million new cases per year1. Paki-
stan ranks sixth among the countries with a high 
tuberculosis burden. Prevalence of tuberculosis 
in Pakistan is 420,000 & incidence is 231 per 
100,000 Population2. Th e most common extra-
pulmonary presentation of tuberculosis in de-
veloping countries is abdominal tuberculosis3. 
Th e occurrence of abdominal tuberculosis is in-
dependent of the pulmonary disease in most pa-
tients, with a reported incidence of co-existing 

disease in 5-36% of cases4,5. Abdominal tubercu-
losis is considered to result from re-activation of 
latent tuberculous foci in the peritoneum, estab-
lished previously through ingestion of infected 
material like sputum or milk, or heterogeneous 
dissemination to the abdominal viscera and 
lymphatic system from a distant focus, usually 
in the lungs6, 7. Th e peritoneum and ileocecal re-
gion are the most commonly involved areas fol-
lowed by jejunum and colon8,9.

Th e diagnosis of abdominal tuberculosis is diffi  -
cult because of non-specifi c clinical & radiologi-
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cal manifestations, absence of specifi c biological 
markers and long incubation time for cultures10.

Th e aim of this study is to evaluate the diff er-
ent modes of presentation of this disease and 
to high-light the importance of its rapid spread 
among our region.

Material & method:
Th is is a prospective study of 250 cases of ab-
dominal tuberculosis, conducted at Surgical 
Unit A of  Khyber Teaching Hospital, Peshawar 
from Jan 2007 to March 2012. All patients pre-
senting with features suggestive of abdominal  
tuberculosis (chronic pain abdomen, weight 
loss, evening pyrexia and abdominal mass) were 
included in this study. All of these patients were 
admitt ed and investigated. Investigations in-
cluded CBC, ESR, Montoux test, x-ray chest & 
abdomen, ultrasoundand CT scan of abdomen. 
Patients who needed early surgical intervention 
were operated. On per-operative examination 
the type and extent of the disease was noted 
along with lymph node and gut involvement, 
presence of perforation and strictures. Surgi-
cal procedures included , adhesiolysis, hemico-
lectomy, ileostomy and laparotomy. In all cases 
biopsy was sent for histopathology. Data was 
recorded on a separate proforma and analyzed.

Results:
Demographically, the total number of patients 
under study were 250, out of which 105 were 
male and 145 females with a male to female ratio 
of 1:1.5. Most of our patients belonged to tribal 
areas, Kohistan, Bajaur, Muhmand Agency and 
Afghanistan. All of which are economically poor 
areas. Th e age range of our patients was between 
15-60 year and mean age was 37.5 year. Th e 
number of cases presenting diff erent age-group 
intervals is given in Table 1.

Majority of our patients presented with chronic 
abdominal pain 164 (65.6%), acute on chronic 
abdomen 45 (18%) and mass abdomen along 
with ascites 11 (4.4%). All of these cases had ad-
ditional clinical features of weight loss, evening 
pyrexia and anaemia, the overall record of the 
symptoms is presented in Table 2.

About 175 (70%) of our patients were anaemic 
with <10g/dl hemoglobin. Sixty-fi ve (26%) 
patients had leukocytosis and raised ESR of > 
20mm/hr was seen in 153 (61.2%) patients. 
Montaux test was done in 50 patients and turned 
out positive in 35.

Chest-radiographs were conclusive in only 9 
(3.6%) cases, out of which cavitations were seen 
in 4 & pulmonary infi ltrate in 5. Abdominal x-
rays were done in 194 cases, with fi ndings of 
intraluminal gas shadows in 45, gas under dia-
phragm in 7 and normal in 142.

Ultrasound scans of all patients were done which 
was normal in 95 and abnormal in 155 cases. CT 
scan, a confi rmatory imaging modality was used 
in all patients with normal results in 75 (30%) of 
the cases, the detail of the radiologic fi ndings are 
described in Table-3.

A total of 216 out of 250 patients underwent 
diff erent surgical procedures and 34 were man-
aged conservatively. In 130 patients diagnostic 
laparoscopy was performed whereas 86 patients 
underwent open laparotomy. Th e most com-
mon per-op fi ndings were adhesion and bands, 
followed by ascites and tuberculous peritonitis. 

Due to acute onset of the disease and huge ab-
dominal distension, laparotomy was done in 86 
patients as they were not fi t for laparoscopy.

Th e detail of fi ndings and the diff erent proce-
dures done during open laparotomy are listed in 
Table-4. 

Histopathology of the biopsied specimen was 
done in 175 patients. Out of which 115 showed 
chronic granulomatous infl ammation while 60 
were inconclusive and showed non-specifi c in-
fl ammation.

Aft er diagnosis of abdominal tuberculosis was 
established through clinical operative and path-
ological fi ndings, patients were started on the 
standard 4-drug regime of ATT  (Myambutol, 
INH, Rifampicin and Pyrazinamide.)

Th e duration of therapy was adjusted according 
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to the extent of involvement of the disease. Th e 
mean length of treatment was from 6 months to 
two years.

Patients were followed upto 2 year for compli-
cations of surgery as well as complications of 
medications.

Nine patients developed jaundice and medica-

tion had to be stopped in them. Aft er monitor-
ing LFT’s rifampicin was stopped and patients 
were started on alternate drugs (Inj. Streptomy-
cin, Ethambutol and INH). Seven patients de-
veloped faecal fi stulas as a complication of sur-
gery which were treated conservatively.

Th ree patients died  due to septicemia and ter-
minal stage of their disease.

Discussion:
Abdominal tuberculosis is more common in 
females than males as observed in our study as 
well as in other studies done on national lev-
el10,11. Vogel Y et al stated that the infection in 
females reaches the peritoneum through salpin-
gitis during the sexually active period of life10. In 
our society, decreased immunity (malnutrition) 
and poor socio-economic conditions are more 
responsible, which is also evident from our data 
as majority of our patients belonged to poverty 
stricken, low socio-economic areas.  

Th e age range of our patients was 15-60 years 
with majority in their second & third decade, 
which is in accordance with other studies12,13. 
In our study 65.6% of patients presented with 
chronic abdominal pain as also reported by 
Demir et al in his study13. However, in contrast 
others have reported weight loss and fever as the 
most common presenting symptom14,15. Weight 
loss, evening pyrexia and other bowel symptoms 
were also present in a signifi cant number of our 
patients.

Although most cases of abdominal tuberculosis 
are thought to be secondary to pulmonary tu-
berculosis, radiographs oft en show no evidence 
of the disease. Only 9 (3.6%) of our patients had 
abnormal x-ray fi ndings which is consistent with 
other studies16,17.

Low hemoglobin level was present in 177 
(70.8%) of our patients. Similarly Khan et al 
also reported anemia in many patients1. Th ough 
ultrasound is considered to be quite informative 
in cases of abdominal tuberculosis but in our 
study ultrasound fi ndings were mostly normal 
or inconclusive as also seen in other studies18. 

Table 1: Demographics

Patients (n) 250
Age Range (years) 15-60

Gender (M/F) 105/145

Age-group Interval

15-25 55 (22%)

26-35 90 (36%)

36-45 73 (29.2%)

46-55 24 (9.6%)

>55 8 (3.2%)

Table 2: Clinical ( features on presentation (signs / symptoms)

Features (n) (%)
Chronic Abd.pain 164 65.6%

Acute on chronic abdomen 45 18%

Mass abdomen 11 4.4%

Weight loss 166 66.4%

Evening Pyrexia 154 61.6%

Bloating Sensation 122 48.4%

Chronic Diarrhea 55 22%

Bleeding P/R 07 2.8%

Vomiting 67 26.8%

Loss of appetite 93 37.2%

Table 3: Radiological Findings

U/S Findings (n)250 (%)
Normal 95 38%

Mild-Moderate Ascites 37 14.8%

Mass RIF and
Mesenteric Lymphadenopathy 29 11.6%

Distended Intestinal Loops 45 18%

Inconclusive 44 17.6%

CT Findings (n)250 (%)
Normal 75 30%

Distended Loops of Intestine 63 25.2%

Ascites 54 21.6%

Th ickened loop of Intestine and Cecum 21 8.4%

Mass pelvis, abdomen & RIF 20 8%

Lymphadenopathy 17 6.8%
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Th e reason may be either gut loop gases, poor 
preparation of the patient or inexperienced so-
nologists. CT scan gives a bett er view of abdom-
inal tuberculosis and in our study 175 (70%) 
patients had conclusive results. Abdominal 
lymphadenopathy was the most common mani-
festation in international studies6,19. In contrast 
to our study where only 17 (6.8%) cases had ab-
dominal lymphadenopathy. 

Laparoscopy has become the diagnostic pro-
cedure of choice and we found adhesions and 
bands followed by ascites as the commonest 
per-operative fi ndings in contrast to other stud-
ies where ascites followed by mesenteric lymph-
adenopathy was the most frequent fi nding20,21. 

Th e most common site of involvement of ab-
dominal tuberculosis is ileocecal region, proved 
in our study and also shown by other investiga-
tors in their studies4,22. 

Demonstrating tuberculous granulomas is the 
defi nitive diagnosis of abdominal tuberculosis, 
115 out of 175 cases in our study showed tuber-
culous granulomas on histopathology of the bi-
opsy specimen.

Similar fi ndings on histopathology were report-
ed by Khan R et al23.

Conclusion:
Th e incidence of abdominal tuberculosis is ris-
ing in our region because of poor socioeconom-
ic conditions and low immunity. 

Th e defi nitive diagnosis of this disease is chal-
lenging because of non-specifi c clinical presen-
tation and the absence of pathognomonic radio-
logical fi ndings. An awareness regarding varied 
presentations of abdominal tuberculosis should 
be present among physicians and the knowledge 
about helpful tools of investigation. Diagnostic 
laparoscopy should be encouraged to confi r the 
diagnosis.
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