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Abstract 
Tuberculosis (TB) is responsible for one in five deaths for young women (between 15–44 years old). Almost 9 million persons are diagnosed 
with TB each year and around 2 million deaths are due to TB or TB complications. Abdominal TB has no specific clinical symptoms, no imagistic 
and no specific laboratory tests, all these making the diagnosis more difficult. Most often, clinical, radiographic, and histopathological (HP) 
aspects in TB enteritis are nonspecific and may suggest cancer or inflammatory bowel disease. We present the case of a 42-year-old male 
patient, with intestinal and lung TB presenting as intestinal obstruction to emphasize the importance of clinical suspicion and histopathology 
for final diagnosis. Chest and abdomen computed tomography (CT) evidenced a few left-sided pulmonary nodules and wall thickening of 
some parts of the small and large bowel. Also, CT evidenced nearby mesenteric lymphadenopathy. He was admitted in the Department of 
Surgery and later confirmed with intestinal TB. Because of modified chest radiography, further investigations identified Mycobacterium 
tuberculosis in the sputum. Final diagnosis was concomitant lung and intestinal TB confirmed by sputum and histopathology. The patient 
received proper anti-tuberculous treatment and his condition improved after the first month. The physician treating the organ is the one that 
should establish the diagnosis of extra-respiratory TB; however, treatment and later follow-up are multidisciplinary. TB should always be 
suspected in any patient with nonspecific symptoms. The TB case is defined according to disease localization, bacteriological or HP 
confirmation, therapeutic history and human immunodeficiency (HIV) infection status. 
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 Introduction 

Tuberculosis (TB) is a widespread infectious disease 
with chronic evolution, being present in most countries 
of the world, associated with important mortality if 
treatment is delayed or not administered in proper doses 
or combination. Mostly for adults TB is also responsible 
of important social and economic costs [1–3]. TB and 
smoking remain a dangerous combination [4], as smoking 
increases the risk of contracting the disease, also being a 
predisposing factor for recurrent TB. The counseling to 
stop smoking [5] is very important because many patients 
with TB continue to smoke [6]. 

Usually, TB infection affects any organ in the body; 
however, it can reach other organs using a hematogenous 
or lymphatic route (usually in children and older persons). 
Because of the lung structure, TB is frequently found  
in the respiratory tract [7]. The diagnosis of TB always 
needs bacteriological or histopathological (HP) confirmation 
[8, 9]. 

In addition, Mycobacterium tuberculosis (MT) is found 
in well-vascularized areas and organs, such as parts of 

the central nervous system (CNS), kidneys or bones [10]. 
Any extra-respiratory TB (ETB) form can coexist with 
lung TB. 

ETB includes all locations that do not affect the lung. 
The most common extra-respiratory locations are: pleura, 
lymph nodes, bones and joints, spine, urogenital tract, 
pericardium, peritoneal surface, gastrointestinal tract, larynx 
and the CNS (with or without disseminated miliary TB) 
[10–14]. 

In high endemic areas, extra-pulmonary TB is diagnosed 
in almost 20% of all TB cases, with higher percentages 
for immunocompromised persons [15–18]. ETB is not 
contagious, excepting that of the urogenital tract [19]. 

In 2011, 16 116 cases of ETB were registered In the 
European Union (EU); almost 22% of all TB cases were 
diagnosed in the same period [20]. Incidence of ETB 
remained relatively stable over the last years [21]. 

TB is an important health problem in Romania [22]. 
Today, we have the highest number of TB cases (new 
cases and relapses) from the EU area. Romania also has 
the 5th place for TB incidence in Europe after Kazakhstan, 
Moldova, Georgia and Kyrgyzstan. The number of TB 
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cases in Romania registered a gradual increase from 1985 
until a peak in 2002 (142.2%000). The first year when we 
registered a decline in TB incidence was 2003 (135.7%000). 
The downward trend continued between 2003 and 2018, 
reaching the value of 59.7%000 in 2018 [23]. 

Abdominal TB is in fact a MT infection of the gastro-
intestinal tract, peritoneum, mesentery, lymph nodes, liver, 
spleen and pancreas and it represents just 11% of the 
total cases of ETB. The most common types of abdominal 
TB are peritoneum TB and lymph nodes TB, then small 
intestine and cecal TB. Peritoneum TB has a prevalence 
of 0.5–1.5% of all new cases of TB and represents about 
4–10% of extra-respiratory location [24, 25]. 

Abdominal TB has no specific clinical symptoms, 
no imagistic and no specific laboratory tests; all these 
making the diagnosis more difficult [25]. 

In the TB Outpatient Department, during 2005–2012, 
of all 1360 patients with ETB, 56 (4.12%) were diagnosed 
with peritoneum TB and two patients with gastrointestinal 
TB. 

In a 2007–2012 national statistic, of all 18 520 patients 
with ETB, 291 were diagnosed with peritoneum TB and 
104 patients gastrointestinal TB. 

Aim 

We aim here to raise the awareness of both clinicians 
and pathologists on the possibility of ETB, by presenting 
the case of a 42-year-old male with non-specific symptoms 
that proved to be a case of pathology-proven intestinal 
TB. 

 Case presentation 

A 42-year-old man (M.I.), farmer, presented in late 
November 2018 to the Emergency Department of the 
“Victor Babeş” Clinical Hospital of Infectious Diseases 
and Pneumophthisiology, Craiova, Romania, with history 
of mild abdominal pain and a 10 kg weight loss in the 
last month. He had no medical history and no other 
respiratory symptoms. He was normal weight, with a 
body mass index (BMI) of 22 kg/m2. Initial blood count 
was normal with normal values also for liver and renal 
function. We only encountered a higher erythrocyte 

sedimentation rate (ESR), at 20 mm for one hour and  
40 mm for two hours. 

The patient gave informed consent for all procedures, 
the usage of relevant medical data necessary to present 
the case, in accordance with international, national and 
institution-specific regulations. Approval was obtained 
from relevant ethical authorities. 

Chest and abdomen computed tomography (CT) 
evidenced a few left-sided pulmonary nodules and wall 
thickening of some parts of small and large bowel. Also, 
CT evidenced nearby mesenteric lymphadenopathy. 

Based on the initial gastrointestinal symptom (mild 
abdominal pain, in the absence of any specific respiratory 
claims) and suggestive CT image (thickening of the 
mucosal wall of two intestinal segments), we referred the 
patient to the Department of Surgery, at the Emergency 
County Hospital of Craiova, in December 2018, where 
he underwent surgery – subtotal colectomy with end-
ileostomy. 

HP exams required paraffin-embedded tissue later 
processed and stained in Hematoxylin, and included 
fragments from the colon, small intestine, appendices and 
mesenteric lymph ganglia. We found areas of confluent 
necrotizing granulomatous inflammation affecting also 
the intestinal wall. Granulomas had increased diameters, 
presented extensive areas of necrosis with central caseum, 
giant multinuclear cells either central or in the periphery 
(Langhans cells), with numerous epiteloid cells arranged 
in plaques and a large number of lymphocytes arranged 
mostly at the periphery of the nodules (lymphocytic crown). 
Necrotizing granulomas were also noted in the nearby 
removed lymph nodes (Figures 1–4), consistent with TB. 

The surgical team established the diagnosis of 
intestinal TB and the patient was referred to our Clinic 
for further exams and proper treatment. 

His initial chest radiography from January 2019 
evidenced small reticular and nodular opacities situated 
in the upper left lobe (ULL) (Figure 5). His repeated exams 
for acid-fast bacilli (AFB) were microscopy negative, but 
GeneXpert exam from sputum was positive. 

He was diagnosed with concomitant lung and intestinal 
TB confirmed both by GeneXpert from sputum and by 
HP exam. 

 

Figure 1 – Microscopic image of appendicular mucosa 
in which one can observe the presence of a tuberculous 
nodule (HE staining, ×100). 

Figure 2 – Tuberculous nodule presenting in the appen-
dicular submucosa (HE staining, ×100). 
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Figure 3 – Small intestinal wall with numerous tuber-
culous nodules, which have a tendency to converge and 
local microhemorrhage areas (HE staining, ×100). 

Figure 4 – Mesenteric ganglia. Lymphatic node with 
multiple tuberculous confluated nodules, predominantly 
situated in the cortical area (HE staining, ×100). 

 

 
Figure 5 – Chest radiograph from January 2019, 
showing the upper left lobe nodular opacities. 

He was continued on antituberculous therapy using 
treatment with the 1st regimen of antimycobacterial drugs 
using Isoniazid (H), Rifampicin (R), Pyrazinamide (Z) 
and Ethambutol (E) in association, delivered in weight 
adjusted doses: HRZE each day for three months then HR 
3/7 days for eight months. Treatment was well tolerated, 
with no side effects. 

Patient was discharged after two months with an 
improvement in his symptoms and a weight gain of 8 kg. 
All his other sputum exams were negative for AFB. Stool 
culture was negative after surgery. His chest radiography 
after two months was normal (Figure 6). 

 Discussions 

ETB usually appears after hematogenous dissemination 
from a primary TB infection site. It can appear before 
primary infection has healed or after many years, when 
the reactivation of healed lesions is possible due to many 
factors [1, 8, 9]. Symptoms are less familiar to physicians, 
making a suspicion of ETB more difficult. Locations are 
often inaccessible for investigations and have smaller number 
of MT bacilli; hence, bacteriological confirmation is also 
more difficult. Patients with ETB should always be suspected 
of concomitant human immunodeficiency (HIV) infection. 

 
Figure 6 – Chest radiography two months later, showing 
the remission of the previously described lesions. 

The diagnosis of ETB is made by the organ specialist and 
the therapeutic approach in ETB is multidisciplinary [1, 8, 
9, 26]. 

Intestinal TB is rarely associated with concomitant lung 
TB. Primary infection with no pulmonary involvement is 
even rarer. Because of an insidious onset and nonspecific 
abdominal symptoms, it is difficult to differentiate from 
alternative gastrointestinal diseases [27, 28]. The ileocecal 
region is frequently involved, but TB can affect any part 
of the gastrointestinal tract. The most frequent symptoms 
are nausea, fever, loss of appetite, weight loss, nonspecific 
abdominal pain, blood in the stool and ascites that have 
a slow evolution, so diagnose and complications are 
delayed [29]. 

Usually, biological tests show leukocytosis with 
lymphocytosis and an elevated ESR. Chest radiography 
can show pulmonary TB in some cases, as it happened 
in our case. Even if we presumed TB appeared as a 
reactivation of initial primary infection, we could not 
exclude that intestinal TB in our patient was a result of 
the ingestion of bacillary sputum or because of ingestion 
of infected milk or other products from his farm. 

Abdominal ultrasonography and abdominal CT scan 
can evidence ascites, the thickening of the intestinal 
wall and peritoneal changes. For differential diagnosis 
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of some peritoneal changes or if large lymph nodes are 
visible, a laparoscopy guided biopsy or percutaneous 
peritoneal biopsy are recommended a [29]. 

Differential diagnosis of intestinal TB is made with 
Crohn’s disease, diverticulitis, peritoneal carcinomatosis 
and other non-specific inflammatory intestinal and peri-
toneal diseases that can be differentiated using HP exam 
and findings of the Koch bacilli in biopsy samples. 
Intestinal TB diagnosis is difficult and involves clinical 
judgment, stool and tissue AFB staining, as well as tissue 
biopsies. In half the cases, mycobacterial cultures of the 
sputum or stool have positive results. Studies on intestinal 
TB found only in 17% and 29% of cases positive results 
for AFB and MT culture of intestinal biopsies [30–32]. 

The ileocecal region is responsible of 64% of cases 
of intestinal TB. The abundant lymphoid tissue in the 
ileocecal region may explain the affinity of MT for this 
area. As in the above reported case, bowel obstruction is 
the most common complication [32–34]. 

Our immunocompetent patient had disseminated TB 
and accused only gastrointestinal symptoms. Investigations 
for the small opacities on the left-sided lung were positive 
and the positive MT in sputum was only made after using 
GeneXpert, which has the advantage of detecting a very 
low number of bacilli per mL of sputum and should be 
used whenever the suspicion is high but conventional 
methods have negative results. 

Intestinal TB treatment is ranging from 10 to 12 months 
and involves HRZE in a continuous weekly regimen, the 
length of this attack phase varying between two to four 
months, followed by a continuation phase with HR 3/7 days 
that lasts eight to 10 months. 

 Conclusions 

TB is always to be suspected in any case with non-
specific symptoms. Early diagnosis of abdominal TB is 
required to establish TB treatment and prevent compli-
cations. Positive diagnosis is most often based on HP 
examination of the biopsy sample and less on postoperative 
ascites fluid examination. The duration of treatment varies 
between eight and 12 months depending on tuberculous 
lesions resorption. For the diagnosis of peritoneal TB, we 
need close interdisciplinary collaboration between surgeon, 
internist, pathologist, radiologist and pulmonologist. 
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