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ABSTRACT 

Abdominal tuberculosis is still a prevalent problem of underdeveloped countries. 

Although its incidence has been reduced in developed countries, it is still seen in 

immigrants and immunodeficient patients frequently. In Iran, even though it's 

incidence has been reduced, we are still confronted with undesired mOltality and 

morbidity. In this article we have evolved new management strategies for these 

patients and then we have performed a retrospective study of over 32 cases to 

evaluate the results on management of these patients during a 22 year period 

(1981 - 2003). 

Females had more involvement, and the mean age was 27.8 years. Fever, 

abdominal pain, and weight loss were common findings. There were three 

mortalities (9.3%) and three morbidities (9.3%) including two intestinal fistulae 

and one obstmction. 
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There are some misconceptions that may render the 

diagnosis and treatment of abdominal tuberculosis diffi­

cult, 8 such as "abdominal tuberculosis is found in underd­

eveloped societies rather than developed ones" . ~ It has 

been proven that this is not the case. 1·3 "Negative tuber­

culin test rules out the disease, while it may be positive in 

14-100%", '1-12 "Negative smear and culture from ascites 

rules out the disease" 8 while it may be positive in 10-

80%. 1.5.15 "There are no symptoms and signs indicating 

pulmonary tuberculosis", 8 while this also is another 
misconception. 4.'1.12 

,urgica l approaches to our cases and it's relakd nwrt.Jiiry 

and morbidity are discussed. 

In severa l studies including large and small series, 

different demographic, clinical and laboratory aspects and 
mortality and morbidity have been reported. 2·6.~ ·1 2. 15 and 

they are comparable to our study. 

Other than these aspects, we also focused on various 
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Delayed diagnosis and treatment was the major cause 

of mortality and morbidity as are mentioned in the 

literature. S· IO Small bowel perforation is one of the rare 

but serious complications that has been mostly discussed 
he re. 111. 14 

MATERIAL AND iVIETHODS 

A retrospective study was done from hospital records 

of 32 cases hospitalized during a 22 year period (1981 -

2003) in several departments including general surgery, 

gynecology and obstetrics, pediatric , intemal medicine 

and neurosurgery, and either had been discharged or had 

died and had TB granuloma at biopsy or autopsy specim­

ens, and class ified under abdominal tuberculosis accor­

ding to ICD. Findings were extracted directly from docu­

ments. In some, findings like fever on the vital sign sheet 



Abdominal Tuberculosis 

r-

-
-

r-
r---- - -r-

- r---- - r------- - -
r- r-

- r------- - '---- - r---
- r---- I-- r---- r---- - - - - - r---
- r------- r-- - r------- r---- - - - I--- f---,.., 

Fig.!. Percent of clinical manifestations of 32 cases of abdominal tuberculosis at Shohada-e-Tajrish Medical Center from 
1981-2003. 

Table I. Frequency of laparotomy findings in 32 cases. 
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was the base, and in regard to weight loss, the statement 

of patients themselves or their relatives, or the pedia­

trician, had been considered and recorded. For clinical 

manifestations, the observation of the senior physician 

was taken into consideration (Fig. I) . 

Findings No. Percent 

Laboratory findings were classified and recorded. Diagnosis 

was based on finding TB granulomas at biopsy or autopsy. 

Laparotomy [mdings and surgical approaches were extracted 

from operation notes (Tables r, II). 

In regard to mortality and morbidity we tried to consider 

it 's relationship with surgical approaches (Tables III, IV) . 

Table II . Types of operation . 

Types of operation 

1. Drainage of ascites , cysts, without drains 

2. Drainage of ascites, cyst or absccss with drains 

3. Mass excis ion (Table IV: First case) 

4. Biopsy 

5. Hysterosalpingo-oophorectomy 

6. Cyst drainage, curettage ofveI1ebra and bone graft 

7. Appendectomy 

8. Resection and anastomosis of small bowel and cnterocuta· 

neous fistula, after medical treatment 

9.Small bowel rcscctions and anastomosis due to perforation + 
OMSA (Table IV, case 2) 

1 a.Enterotomy of normal segment and extraction of bezoar 

11.Enterolys is , after a full coursc of TB trcatmcnt 

l2 .Enterolysis, debridmcnt, Ji'cshcning of pcrforation. repair in 

two laycrs ( Table III - casc 1 ) 

13. Enterolysis, anastomosis (Table TV - case 2) 
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Ascites 

Nodules 

Small bowel adhesion 

Abdominal mass 

TB Abscess 

Mesenteric adenopathy 

Bacterial peritonitis 

Splenomegaly 

Calcification 

No. Percent 

8 24.R 

6 IS.6 

4 12.4 

4 12.4 

2 6.2 
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14 43 

13 4a 

10 31 

7 21 

4 12 
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3 9 

3 
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Mortality Morbidity 
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