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Abstract Background: Surgical management of intestinal tuberculosis is a crucial task in preoperatively
unsuspected cases. Objective: The present study was undertaken to see the different surgical management of
intestinal tuberculosis in preoperatively unsuspected cases. Methodology: This clinical trial was conducted in
different units of the Department of Surgery at Dhaka Medical College Hospital, Dhaka from March 2002 to March
2004 for a period of two (2) years. Purposive sampling technique was applied to collect the study population.
Patients with no suspicion about pulmonary as well as intestinal tuberculosis, history of cough & hemoptysis, no
history of antitubercular drug taken, diagnosed as other than tuberculosis, per operative suspicion raised by any one
or more of followings, enlarge lymph nodes in mesentery, omental masses, ileocaecal masses, suspicious growth in
ileum, omental thickening, perforation suspected by tuberculosis were selected as study population. Biopsy was
taken from suspicious lesions. Histopathology was confirmed the granulomatous lesion. Results: A total number of
300 patients were undergone surgical intervention of which 38(12.7%) cases. Maximum affected age group was 21
to 30 years which was 16(42%) cases. Granulomatous inflammation was found in 12(31.6%) cases. Maximum mode
of presentation was in the form of emergency which was 36(94.7%) cases. Tissue was taken for biopsy from
mesenteric lymph node in 16(42.10%) cases. Procedures done during laparotomy were resection of ileum and
ileoileal anastomosis and proximal ileostomy which was performed in 6(23.07%) cases, resection of ileum and
ileostomy in 5(19.23%) cases and resection of ileum with ileoileal anastomosis in 3(11.53%) cases. Conclusion: In
conclusion surgical management is performed by resection of jejunum with jejunojejunal anastomosis,
hemicolectomy with ileotrasverse anastomosis and resection of ileum with ileostomy.
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1. Introduction
Tuberculosis occurs in different parts of the body of
which abdomen is the sixth most common extra-pulmonary
site affected by tuberculosis [1]. The portal of entry into the
abdomen includes hematogenous spread, ingestion of infected
sputum or infected milk and from adjacent organs [2]. In
the abdomen, tuberculosis may affect the gastrointestinal
tract, peritoneum, lymph nodes, and solid viscera.
Intestinal tuberculosis exists as ulcerative, hypertrophic or
stricture form. However, peritoneal involvement exists as
ascitic, loculated, plastic and purulent forms [3].

There are several clinical presentation of intestinal
tuberculosis and these may be presented with
complications like acute or sub-acute intestinal obstruction
due to mass or stricture formation or gut perforation
leading to peritonitis [4]. The treatment of abdominal
tuberculosis is mainly conservative with anti-tuberculous
therapy and surgical treatment is reserved for
complications [5]. Generally, surgical treatment which is
followed by anti-tuberculosis drug treatment may give
excellent results [6]. There are several surgical treatment
modalities for the management of intestinal tuberculosis.
Therefore, this present study was undertaken to see the
different surgical management of intestinal tuberculosis in
preoperatively unsuspected cases.
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2. Methodology
This clinical trial was conducted in different units of the
Department of Surgery at Dhaka Medical College
Hospital, Dhaka from March 2002 to March 2004 for a
period of two (2) years. Purposive sampling was done
according to availability of the patients and strictly
considering the inclusion and exclusion criteria. Patients
with no suspicion about pulmonary as well as intestinal
tuberculosis, history of cough and haemoptysis, no history
of anti-tubercular drug taken, diagnosed as other than
tuberculosis, per operative suspicion raised by any one or
more of followings, enlarge lymph nodes in mesentery,
omental masses, ileocaecal masses, suspicious growth in
ileum, omental thickening, perforation suspected by
tuberculosis were selected as study population. The
patients were undergone different surgical management.
The surgical management was performed under emergency
or elective surgery. These surgical management were
perforation site exteriorize as stoma, stricturoplasty,
resection of jejunum with jejunojejunal anastomosis, right
hemicolectomy with ileotrasverse anastomosis, resection
of ileum with ileostomy, resection of ileum with Ileo-ileal
anastomosis as well as resection of ileum with ileoileal
anastomosis and proximal loop ileostomy. Biopsy was
taken from suspicious lesions of different organs.
Histopathology was confirmed the granulomatous lesion.
Patients with known case of tuberculosis, suspicion about
pulmonary tuberculosis, history of cough and haemoptysis,
previously treated with anti-tubercular drugs and chest
X-ray with suspicion of pulmonary tuberculosis were
excluded from this study. Statistical analysis was
performed by Statistical Package for Social Science (SPSS
version 20.0, USA). The quantitative variables were
expressed as frequency and percentage. The qualitative
data were compared with Chi-square test to see the level
of significance. P value less than 0.05 was taken as
statistically significance.

Maximum mode of presentation was in the form of
emergency which was 36(94.7%) cases and the rest 2(5.3%)
cases were presented as routine management (Table 2).
Tissue was taken for biopsy from mesenteric lymph
node in 16(42.10%) cases; part of ileum was in 14(36.84%)
cases and jejunal wall was in 5(13.15%) cases (Table 3).
Perforation site exteriorize as stoma was performed in
4(15.38%) cases. Stricturoplasty was done in 1(3.84%)
case. Resection of jejunum with jejunojejunal anastomosis
was performed in 4(15.38%) cases. Right hemicolectomy
with ileotrasverse anastomosis was done in 3(11.53%)
cases. Resection of ileum with ileostomy was done in
5(19.23%) cases. Resection of ileum with ileo-ileal
anastomosis was done in 3(11.53%) cases. Resection of
ileum with ileoileal anastomosis and proximal loop
ileostomy was done in 6(23.07%) cases (Table 4).
Table 2. Nature of Presentation in emergency or routine cases (n=38)
Nature of Presentation
Emergency cases

Frequency

Percentage

36

94.7

Routine cases

2

5.3

Total

38

100.0

Table 3. Distribution of tissue taken for histopathology in Positive
cases (n=38)
Sites of Tissue

Frequency

Percentage

Mesenteric Lymph nodes

16

42.1

Part of ileum

14

36.8

Caecal wall

3

7.9

Jejunal wall

5

13.1

Total

38

100.0

Table 4. Distribution of Patient by the Type of Operation (N=38)
Name of Operation

Frequency

Percentage

Perforation site exteriorize as stoma

4

15.38

Stricturoplasty

1

3.84

3. Results

Resection of jejunum & jejunojejunal
anastomosis

4

15.38

A total number of 300 patients were undergone surgical
intervention of which 38(12.7%) cases. Maximum were
found in 21 to 30 age group which was 70(23.3%)
followed by 31-40 age group and below 20 years of age
group which were 62(20.66%) cases and 56(18.66%)
cases respectively. Maximum affected age group was 21
to 30 years which was 16(42%) cases (Table 1).

Right hemicolectomy & ileotrasverse
anastomosis

3

11.53

Resection of ileum & ileostomy

5

19.23

Resection of ileum & Ileo-ileal
anastomosis

3

11.53

Resection of ileum & ileoileal
anastomosis & proximal loop
ileostomy

6

23.07

Table 1. Age distributions of among the Study Population (n=300)
Age Group

Intestinal Tuberculosis

Total

Present

Absent

Less than 20 Years

8(14.3%)

48(85.7%)

56(100.0%)

21 to 30 Years

16(22.8%)

54(77.2%)

70(100.0%)

31 to 40 Years

8(12.9%)

54(87.1%)

62(100.0%)

41 to 50 Years

6(11.5%)

46(88.5%)

52(100.0%)

51 to 60 Years

0(0.0%)

44(100.0%)

44(100.0%)

More than 60 Years

0(0.0%)

16(100.0%)

16(100.0%)

38(12.7%)

262(87.3%)

300(100.0%)

Total

4. Discussion
Abdominal tuberculosis affects all parts of abdomen
including intestine, peritoneum, lymph nodes and solid
organs [7]. Because of its non-specific nature, a wide
variety of presentation and ability to mimic other
abdominal diseases, a high index of suspicion is needed
[8]. The disease remains undiagnosed, misdiagnosed or
delayed diagnosed till patient develops complications such
as intestinal obstruction or perforation peritonitis.
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The accuracy of clinical acumen is less than half percentage
[6]. No reliable investigation, except histopathology, can
diagnose this disease. Abdominal tuberculosis predominantly
involves the younger age population as evident with third
decade being the most commonly affected. This correlates
well with other national and international studies [7-12].
Parts of the body involved by tuberculosis are
mesenteric lymph node, ileum, caecal wall and jejunal
wall. In this current study, involved parts of the body as
lymphadenopathy is 42.1% which is correlate with the
study of Sinan et al [8] which is 46.9%, in the current
study bowel wall involvement is 57.9% which is higher
than that of study of Sinan et al [8] which is 38% cases.
In this study nature of presentation in positive cases are
emergency cases 36 in number and percentage is 94.73%;
routine cases only 2 in number and percentage is 5.27%.
In this study large numbers of patients are in low
socio-economic group, majority of them are unaware and
neglect their initial symptoms and urge treatment when
the disease becomes complicated. Detail preoperative
investigations are not possible before emergency operations.
There are variations of the surgical treatment according
to the involvement of the intestine. Perforation site exteriorize
as stoma was performed in 4(15.38%) cases. Stricturoplasty
was done in 1(3.84%) case. Resection of jejunum with
jejunojejunal anastomosis was performed in 4(15.38%)
cases. Right hemicolectomy with ileotrasverse anastomosis
was done in 3(11.53%) cases. Resection of ileum with
ileostomy was done in 5(19.23%) cases. Resection of ileum
with ileo-ileal anastomosis was done in 3(11.53%) cases.
Resection of ileum with ileoileal anastomosis and proximal
loop ileostomy was done in 6(23.07%) cases. All of those
eases are late cases and are operated as the complication
of tuberculosis. These are the plan of treatment though the
definitive treatment of tuberculosis is the chemotherapy
[13,14,15] which has been given in every patient.
Newer modalities of diagnostic aids like laparoscopy,
CT scan of the abdomen can be helpful for easy diagnosis
but it is still impossible in the context of our socioeconomic
condition. Currently developed serological methods and
ascitic fluids study helps early diagnosis of the enteric
tuberculosis. Early diagnosis is very much essential to
avoid unnecessary operation. A full course of anti
tubercular therapy is the primary treatment of tuberculosis.
Surgery should be reserved for the complications.

by resection of jejunum with jejunojejunal anastomosis,
hemicolectomy with ileotrasverse anastomosis and
resection of ileum with ileostomy. Mesenteric lymph node
is the most common detection site of intestinal
tuberculosis. Patients presented with surgical emergency
should be ruled out to see the presence of intestinal
tuberculosis.

5. Conclusion

[14]

In conclusion maximum modes of presentation are
emergency cases and surgical management is performed
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