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ABSTRACT 

Introduction 

Intestinal tuberculosis usually results from a consequence of the pulmonary form and affects mainly immunosuppressed 

patients. It has nonspecific symptoms and the diagnosis occurs when complications are clinically manifested. 

Objective 

To describe two case reports of intestinal obstruction due to intestinal tuberculosis, with different outcomes, and to perform 

a literature review on the subject. 

Discussion 

Intestinal tuberculosis is usually diagnosed in complications such as intestinal obstruction, intestinal hemorrhage, 

perforation or with the development of fistulas, the first being the most common, although rare among the causes of acute 

obstructive abdomen. Blood tests are nonspecific and computed tomography is the exam of choice for evidence of 

abdominal condition and impression of the location of gastrointestinal involvement. 

Conclusion 

Intestinal tuberculosis should be considered in the differential diagnoses of patients with acute obstructive abdomen and the 

treatment can be clinical or surgical in cases of complications. 
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INTRODUCTION 

Tuberculosis (TB) is a worldwide public health problem, 

with the estimation that half the population is infected1. 

In tropical and developing countries the problem is even 

worse and, in Brazil especially, tuberculosis is a big 

challenge, because despite being a disease with 

diagnostic criteria established in the pulmonary form, 

amenable to cure and with the possibility of prevention, 

also the incidence remains high, affecting approximately 

10.4 million people in 2016 [1-4]. 

Intestinal tuberculosis (TBI) is the sixth most common 

extra-pulmonary manifestation and usually progresses as 

a complication of lung disease. It mainly affects 

immunosuppressed patients who are particularly more 

susceptible [2,5,6]. 

The diagnosis of TBI, on the other hand, is difficult to 

perform, as it presents many nonspecific signs and 

symptoms and mimics other clinical entities, such as 

Crohn's disease and colon neoplasms [2,5]. In addition, 

complementary tests have limited accuracy for the 

diagnosis [7]. Thus, attending physicians should broaden 

their suspicions in patients at higher risk for TBI who 

present abdominal symptoms in order to promote the 

prevention of complications of this pathology [8]. 

Intestinal obstruction is one of many complications in the 

course of intestinal tuberculosis, with or without 

treatment. Thus, this possibility must be present, and 

early diagnosis could prevent more serious 

complications, reducing morbidity and mortality [2,8]. 

The aim of this paper is to describe two case reports of 

intestinal obstruction due to intestinal tuberculosis, with 

different outcomes, and to perform a literature review on 

the subject. 

 

Case 1 

LCS, male, 41-year-old, renal transplant in 2012 due to 

hypertensive nephropathy in use of immunosuppressant 

drugs (Mycophenolate and Tacrolimus), was admitted to 

the surgical emergency room with abdominal pain for 3 

days, in colic, starting in the right iliac fossa and without 

improvement or worsening factors. Associated, he 

reported some episodes of chills, but without mentioning 

fever. On physical examination, the patient was in 

regular general condition, with vital signs within the 

parameters of normality, slightly distended abdomen, 

painful on palpation in the lower right quadrant, but 

without signs of peritoneal irritation. 

The condition was investigated with laboratory tests, 

which did not show any alterations, and Computed 

Tomography (CT) of the total abdomen, which showed 

thickening of the terminal ileum, cecum and appendix 

cecal loops, in addition to densification of the fatty 

planes and adjacent lymph node enlargement (Figures 1 

and Figure 2). 

The surgical approach was laparotomy with 

appendectomy and lymph node biopsy. Intraoperatively, 

a swollen subserous retrocecal appendix was observed, in 

addition to thickening of the terminal ileum and enlarged 

lymph nodes (Figure 3). The anatomopathological study 

showed appendicitis in initial phase and tuberculous 

necrotizing granulomatous lymphadenitis, with positive 

BAAR research using the Ziehl-Neelsen technique. 

During hospitalization, a CT scan of the chest was 

performed, showing small foci of micronodular 

interstitial infiltrate, with bilateral random distribution, 

with an infectious inflammatory aspect, and negative 

direct sputum smear microscopy (BAAR research). 
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Figure 1: Abdomen Computed Tomography without contrast 

showing thickening of the terminal ileum. 

 
Figure 2: Abdomen Computed Tomography without contrast 

showing cecum and terminal ileum thickened with surrounding 

fluid, in addition to nodes enlargements. 

 
Figure 3: Macroscopic appearance in the intraoperative of the 

terminal ileum and cecum. 

The patient evolved on the 5
th

 postoperative day with 

incoercible vomiting and stool elimination stop, with 

maintenance of flatus. Radiography of the abdomen 

showed distention of the loops of the slender with a water 

level, being diagnosed with intestinal subocclusion and 

opting for conservative management with the beginning 

of drug treatment for tuberculosis (Rifampicin, 

Isoniazida, Pirazinamide and Etambutol) and 

Levofloxacin. The patient evolved with improvement of 

the obstructive status and discharge on the 28
th
 

postoperative day, for outpatient follow-up with 

Infectious Diseases. 

Case 2 

ICC male patient, 22-year-old, born in Bolivia and 

resident in São Paulo (SP) for 18 months, previously 

healthy, sought medical attention in the Emergency 

Room presenting mass in the right anterior cervical 

region for 3 months associated with fever, night sweating 

and loss weight of 10 kg (15% of body weight) and in the 

last 4 days, report epigastric pain, watery diarrhea 

without mucus, pus and blood, nausea and vomiting. 

On physical examination, he was in regular general 

condition, prostrateand discolored. He had a 3cm right 

anterior cervical mass, mobile, cystic and painful on 

palpation. Flat and painful abdomen diffusely without 

signs of peritoneal irritation. 

Complementary tests showed anemia, leukocitosis with 

metamyelocytes appearance, ions and normal renal 

function. Serology for hepatitis, syphilis, toxoplasmosis 

and HIV negative and BAAR test on positive sputum test 

(2 samples). 

Chest radiography with evidence of pulmonary 

parenchyma diffusely compromised by micronodular 

lesions and the presence of 2 larger nodules, in apical 

segment of the right upper lobe with 1.9 cm and in the 

upper segment of the right lower lobe with 1.8 cm. 

Tuberculosis treatment was initiated with Rifampicin, 

Isoniazid, Pyrazinamide and Ethambutol (RIPE Scheme) 

and after three days, the patient presents worsened of 
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abdominal pain and wall stiffness, percussion of the 

abdomen with hyperimpanism and positive sudden 

decompression. A CT scan of the abdomen and pelvis 

showed free fluid, pneumoperitoneum in the right 

parietocholic groove and subcutaneous emphysema in the 

right hypogastric region (Figure 4). 

 
Figure 4: Computed Tomography with contrast of ileocecal 

tuberculosis. Histologically proven showing thickened terminal 

ileum (arrow), ileocecal valve (larger arrow) and cecum 

(dashed arrow) with enlarged necrotic ileocecal lymph nodes 

(arrowheads). 

Exploratory Laparotomy was performed with segmental 

enterectomy, enlarged right colectomy and terminal 

ileostomy (Figure 5). At cavity inventory, there was an 

intense blockage between the intestinal loops, thickening 

of visceral and parietal peritoneum, with diffuse foci of 

caseous necrosis, saving retroperitoneum. It also 

presented thickening of the entire mesentery and 

mesocolon with the identification of multiple intestinal 

perforations. 

 
Figure 5: Surgical material for intestinal resection - enlarged 

right colectomy. 

 
Figure 6: Microscopic aspect of caseous granuloma in HE 

staining with 10x magnification. 

 
Figure 7: Microscopic appearance of caseous granuloma in 

P.A.S staining with 10x magnification. 

Anatomopathological analysis results in transmural 

necrotizing and ulcerated granulomatous enterocolitis 

with necrotizing granulomatous lymphadenitis and 

tuberculosis aspect (Figures 6 and Figure 7). 

On the 20
th

 postoperative day, ultrasound-guided 

drainage of the intra-abdominal collection was required, 

with subsequent discharge from the hospital. 

DISCUSSION 

Intestinal tuberculosis is usually associated with 

advanced lung disease in 70% to 87% of cases [9]. Of the 

studied patients, the first presented negative smear with 

chest tomography suggestive of pulmonary involvement. 

The second, on the other hand, present positive sample in 
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the two exams collected, which characterized active lung 

disease. 

The disease can spread through the hematogenous route, 

through the pulmonary focus, or by swallowing the 

bacilli present in the sputum. There may still be other 

forms of dissemination, such as lymphatic or by adjacent 

organs, but those are more rare [6]. 

The clinical picture of TBI is nonspecific, and may 

contain abdominal pain in 85% to 100% of cases, in 

addition to diarrhea, weight loss, fever, nausea and 

vomiting [1,9-12]. Therefore, it is usually diagnosed in 

its complications such as intestinal obstruction, intestinal 

bleeding, intestinal perforation or with the development 

of fistulas [13]. The most common of these complications 

is the intestinal obstruction, despite being rare among the 

causes of acute obstructive abdomen [1]. 

The ileocecal region is the main site of greatest 

impairment because it is rich in lymphoid tissue and in a 

region of physiological stasis8, reaching about 85% of 

cases, and corresponds to that found in these cases [1,10-

12]. In terms of anatomopathology, there are four types 

of lesions according to several authors, but the 

hypertrophic form is the major cause of intestinal 

obstruction. The others found are ulcerative, 

hypertrophic-ulcerative and sclerotic forms [9,11-13]. 

The conventional laboratory tests requested at admission 

to an emergency room are nonspecific and do not 

contribute to the differential diagnosis. High erythrocyte 

sedimentation rate, high levels of C-reactive protein, 

anemia and lymphopenia or lymphocytosis are common 

laboratory findings [14,15]. 

Imaging exams such as CT may suggest an asymmetric 

thickening of the intestinal wall in the ileocecal region, in 

addition to adjacent mesenteric lymphadenopathy with 

dilation of loops and upstream hydro-level; however it is 

only with the histopathological analysis of any fragment 

of the lesion that it is possible definitive diagnosis [16-

18]. 

Biopsy remains the gold standard, but it takes time, 

reaching about 2 to 4 weeks [19]. The pathognomonic 

signal is the presence of caseous necrosis and acid fast 

bacilli are identified in the minority of biopsy samples 

[20]. Retrospective studies suggest large and confluent 

granulomas as indicative of Tuberculosis, although they 

are found only in 50 to 80% of patients' mucosal biopsies 

[21,22]. 

Tuberculin tests, cultures and serological tests have low 

sensitivity. PPD, for example, is positive in 50% to 70% 

of cases, even though it has limited diagnostic value, as it 

does not distinguish between active disease and previous 

sensitization [11,16,17]. 

The differential diagnosis should be made mainly with 

Crohn's disease and malignant colon neoplasms [10,11]. 

Lymphadenopathy can give the impression of lymphoma 

[1]. Non-specific ulcerative colitis, sarcoidosis, 

amebiasis, histoplasmosis, appendicitis, among others, 

should also be considered [16]. 

Intestinal obstruction secondary to tuberculosis is mainly 

related to the hypertrophic form of the disease and 

responds poorly to pharmacotherapy, often constituting 

surgical resolution [9,17]. However, several authors show 

that cases of gastrointestinal tuberculosis respond 

favorably to drug therapy, provided that it is started early 

[10-12]. 

In the first case reported, the patient already had a 

diagnosis of tuberculosis when he developed intestinal 

obstruction, which is why it was possible to institute, 

early, a conservative treatment that obtained a good 

clinical response. 
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CONCLUSION 

TBI should be considered in the differential diagnoses of 

patients with acute obstructive abdomen and with the 

institution of specific measures, the success rate with 

drug treatment is high, with surgical management 

remaining for the complications of the disease.
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