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ABSTRACT

Case Report

Unusual Finding in the Inguinal Canal:
Abdominal Tuberculosis Presenting as

Inguinal Hernia

PRIYA DHANDORE!', NARENDRA NARAYAN HOMBALKAR?, MOHD HAMID SHAFIQUE AHMED?®

Abnormal findings in the inguinal canal during Herniotomy are not very rare for a paediatric surgeon. These abnormal findings may range
from opposite gender sex organ (e.g. uterus and fallopian tube during orchidopexy) to unexpected malignancy (e.g. Rhabdomyosarcoma)
to the abnormal embryological development (Splenogonadal fusion). Though abdominal tuberculosis is common, abdominal tuberculosis
presenting as an inguinal hernia is exceedingly uncommon. We report an unusual case of abdominal tuberculosis presenting as inguinal

hernia.

CASE REPORT

A seven-year-old boy presented to surgical outpatient department
for right sided inguino-scrotal swelling. On clinical examination the
boy had a right sided inguinal hernia which was reducible. There
were no other positive findings and no other significant medical
history. His chest x-ray done for the pre anaesthetic evaluation
was normal. He was medically fit and underwent right sided
Herniotomy.

During surgery it was found that the hernial sac was quite thick
and nodular. The sac was separated from the cord structures and
opened. The peritoneal surface of the sac was studded with very
fine to medium sizes tubercles suggesting tubercular involvement
[Table/Fig-1]. There was presence of excessive amount of
peritoneal fluid which kept on coming from the peritoneal open
end of the sac. The peritoneal fluid was collected and it formed
coagulum on standing [Table/Fig-2]. The intestinal loops which
were near the internal ring were drawn outside and inspected,
apparently they were normal. No other gross abnormality was
found. The sac was meticulously doubly ligated. The redundant
sac was excised and sent for histopathology. The spermatic cord
was grossly normal and was not thickened. The right testicle

nodules over the hernia sac.
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[Table/Fig-2]: Intraoperative image showing ascitic fluid over the hernia sac with
coagulum containing ascitic fluid in the test tube.

was delivered into the wound from the incision and the tunica
was opened. Grossly the right testis was normal. Postoperative
recovery was uneventful. Histologically the redundant sac showed
multiple epitheloid granuloma with Langhan’s type giant cells,
characteristic of tuberculosis. Postoperatively ESR was done which
was 95mm at the end of first hour. Ascitic fluid was exudative in
nature with predominance of lymphocytes. Urine was collected
and it was negative for Acid Fast Bacilli. Andominal Ultrasound
was done which was normal. The patient was put on multi drug
antitubercular therapy (Rifampacin, Isoniazide, Pyrazinamide and
Ethambutol) and was free of disease when seen nine months after
surgery.

DISCUSSION

Abdominal Tuberculosis (ATB) is one of the common forms
of extra pulmonary tuberculosis. ATB includes tuberculosis of
gastrointestinal tract, peritoneum, omentum, mesentery, lymph
nodes and solid intra-abdominal organs like liver, spleen, and
pancreas. Three varieties of chronic tubercular peritonitis have
been described, namely ascitic type, encysted (loculated) type and
fibrous type [1]. Abnormal findings in the inguinal canal during the
operation of Herniotomy are not very rare for a paediatric surgeon.
These abnormal findings may range from opposite gender
sex organ (e.g. uterus and fallopian tube during orchidopexy)
to unexpected malignancy (e.g. Rhabdomyosarcoma) to the
abnormal embryological development (Splenogonadal fusion) [2].
ATB is still a common entity in Indian subcontinent. Among the
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varied manifestation of ATB, presentation as an inguinal hernia
is not common. English literature search had revealed only a
few case reports [3-11]. Ascitic form of tubercular peritonitis is
supposed to be of the milder form due to strong host resistance.
The disease is insidious in onset. Pain is conspicuous by its
absence. Clinical or subclinical ascites is reported in virtually all
patients with tubercular peritonitis and is frequently the presenting
feature. The most common form of abdominal tuberculosis is wet
type (Ascitic) Peritonitis. In these cases ascites may be localized
or generalised throughout the peritoneal cavity. Multiple tubercles
are present on both the layers of peritoneum. A congenital
inguinal hernia is the manifestation of patent processus vaginalis
(continuation of peritoneum in the inguinal canal). The tubercular
pathology which affects primarily the peritoneum, can affect the
hernia sac which can be encountered during routine herniotomy
operation. The excessive amount of abdominal fluid causes raised
intra abdominal pressure and can itself be the cause of the inguinal
hernia or sometimes the umbilical hernia [1]. The tubercular ascitic
fluid may also trickle down to the patent processus vaginalis and
will be picked up during herniotomy. Tuberculous peritonitis can
be diagnosed by abdominal ultrasound or CT to detect ascites
and lymphadenopathy with or without diffuse thickening of the
peritoneum, mesentery and/or omentum. Ascitic fluid is typically a
straw coloured (protein>25-30g/l) with white cell (> 500mm?3) and
(lymphocytes >40%). Unfortunately, diagnostic smears for acid fast
bacilli are diagnostic in only < 3% of patient and culture may take
upto 4-8 weeks. Laparoscopy and peritoneal biopsy is perhaps
the most effective method of diagnosing tuberculous peritonitis.
Multiple epitheloid granuloma with Langhan’s type giant cells on
histopathology clinches to the diagnosis of tuberculosis. With
wider prevalence of HIV and the subsequent increase in infections
like tuberculosis, testing for HIV may be appropriate. Management
is principally supportive (nutrition and hydration) and medical
(systemic multidrug antitubercular therapy) although surgery may
be required for specific complication such as intestinal obstruction
due to strictures, adhesions or perforation [12].
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CONCLUSION

A good clinical systemic examination especially of abdomen for
the presence of ascites or palpable nodal masses or thickened
bowel loops can give clue towards abdominal tuberculosis as the
cause of hernia in selected cases. Many times during herniotomy
the hernial sac is merely twisted and ligated from outside without
its inspection from inside. Also the hernia sac is not routinely
subjected to histopathological examination. This case highlights
the importance of thorough inspection of the hernial sac and
of tissue diagnosis of the hernial sac if it appears abnormal or
associated with ascites. If confirmed as abdominal tuberculosis it
should be treated with standard multidrug antitubercular regimen.
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