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ABSTRACT

Case Report

Gastric Tuberculous Ulcer Perforation
Presenting as Acute Peritonitis

ZEINEB MZOUGH]I', SLIM ZRIBI?, SANA BEN SLAMA MALLOULI,, DHOUHA BACHA*, MOHAMED TAHER KHALFALLAH®

Koch’s bacillus infection is a rare cause of gastric ulcer. Gastric perforation associated with tuberculosis is extremely rarely presented
as generalised peritonitis. A 39-year-old patient presented with epigastralgia with fever for one week. The physical examination
found a generalised abdominal defense. Computed tomography evoked the diagnosis of perforated duodenal ulcer. The patient
was operated and a suture excision of a perforated gastric ulcer was performed. The mesentery contained multiple lymph nodes.
The small intestine was uniformly carded. The histopathological examination showed a gastric tuberculous ulcer. Acute peritonititis
complicating tuberculous duodenal ulcer should be evoked especially in endemic area. Clinical history, abdominal CT scan results,
and intraoperative exploration should suggest this diagnosis with therapeutic implications.

CASE REPORT

A 39-year-old male patient presented to the Emergency Department
for epigastralgia of sudden appearance occurring on the background
of fever for one week. He reported an unquantified weight loss in the
last six months.

The patient had history of smoking two packs per day for the last 10
years. The examination found a fever at 100.4°F and a generalised
abdominal defense. The laboratory test found leukocytosis at
18000/mmé?. The chest X-ray showed no parenchymal pulmonary
abnormalities or pneumoperitoneum.

The abdominal computed tomography showed abdominal effusion
of great abundance with nodular and irregular thickening of the
parietal peritoneum and an extra luminal bull near the antrum,
evoking perforated duodenal ulcer [Table/Fig-1].

[Table/Fig-1]: An abdominal effusion of great abundance with a nodular and
irregular thickening of the parietal peritoneum and an extra luminal bull near the
antrum (black arrow).

He was operated with a first laparoscopic approach which found
a generalised peritonitis with abundant purulent effusion and false
layers. The peritoneal fluid was prelevated and addressed for
bacteriological examination. The exploration was difficult because of
multiple adhesions and a small intestine of fragile thickened aspect
under the forceps. A median conversion was decided. There was a
2 cm perforation on the anterior front of the antrum. The mesentery
contained multiple adenopathies. The small intestine was uniformly
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carded. We performed a suture excision of this perforated gastric
ulcer. An adenopathy located on the mesentery was taken and
addressed to histopathological examination.

The histopathological examination of both gastric tissue around the
ulcer and the adenopathy, showed epithelioid and giganto-cellular
tuberculoid granulomas with caseous necrosis confirming the
diagnosis of tuberculous gastric perforation [Table/Fig-2]. Koch'’s
bacillus was not isolated from the abdominal effusion.

[Table/Fig-2]: Histological image showing ulceration (top, left) with deep tuberculoid
granulomas. Adjacent gastric mucosa (bottom right) (H&E x100).

The postoperative outcomes were uneventful. The postoperative
assessment (clinical examination, CT scan, search for Koch’s
bacillus in sputum and urine) did not find any other tuberculous
sites, particularly pulmonary tuberculosis. An anti-tuberculosis
quadritherapy was started.

The patient had no fever or any abdominal signs at six-month
follow-up.

Written informed consent was obtained from the patient for
publication of this case report and any accompanying image.

DISCUSSION

Koch'’s bacillus infection is a rare cause of gastric ulcer [1]. Gastric
tuberculosis has been described as a pseudotumoural or obstructive
lesion, most of the times [2,3].

Intestinal perforation is the doubtable complication of abdominal
Koch’s bacillus chronic infection [4,5]. Gastric tuberculosis
associated with perforation is extremely rare (five cases reported
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in the literature) [6,7]. In these cases, patients were young (mean
age 35 years), with male to female ratio 4 to 2. The diagnosis was
confirmed by the presence of acid fast bacilli on culture specimen
of the gastric biopsy or the caseating necrosis in the lymph
nodes. In one case, the Mycobacterium tuberculosis culture was
positive on peritoneal fluid and gastric biopsy specimen [6].

Because of peritoneal adhesions in abdominal tuberculosis, clinical
presentation is rarely described as generalised peritonitis. Similarly,
clinical findings in perforated tuberculous duodenal ulcer, has been
reported in only one case [8]. In this circumstance, it is all the more
difficult to preoperatively suspect the diagnosis of tuberculosis.
Weight loss with nocturnal sweats and adenopathy in the abdominal
CT scan contributes to the diagnosis.

In peroperative care, the absence of sclerotomatosis and intestinal
lesions consistent with Crohn’s disease (stenosis, fistulae), and the
presence of lymph nodes were evoking gastric tuberculosis in the
present case [9].

Suspecting perforated gastric tuberculosis makes it possible
to limit the gesture to excision of the ulcer (for pathological
examination) and suture. Treatment of the bacilli infection should
be done by anti-tuberculosis drugs. For the cases described in
literature, total or partial gastrectomy was performed in most of
the cases (four cases) [7]. All these patients died postoperatively.
In one case, conservative approach was considered keeping
in mind the high mortality rate of gastric resection. The patient
died by associated pulmonary tuberculosis despite no surgical
complications [6].

The intraoperative data may be helpful to direct the anatomo-
pathologist towards the search for granulomas and caseous
necrosis [10].
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The postoperative management involves isolation of the patient with
a complete tuberculosis check-up and medical treatment based on
anti-tuberculosis drugs.

CONCLUSION

All the elements of the digestive tract can be affected by abdominal
tuberculosis. Gastric perforation associated with tuberculosis is
extremely rarely described as generalised peritonitis. This aetiology
may have therapeutic and operative implications.
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