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Summary:

Original Article

Background: Tuberculous is (1.B)remains one of the important infections wide especially in
the developing countries & still on important cause for morbidity & mortality.

Aim: to find out the role of diagnostic laparoscopy in the quick & definitive diagnosis of T.B.
peritonitis & to differentiate it from a similar presentation of abdominal malignancies .

Subject & Methods: A forty patients with proved tuberculous peritonitis have been

reviewed retro & prospectively.

Their age range was between 20 - 39 years, 62.5% were females, abdominal distension &
pallor were a common clinical findings 92.5% & 90% respectively, and 42.5 % of the patients
have their complaints for 2 - 3 months, while history of pulmonary tuberculosis was present in
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Results: In 50% of the patients there were no important findings on chest X ray. Ascitis was

positive in 82.5 % of patients on abdominal sonography, while on diagnostic laparoscopy in
45% of patients the findings were ascites with peritoneal & bowel adhesions.

Conclusion: in conclusion there are patients to be recommended to avoid missing T.B.
peritonitis as a curable conclusion & avoid the great delays in the diagnosis.

Introduction
Tuberculosis (T.B) remains one of the important
infection world wide especially in the developing
counties & stiil an important cause for morbidity &
mortality. :
Even in developed countries, T.B re-emerge
again since the eighties as a major health problem
according to WHO reports due to a new
multiple factors including HIV infections,
migration, poor socio-economic conditions,
urbanization & elderly patients “¥.T.B peritonitis is
a form of abdominal Tuberculosis that can involve
the omentum, intestinal tract, liver, spleen, female
genital organs in addition to the parietal & visceral
peritoneum®. Generally the onset is quite insidious
with more than 70% of patients having had
symptoms for more than four months before
definitive diagnosis the most common symptoms
are constitutional & include fever, anorexia,
weakness, malaise, weight loss & abdominal
distension, caused either by ascitis or partial
obstruction more than half of the patients have dull
diffuse abdominal pain, the abdomen or
examination usually diffusely tender in the
majority of patients however the classical doughy
abdomen is rarely found®™, T.B peritonitis should be
suspected in high risk patients e.g. Patients with
family history of tuberculosis, diabetic patients,
patients  undergone  gastrectomy, immune
compromised & patients with renal failure®.

*Assistant Prof. General Surgery , Baghdad Med. College.

The most promising approach involves the
use of polymerase chain reaction (PCR) which can
detected as few as 10-100 bacteria in the sample!®.
Definitive diagnosis of T.B peritonitis depends
mainly on tissue diagnosis, so the aim of this study
is to find out the role of diagnostic laparoscopy in
the quick & definitive diagnosis of this uncommon
clinical problem & to differentiate it from a similar
presentation of abdominal malignancies.

Patients and Methods:

A forty patients with proved tuberculous
peritonitis  have . been reviewed retro  and
prospectively for the period between December
1995 to June 1999. Those patients received in the
gastro - intestinal center most of them referred
from other hospitals in Baghdad or other
provinces.

After their admission a detailed history &
physical examination had done for them with the
appropriate general investigation,

Other specific tests for ascitic fluid
including biochemical for protein & sugar
contents & for cytology. A chest X-ray with
abdominal sonography for all these patients.

A 36 patients of them had undergone
diagnostic laparescopy with biopsy in the
operating theatre under general anesthesia. While
two patients were underwent diagnostic
laparatomy with biopsy prone to be abdominal
tuberculosis. Two patients with ascitis &
suspicious lesions in the liver undergone needle
biopsy for the liver prove to be tuberculous
lesions.
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—-—-——-—-RCSUHS: 0 d d b Table (1): Distribution of the study sample by socio-demographic

A 40 patients admitted to the gastro- characteristic
intestinal center in Al-Shaheed Adnan Hospital I
were reviewed retro and prospectively. Viriahle . Number | %

They were 15 males & 25 females with a - = g ; i
total mean age of 37.5 years. The maximum \f‘; M i it e L 4 -
incidence was at the age range 20-39 years for =37.5,5D= 16.2) 21 525
both males & females, which include 21 patients i 9 25
(52.5%). (Table 1)

Abdominal distension with pain was the L. 17.5
most prevalent presenting feature (Table 2) | Mile | 15 | 375

Other features e.g. fever, jaundice, weight  Gender o e i
loss, general weakness, palpable abdominal ‘ ' Female 22 b
masses, and hepato - splenomegally among other Baghdad | 24 60
clinical findings. (Table 2, 3). ; P J——

The duritio(n of the patient's complaints Rcs;dcnw North of Iraq ’ 22
varies from one to six months. (Table 4) Past South of [rag 7 17.5
medical history for these patients shows; Total : 10 100%
pulmonary T.B in 9 patients, diabetes mellitus 3 | :
patients & one patient with liver cirrhosis. (Table
51)' iz lpatiems were smokers & 2 patients were Table (2): Distribution of patients by their chief complaints,
alcoholic.

Chest X-Ray shows in 11 patients lesions ‘ Variables | Number | Y
suggesting  pulmonary T.B., while pleural Ahdominal distones , 39 738
effusion found in 9 patients, but in 20 patients A\{)(lominle pu‘m : s T
they have no significant radiological sign. (Table 'mcr g 30
6) 3 . . . Jaundice 5 |23

The result of laboratory investigation TI A , i T
showed in 11 patients the Hb level was below 10 Othzrs (abdominal mass, seneralized s
gm / dl W.B.C. between (4000-10.000/mm3) in ol £ e Wl A "
?IEE E‘I'lti;l)lts, ESR (40-79 m / hr.) in 24 patients Total | i 40 .

aple ' o !

The biochemical tests of the ascitic fluid
showed in twenty patients (50%) the glucose
concentration between 40-59 mg/dl, while the
protein content in 14 patients (%) was 3-4.9

e Note: percentages do not add 100% since o patient can present with
© multiple svmptamatology. o

Tauble (3): Distribution of patients by positive physical signs,

mg/n]l ('I‘able 8) . ‘ [Fo Variable i ) | Number | Y%
Abdominal sonographic = finding in 33 L Abdominal distension e ] e
; . % pi Positive Ly a7 e
patients (82.5%) shows sign of free fluid in the it e ‘ '
peritoneal  cavity  while hepato & or Pasitive B S 90
D (5 i Jaundice : B = v o :
splenomegally in 18 (‘45%) gf pallents: (Table 9). boedtive, - 3 95
The laparoscopic finding done for 36 patients Abdominal mass
o o . it Positiy e : R
out of the LOlal (40) pd“(’nr.s' s X Palpable lviph nodes (axillary)
Showed in 18 patients free fluid with Positve
n]u“lpk’ E'l('j.hCSIOH“. In 12 patients in L Abdominal tenderness  Loetlized : 27.5
addition to that there were scattered whitish o Generlived . ot
nodules all over with omental without bowel ; T At I 3

thickening with adhesions without ascitis found Palpable organomeyilly | FHepat
in 2 patients.,only. While female genital organs
involvement with peritoneal nodule in 2 patients.
Peritoneal nodules with liver ‘involvement in
another 2 patients. For all of the patients
undergone diagnostic laparoscopy biopsy usually S
taken for diagnosis. (Table 10). Gencrnlized wasting

Ahdominal ascites
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Table (4): Duration of chief complaint. Table (8): Results of ascitic fluid analysis.
Dueation of chiel complaint | L e of aseitic Auid analvsis Number Y
. E\’umbcr “/" N]m‘n SD '\pt O1 as¢tic 1A and Yol i\ A
in months _ —_— — :
e ; = | Glucose concentration (in mg/dl) (mean =
sor le 5 3753 2 7 s . ) -
: . One or less ‘; 73 2626 73,5 and SD = 16.4)
2-3 17 425 4G - 59 5 [5.0
4-6 6 15 6079 16 50
T+ 2 5 : 80-115 1 344
Total 40 100 % . v Protein (in mg/mb) (mean = 4.1 and SD =
1429 7 218
Table (5): Distribution of the study sample by the presence of important z i I4 S
conditions in their past history. 5-638 U 344
Total 32 100%
~ Past medical history Number %
Pulmonary TB 9 225
able (9): Finding of gbdominai Ultrasenography.
Diabetes Mallitus 2 73 Table (93: Finding of gbdominai Ultrasenography
Liver eirrhosis : | 2.5
Note: number of patients = 40, Findings Number Yo
Ascites : ' 33 82.3
Table (6): Distribution of the study sample by important CXR findings, k)r;i:nnnncgzll!y 18 45
N Peritoneal adhesions & bowel thickening 9 225
CXR findings Number y P T
0 — SR "...n...,_,w...,,._A’ E Liver involvement 7 17.5
No important abnormalities 20 30 Pl "" ” P R - 4 ]'”'
tha kLl b L LD L SN I S ... S vl effusion :
A lesion suggesting B ; il W5 curat ¢f - . T R
 Pleuial elfusion . | 73 i.r\“l_v»(_!.(").n)|nn|»x.nusx‘ 3 1 7.5
| Total A0 . Ottier findings (Mydronephrosis) © | 2 1 O
S e T - Abdominal lymph nodes | 235
*HNoie: Percentages do rol add fo 106% since a patient can have hoth fesion & g j
effusion on CXR. Lotal : 32 100%

Table (7): The reselis of elinical laboratory investigations.
Table (10): Findings of abdominal laparoscopy.

Laboratory investigations Number = %

Blood hemoglobin concenteation {in gmiliy Findings ‘ Number %
[ (can = 10.3.SD = |L§) i ] . e ———

<10 o 5 F . Ascitis + adhesion ol peritoneum & .

10~ 11 Al 18 45

14 16 4 howel

. s )| %

111 =15 13 32.5 < o 1
WRC count (in cellTIPE) (mean = 6000 and ¥ gl 12 3
D = 1876)

N 4)900 . ! 15 Bowel thickenings + adhesions of the 4 :

4000 - 10000 38 93 : e =

. ! VISCCra - no ascitis

11000 | 25 Ai;....f.‘.f“ O : o

L R VO SN s K S )
ESR (in mmchourd {mean = 68 and SD - ;:UL\HM[ nocuies genita ‘ ) g ]
21.7) ? , involvement |

, ) 5 . . . e
' : Dor wllae ¢ 4 At
i; ;‘j | w0 lcnl‘oncai nodules 4 hepatie] ) s
# b ‘ ! s | fvolvement - ‘

RIT— Bl # g S
| Total serum pr_n\icin (TSP iin giv/iml) {rcan = ] Total 36
6.9 and D = 0.5)

RICTSRA 2 5.3

6~0.9 i 26.3

718 : 26 684

Total : 40 100%
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Discussion:

The main problem of abdominal T.B. is in its
early diagnosis, since its clinical presentation
are range & ill defined & may mimic other
disease specially intra - abdominal malignancies
associated with ascitis. The awareness of this
clinical condition is the most important step in its
early diagnosis.

The findings of acid fast bacilli (AFB) in the
ascitic fluid or histological diagnosis are the
only ways to reach the definitive ensure.
Antituberculosis therapeutic (trials used to be one
way to ensure the problem of abdominal T.B.”
Comprising our results with other studies.

In this study the age range of most of the
patients were in the third & fourth , decades of
life with more females than males (25 females to
15 males) of child bearing age which is consistent
with other studies "%,

The clinical features presented by our patients
e.g. abdominal pain & distension due to the
presence of free fluid in the peritoneal cavity
detected in 92-5% of these patients which is
almost the same as other. studies 7™V The
duration of symptoms at the time of diagnosis
was varying from one to six' months, in one
report they found in more than 70% of their
patients having had symptoms for more than
four months before the definitive diagnosis
other features e.g. fever, weight loss, general
(\;\;?akness, pallor are often found in other studies
Evidence of pulmonary T.B. on chest X-Ray was
found in | Ipatients (27.5%) & pleural effusion

. in 9 patients (22.5%) of our patients, which
~lower than other results who found (80%) of
this patients show pleural effusion or pulmonary
infiltration ', Other studies found - ascitic
pulmonary T.B. in 15 - 20% of this patients .

Ascitic fluid analysis shows that the mean
glucose content was 73.5 mg/dl. Which is higher
than other report who found the glucose
content -is around 30mg/dl, while the protein
content in 25patients (78.2%) were more than 3gm
/dl ranging between 3-6-8 gm/dl while other
reports found an exudate in 94.4%of their patients
U The sonographic findings of abdominal T.B. are
variable Ramaiya -L-found free or loculated fluid
collection intra abdominal abscesses,
ileocaecal  mass, enlarged mesenteric lymph
nodes, mesenteric or omental thickening adherent
loops of bowel are among the findings on abdominal
sonography V. Other reports in 40 patients with
peritoneal T.B. they record other sonographics
findings as sliced bread appearance in dry T.B. in 8
cases & in the remaining 32 patients with ascitis
from a frecly floating bands with or without net
work in 20

, . (1314
cases &" lotus petals "like sign in 12 cases ™',

Our sonographic results show the presence of firee
fluid in 33 patients (82.3%) of patients,
organomegally in 18 patients (45%), peritoneal
adhesion & bowel thickening in 9 patients, liver
involvement, pleural effusion &abdominal masses
in other patients, these results are different
from. other reports because the ultrasonic
results are from different sources with variable
experience of the sonographist. The role of
laparoscopic as a modern method of
investigation prove to be a useful diagnostic
tool in some cases to avoid the need of
opensurgical exploration. & ‘it's the most
convenient method in evaluating patients with
abdominal fluid collection, it depends on visual

as well as getting tissue for histological
diagnosis.  So it helps in differentiating
abdominal T.B. from disseminated intra

abdominal tumors. The laparoscopic findings in
most of patients are: ascitis, multiple nodules in the
peritoneal surface with adhesions & bowel
thickening, liver “& female genital tract
involvement, thickening of the ileocaecal region.
Our findings also reported in other similar studies

(15> 16)
Conclusion:
In  Conclusion there are patients . to  be

recommended to avoid missing T.B peritonitis as a
curable condition & avoid the great delays in the
diagnosis.

1. T.B. = peritonitis is still uncommon
clinical problem & clinicians should be aware
about its possibility in facing patients with vague
abdominal complaints. ‘

2. Non invasive investigation showed first
to be used to decrease the list of differential
diagnosis,

3. To  differentiate between T.B
peritonitis &disseminated abdominal
malignancy, laparoscopy is the minimal invasive
technique for definitive diagnosis with minimal
sides effects.
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