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ABSTRACT	

Appendicitis	is	a	common	disease	while	abdominal	tuberculosis	is	rare.	Diagnosing	
appendicitis	is	comparatively	easier	while	for	abdominal	tuberculosis	till	date	no	
definitive	diagnostic	 tool	 is	available.	All	Clinical,	hematological	and	radiological	
only	 support	 the	 diagnosis	 but	 not	 confirm	 the	 diagnosis.	 In	 this	 study	 both	
appendicitis	 and	 abdominal	 tuberculosis	 were	 present	 simultaneously	 which	 is	
very	rare	incidence	in	medical	literature.	

	
INTRODUCTION	

Chronic	appendicitis	is	a	very	common	condition	while	as	abdominal	tuberculosis	is	a	very	rare	
condition.	 Usual	 things	 between	 them	 are	 similar	 initial	 presentation	 like	 as	 pain	 in	 right	
iliolumber	 region	 more	 or	 less	 around	 umbilicus	 with	 fever	 nausea	 and	 vomiting,	 loss	 of	
appetite.	 Diagnosing	 appendicitis	 is	 very	 easy	 while	 abdominal	 tuberculosis	 is	 remains	 a	
challenging	condition	even	with	experienced	clinicians.	Till	date	there	is	no	biochemical	and	
radiological	test	can	prove	abdominal	tuberculosis.	Tuberculosis	is	one	of	the	top	10	causes	of	
death,	 globally.	 In	 2017,	 ten	 million	 people	 developed	 tuberculosis,	 with	 an	 estimated	 1.3	
million	 deaths	 [1].	 Extra	 pulmonary	 tuberculosis	 occurs	 in	 about	 20%	 of	 all	 tuberculosis.	
Abdominal	tuberculosis	constitutes	about	10%	of	extra-pulmonary	tuberculosis	[2].	There	are	
some	misconceptions	like	as	abdominal	tuberculosis	is	rare	and	disease	of	poor	family	and	is	
always	associated	with	active	pulmonary	tuberculosis	[3].	A	high	index	of	clinical	suspicion	is	
needed	for	this	diagnosis	[4].	]	Most	of	the	cases	manage	conservatively;	Surgery	is	performed	
only	 about	 15%	 of	 the	 cases	 due	 to	 obstruction,	 abscess	 formation,	 and	 perforation	 [5].	
Radiological	 finding	 of	 abdominal	 TB	 is	 non-specific.Ultrasonography	 and	 computed	
tomography	 may	 show	 generalized	 or	 localized	 ascites,	 thickened	 bowel	 loop,	 enlarged	
mesenteric	lymph	nodes.	CT	scan	is	the	modality	of	choice	in	evaluating	the	extent	and	type	of	
abdominal	tuberculosis	[6].	Nevertheless,	radiological	find-ings	are	non-specific	[7].	
	

CASE	STUDY	
24	years	old	Patient	was	admitted	to	our	side	as	a	case	of	pain	in	right	iliolumber	region.	Pain	
was	recurrent	and	mild	intensity	for	6	months.	Fever	was	also	present	on	and	off	for	6	month.	
Altered	bowel	habbit	was	present.	Patient	was	admitted	three	times	within	these	periods	.initial	
ultrasound	findings	was	inflamed	appendix	but	sometimes	pain	appeared	in	whole	abdomen	
due	to	which	diagnosis	was	unclear.	CT	scan	was	advised	and	findings	were	suggestive	of	ileal	
thickening	 [Koch’s	 abdomen].patient	was	 also	 hepatitis	 B	 positive.	 Still	 dilemma	was	 there	
either	 this	 is	 a	 case	 of	 chronic	 appendicitis	 or	 Koch’s	 abdomen.	 Evaluation	was	 started	 for	
Koch’s	abdomen.	hematological	investigation	with	montoux	test	,	serum	ESR,	serum		adenosine	
deaminase	 were	 also	 sent,	 only	 serum	 adenosine	 deaminase	 was	 increased	 ,and	 add	 a	
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supportive	diagnostic	tool	towards	Koch’s	abdomen.	But	patient	again	develop	severe	pain	at	
same	 site	 and	Mc	 Burney’s	 tenderness	was	 present	 now	 this	 time.	 	 Next	 day	 preoperative	
assessment	 was	 done	 and	 open	 appendectomy	 was	 planned.	 During	 open	 appendectomy	
inflamed	appendix	was	present	along	with	some	multiple	white	spot	on	ileum	part	suggestive	
of	 Koch’	 abdomen,	 intraoprative	 video	 and	 photographs	 were	 recorded	 for	 future	
correspondence.	
	

	
Figure	1:	Arrow	indicates	white	spot	(Dot’s	like	as	Tuberculer	lesion)	on	distal	part	of	ileum	

	

	
Figure	2:	inflamed	appendix		
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DISCUSSION	
In	young	age	group	chronic	appendicitis	is	common	disease	but	Koch’s	abdomen	is	very	rare.	
In	this	patient	most	common	symptom	was	pain	in	right	ileolumber	region	for	6	month	along	
with	loss	of	weight	and	loss	of	appetite.	Therefore	surgeons	get	confused	either	this	is	a	case	of	
chronic	appendicitis	or	Koch’s	abdomen.	At	present	there	is	no	confirmatory	test	that	can	help	
to	differentiate	either	this	is	a	chronic	appendicitis	or	Koch’s	abdomen.	Some	test	may	help	to	
support	Koch’s	abdomen	like	as	increased	lymphocytes,	increased	ESR,	and	increased	serum	
adenosine	deaminase,	montoux	test,	ileal	thickening	enlarged	mesenteric	lymph	node.	CT	scan	
may	be	helpful.	 Initial	management	was	 conservative	 .but	when	patient	 did	not	 respond	 to	
conservative	treatment	then	surgery	may	be	performed.	Even	in	areas	where	the	dis-ease	is	
prevalent,	 a	 correct	 clinical	 diagnosis	 is	 made	 in	 only	 half	 of	 the	 patients	 [8].abdominal	
tuberculosis	is	a	great	mimicker	of	many	abdominal	diseases	like	as	appendicitis,	pancreatitis	
or	 pancreatic	 cancer,	 large	 bowel	 malignancy.	 No	 clinical,	 biochemical	 or	 radiological	
parameter	is	specific	for	abdominal	tuberculosis.	CT	scan	may	show	generalized	or	localized	
ascites	with	thickened	bowel	or	enlarged	lymph	nodes	[9].	Definitive	diagnosis	is	possible	only	
in	 about	 80%	 case	 and	 therapeutic	 diagnosis	 is	 in	 about	 20%.most	 of	 the	 abdominal	
tuberculosis	 responded	 within	 2	 weeks	 of	 anti-tubercular	 treatment	 [4].	 Laparotomy	 or	
laparoscopy	helps	to	diagnose	definitive	case	of	abdominal	tuberculosis.	sometimes		abdominal	
cocoon	which	is	mainly	diagnosed	intra-operatively	and	in	this	condition	needs	open	surgery	
to	 peel	 away	 the	 fibrous	 tissue	 encasing	 the	 bowel	 [10].in	 this	 case	 only	 serum	 adenosine	
deaminase	and	ESR	was	raised	slightly		CT	scan	was	also	suggestive	of		ileal	bowel	thickening.	
All	 these	 were	 helpful	 to	 diagnose	 abdominal	 tuberculosis	 preoperatively.	 Intraoperatively	
multiple	tubercles	were	present	on	ileum	that	confirms	diagnosis.	

	
CONCLUSION	

Appendicitis	 is	very	common	while	abdominal	tuberculosis	 is	very	rare.	 In	this	case	only	on	
basis	of	symptoms	diagnosis	was	not	confirmed	either	appendicitis	or	abdominal	tuberculosis.	
Even	an	experienced	clinician	could	not	make	diagnosis	because	abdominal	tuberculosis	is	a	
great	mimicker	of	much	abdominal	pathology.	Therefore	multiple	nonspecific	 tests	must	be	
performed	 like	 as	 raised	ESR,	 elevated	 serum	adenosine	deaminase,	 increased	 lymphocytes	
count,	CT	scan,	biopsy	pre	and	post	operatively	if	possible.	If	abdominal	tuberculosis	confirm	
intraoperatively,	 anti	 tubercular	 treatment,	 must	 be	 started.	 In	 this	 case	 preoperatively	
abdominal	 tuberculosis	was	suspected	along	with	 inflamed	appendix.	During	appendectomy	
multiple	tubercle	lesions	were	present	on	ileum.	Postoperatively	antituberculer	treatment	was	
started	and	patient	recovered	completely.	
	
References	
1.	World	Health	Organization.	Global	tuberculosis	report	2018,	World	Health	Organization,	Geneva,	2018,	
https://www.who.int/tb/publications/global_report/en/	(accessed	16	May	2019)	

2.	Rathi	P,	Gambhire	P.	Abdominal	Tuberculosis.	J	Assoc	Physicians	India.	2016;	64:38–47	PubMed	PMID:	
27730779.	

3.	Haddad	FS,	Ghossain	A,	Sawaya	E,	Nelson	AR.	Abdominal	tuberculosis.	Dis	Colon	Rectum	1987;	30:724-735.	
PubMed	PMID:	3304887.	

4.	Debi	U,	Ravisankar	V,	Prasad	KK,	Sinha	SK,	Sharma	AK.	Abdominal	tuberculosis	of	the	gastrointestinal	tract:	
revisited.	World	J	Gastroenterol.	2014;	20:14831–40.	https://doi.org/10.3748/wjg.v20.i40.14831	PubMed	
PMID:	25356043;	PubMed	Central	PMCID:	PMC4209546.	



	
	

	
108	

Vol	9,	Issue	5,	October	-	2022	British	Journal	of	Healthcare	and	Medical	Research	(BJHMR)	
	

Services	for	Science	and	Education	–	United	Kingdom	

5.	Cho	JK,	Choi	YM,	Lee	SS,	Park	HK,	Cha	RR,	Kim	WS,	Kim	JJ,	Lee	JM,	Kim	HJ,Ha	CY,	Kim	HJ,	Kim	TH,	Jung	WT,	Lee	
OJ.	Clinical	features	and	outcomes	of	abdominal	tuberculosis	in	southeastern	Korea:	12years	of	experience.	BMC	
Infect	Dis.	2018;	18:699.	

6.	Evans	RP,	Mourad	MM,	Dvorkin	L,	Bramhall	SR.	Hepatic	and	intra-abdominal	tuberculosis:	2016	update.	Curr	
Infect	Dis	Rep.	2016;	18:45.	PubMed	PMID:	27796776.	

7.	Maclean	KA,	Becker	AK,	Chang	SD,	Harris	AC.	Extrapulmonary	tuberculosis:	imaging	features	beyond	the	chest.	
Can	Assoc	Radiol	J.	2013;	64:319-324.	doi:	https://doi.org/10.1016/j.carj.2012.07.002.	PubMed	PMID:	
23267519	

8.	Kapoor	VK,	Sharma	LK.	Abdominal	tuberculosis.	Br	J	Surg.	1988;75:2-3.PubMed	PMID:	3276368.	

9.	Batra	A,	Gulati	MS,	Sarma	D,	Paul	SB.	Sonographic	appearances	in	abdominal	tuberculosis.	J	Clin	Ultrasound.	
2000;28:233-245.	PubMed	PMID:10800002.	

10.	Wani	I,	Ommid	M,	Waheed	A,	Asif	M.	Tuberculous	abdominal	cocoon:	original	article.	Ulus	Travma	Acil	
Cerrahi	Derg.	2010;16:508–10.	

	
	
	


