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Case Report
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ABSTRACT
Amongst various forms of TB, TB of the gastrointestinal tract is the sixth most frequent form of extra-pulmonary TB. Though any 
part of the gastrointestinal tract can be involved, the most common site of involvement is ileocaecal region. It can have a varied 
presentation, frequently mimicking other diseases, thus causing delay in diagnosis and management. Therefore a high degree 
of suspicion along with proper use of diagnostic modalities is essential for timely diagnosis of the disease. Here, we present a 
case of isolation of a strain of MTB complex resistant to rifampicin from stool specimen of a retroviral disease patient diagnosed 
with abdominal Koch’s.
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INTRODUCTION

Tuberculosis (TB) can involve any part of the gastrointesti-
nal tract from mouth to anus, the peritoneum and the pancre-
atobiliary system. It can have a varied presentation, frequent-
ly mimicking other diseases.1,2  Amongst various forms of 
TB, TB of the gastrointestinal tract is the sixth most frequent 
form of extra-pulmonary site, after lymphatic, genitourinary, 
bone and joint, miliary and meningeal tuberculosis as cited 
by Paustian FF et al3  and Dabhi L, Suthar H et al.4 Both the 
incidence and the severity of abdominal TB are expected to 
rise with increasing incidence of HIV infection in India.5

Isolation of acid fast bacilli (AFB) is the gold standard for 
diagnosis of pulmonary TB but it may not be possible to es-
tablish the diagnosis of various forms of abdominal TB using 
culture techniques. Diagnosis of abdominal TB is made ei-
ther on the histological evidence of TB in the tissues (eg. evi-
dence of tubercles with caseation or demonstration of AFB 
in the lesion.) or typical operative findings suggestive of TB 
or by using radio-imaging procedures.6

Here, we present a case of isolation of Mycobacterium tu-
berculosis from stool specimen of a retroviral disease (RVD) 
patient with abdominal tuberculosis.

CASE REPORT

A 42-year-old male patient presented with chief complaints 
of loose motions (10-12 episodes daily) since three months. 
Patient also complained of body ache and giddiness since 
two months. He was a known case of RVD on ZLN (Zid
ovudine+Lamivudine+Nevirapine) regimen since six years. 
There was no history of blood in stool, fever with chills, nau-
sea or vomiting. There was no past history of diabetes, hy-
pertension and tuberculosis.

On examination, patient was conscious with vitals stable. 
Per abdomen examination revealed soft abdomen, no orga-
nomegaly.

Results of haemoglobin, complete blood count, renal func-
tion tests, liver function tests were within normal limits. Test 
for HIV 1 antibodies was positive. 
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Chest X-ray PA view revealed chronic infiltration sugges-
tive of Koch’s, though patient did not give any past history 
of pulmonary TB. USG abdomen revealed thickening of il-
eocolic junction and caecal wall, minimal interbowel free 
fluid and mesenteric lymphadenopathy.

Stool sample of this patient was received in TB culture and 
DST laboratory in sterile container for mycobacterial culture. 
The stool specimen was subjected to Ziehl-Neelsen staining7 

and direct microscopic examination revealed presence of pus 
cells along with presence of slender, elongated, curved acid 
fast bacilli with varied morphology.

The stool specimen was then subjected to decontamination 
by NALC-NaOH method. Resultant sediment was inocu-
lated onto two slopes of Löwenstein-Jensen(LJ) medium and 
one slope of Para nitrobenzoic acid(PNB)8. The slopes were 
incubated at 370C. After initial examination after 72 hours, 
these slopes were examined weekly.

Solid culture on LJ medium showed slow growth of rough, 
buff coloured colonies suggestive of M. tuberculosis at 6 
weeks. PNB slope did not reveal any growth.  For drug sus-
ceptibility testing (DST), the culture was subjected to both, 
solid DST by economic variant of 1% proportion method8 
and line probe assay (LPA). LPA is a molecular method 
based on reverse hybridization technique, used for detection 
of MTB complex and resistance to Isoniazid (INH) and Ri-
fampicin (RIF).9 The strain was found to be resistant to RIF 
and sensitive to INH, ethambutol (ETH) and streptomycin 
(STR) on solid DST. Results of LPA showed presence of 
TUB band, thus confirming the identity as MTB complex. 
rpoB gene locus for RIF resistance showed absence of wild 
type 8 band and presence of mutation band 3 representing 
mutation at codon S531L. All wild type bands were present 
along with absence of mutation band in katG and inhA gene 
loci for high level and low level INH resistance respectively. 
Thus, the strain was reported as resistant to RIF and sensitive 
to INH.

The patient was diagnosed as a case of abdominal Koch’s 
and anti Koch’s treatment (AKT) was started. Since pa-
tient showed signs of hepatotoxicity, drug regimen was 
changed to hepatosafe AKT (Ethambutol+Streptomycin) 
and was advised monitoing of liver function tests (LFT). 
Patient was advised shifting to AKT when results of LFT’s 
would be within normal limits. Thereafter, patient was put 
on extended regimen since rifampicin resistant strain was 
isolated. He responded to treatment and showed clinical 
improvement.

DISCUSSION

Abdominal tuberculosis constitutes a major public health 
problem in developing countries and is associated with sig-
nificant morbidity and mortality.10,11 Though any part of the 
gastrointestinal tract can be involved, the most common site 
of involvement is ileocaecal region, possibly due to increased 
physiological stasis, increased rate of fluid and electrolyte 
absorption, minimal digestive activity and an abundance of 
lymphoid tissue at this site.1

Abdominal TB is a disease that predominantly affects young 
adults. Two-thirds of all cases involve patients between 21 
and 40 years of age. This patient also fits in the above men-
tioned range. There is no difference in the incidence rate be-
tween male and female subjects, although some studies sug-
gest a slightly increased female predisposition.1

The postulated mechanisms by which the tubercle bacilli 
reach the gastrointestinal tract are (i) hematogenous spread 
from the primary lung focus in childhood with later reactiva-
tion (ii) ingestion of bacilli in sputum from active pulmonary 
focus (iii) direct spread from adjacent organs and iv)through 
lymphatic channels from infected nodes.1

Gastrointestinal tuberculosis constitutes 70-78% cases of ab-
dominal tuberculosis1. Ileocaecal area is the most commonly 
involved site followed by colon and jejunum.1,12 Rarely tu-
berculosis may involve stomach, duodenum and oesopha-
gus. The three characteristic intestinal lesions produced in 
tuberculosis include i) ulcerative ii) hypertrophic and iii) 
stricturous or constrictive.12 A combination of these morpho-
logical forms may also occur. Most cases of gastrointestinal 
tuberculosis have associated lymph node and peritoneal in-
volvement. Peritoneal involvement may be in the form of 
peritoneal adhesions or exudative fluid in the peritoneal cav-
ity (ascites). The nodal involvement in abdominal tubercu-
losis is mainly mesenteric or retroperitoneal. Lymph nodes 
may show caseation or calcification.12

The clinical presentation may vary from asymptomatic dis-
ease (an incidental finding on laparotomy) to acute, acute on 
chronic or chronic symptomatic disease. The symptomatol-
ogy mainly includes constitutional symptoms such as fever, 
malaise, night sweats, loss of weight, weakness in about one-
third of patients. Local symptoms and signs such as chronic 
diarrhoea, constipation, pain in abdomen, vomiting, abdomi-
nal distension may be present according to site and type of 
involvement. Physical examination of abdomen may show 
signs of ascites, lump in abdomen or visible peristalsis with 
dilated loops of gut. However, in a large number of cases 
it may be unrewarding. Because of varied clinical presenta-
tions, one or the other form of abdominal tuberculosis may 
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mimic malignant neoplasms or inflammatory bowel disease. 
Therefore, a high degree of suspicion along with proper use 
of diagnostic modalities is essential for timely diagnosis of 
the disease.1,6

Isolation of acid fast bacilli is the gold standard for diagnosis 
of pulmonary TB, but, may not be possible for establishing 
the diagnosis of various forms of abdominal TB. New crite-
ria suggested for the diagnosis of abdominal TB by Lingen-
felser13 are as follows: (i) Clinical manifestations suggestive 
of TB (ii) Imaging evidence indicative of abdominal TB (iii) 
Histopathological or microbiological evidence of TB and/or 
(iv) Therapeutic response to treatment.

This is the first report of M. tuberculosis complex isolated 
from stool specimen of a patient diagnosed with abdominal 
Koch’s from the TB culture and DST laboratory in a tertiary 
care hospital. He was a retroviral disease patient, developed 
persistent diarrhoea for three months along with constitution-
al symptoms. There was imaging evidence of abdominal TB 
as suggested by ileocolic junction and caecal wall thickening 
and mesenteric lymphadenopathy. Microbiological isolation 
of the agent is very rare and it has remained under 50% in all 
the reported series.14 However in this case we could isolate 
MTB complex from stool specimen and detect rifampicin re-
sistance by performing DST by both solid as well as molecu-
lar method (LPA). The isolation of MTB is also essential for 
performing susceptibility tests, the importance of which is 
growing because of high incidence of multi drug resistance.15 

A past history of pulmonary TB is quite frequent in patients 
with abdominal TB.16 In this case though patient did not give 
any past history of pulmonary TB, chest X-ray findings re-
vealed chronic infiltration suggestive of Koch’s.

By using clinical, imaging and microbiological evidence, the 
patient was diagnosed as a case of abdominal TB and AKT 
was started.

CONCLUSION

Tuberculosis can involve any part of gastrointestinal tract. 
Symptomatology can be varied and disease often mimics 
malignancy or inflammatory bowel disease. It can cause 
delay in diagnosis as well as treatment. Therefore, a strong 
clinical suspicion along with a combination of imaging, his-
topathological, microbiological and molecular tests can pro-

vide accurate diagnosis of the disease. Microbiological isola-
tion further aids in susceptibility testing for anti-TB drugs, 
which is important to combat the problem of MDR-TB.
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