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Abstract

Abdominal tuberculosis is an important cause of ascites in India which accounts for 3-5% of all tuberculosis cases
and its association with pulmonary tuberculosis is not clearly defined. Genital tuberculosis affects approximately
12% of patients with pulmonary tuberculosis and constitutes 15-20% of extra-pulmonary tuberculosis depending
on the country. Apart from that, the coexistence of pulmonary and genital tuberculosis has been reported in 8-
15% of the cases in different studies. Present study reports three cases with age range of 44 years to 60 years. Main
presenting complaint of one patient was Progressive abdominal distension, fullness andbreathing difficulty. In
second patient, we observed Abdominal distension and decrease appetite and in third patient, complained of
Abdominal distension with pain and backache,flatulence, weight loss and decrease appetite was observed.
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INTRODUCTION:

Abdominal tuberculosis is an important cause Differentiation of abdominal tuberculosis from
of ascites in India which accounts for 3-5% of all ovarian malignancy is still a challenge. Serum
tuberculosis cases and its association with CA 125 can be elevated in both ovarian cancer
pulmonary tuberculosis is not well defined. It and peritoneal tuberculosis.! Similar clinical
mimics ovarian carcinoma by its vague and image findings cause diagnostic difficulty
symptoms and non-specifjc symptoms. and the challenge of distinguishing these two

disease entities.
Table 1: Characteristic of each patients of case series

Patient 1 Patient 2 Patient 3
Age 44 years 60 years 45 years
Parity P3L3 P5L5 P4L4
Main complaint | Progressive abdominal distension, fullness and Abdominal distension and Abdominal distension with pain and backache flatulence,
breathing difficulty decrease appetite weight loss, decrease appetite
Ultrasound Large ascites withbilateral ovarian mass Gross ascites with no comment |Uterus anteverted, normal size, ET 8 mm, bilateral ovaries
septations (left: 3.1x4.4cm, right: 3.56x2.7cm) on tubo- ovarian mass normal, moderate freefluid in abdomen and pelvis
CT scan Small septate cystic mass in bilateral ovary  |A heterogeneous ill-defined soft | Mass seen in right lobe of liver suggestive of focal nodular
with mild diffuse fat stranding in small bowel |tissue mass lesion seen inright | hyperplasia, multiple small subcentimetric para-aortic
mesentry and omentum associated with gross | adnexa with diffuse omento mesenteric lymphadenopathy, uterus normal size, right
ascites alongwith multiple small peritoneal nodules and gross | adnexa showed 4.9x4.6 cm. hemorrhagic cyst otherwise
sub-centimetric lymphnodes in small bowel ascites both ovary normal, moderate free fluid in peritoneal
mesentry and pelvis. cavity
CA-125 (IU/ml) 236 1U/ml 517 1U/ml 688 IU/ml
Ascitic fluid 96% lymphocytes, 4% polymorphs with no 939% lymphocytes, '98% lymphocytes, 2% polymorphs with no malignant
analysis malignant cells, SAAG- 5% polymorphs with cells, SAAG -
0.47 no mali 1t cells,SAAG -0.55 0.54
Serum ADA 45.71U/L 49.51U/L 56 1U/U
Serum LDH 4981U/L 5701U/L 5101U/L
CBNAAT Negative Negative Negative
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CASE REPORT:

Case 1:

A 44 year old, multiparous woman presented
with progressive abdominal distension, fullness
and breathing difficulty for 2-3 months. It was
associated with complaint of indigestion and
decrease appetite, but was not associated with
swelling in any other part of the body
(generalised oedema), haemoptysis,
hematemesis or melena. She had a two-month
history of cough and abdominal distention,
followed by on-off episodes of fever 7 months
back for which she visited elsewhere where all
investigations including TB-PCR were done, all
of which were normal. She waspara 3, with all
normal deliveries, last child birth 8 years back
with no history of any other contraceptive use.
She had normal regular menstrual cycles
previously. She had no previous medical
history, but had positive family history for
pulmonary tuberculosis in her son 6 months
back for which he took ATT. Her general and
respiratory and cardiovascular systems
examinations were unremarkable. Abdominal
examination showeddistended abdomen with
free fluid along with fluid thrill but without
guarding and rigidity, per speculum
examination revealed mild erosion on anterior
lip of cervix and vaginal examination suggested
anteverted, mobile, mild bulky uterus without
obvious tubo-ovarian mass. The patient was
admitted at our department for further
investigations. All her routine haematological
and biochemical investigations including chest
X-ray and ECG were normal.

CA 125 was moderately elevated (236 U/ml),
While CEA (0.84 ng/ml) and CA 19.9 (2.0 U/ml)
levels were within normal laboratory range.
Her montoux test was positive, but in CBNAAT
no tubercular bacilli was detected. A diagnostic
abdominal tap was done with cytology
examination showing 84% lymphocytes, 15%
polymorphs with no malignant cells in the
peritoneal fluid and biochemical examination
showing 0.47 SAAG ratio.

Based on the clinical and laboratory findings and
marginally elevated CA 125, clinical diagnosis of
an ovarian malignancy was suspected.
However,examination of ascitic fluid revealed
exudative fluid with predominant
lymphocytosis which goes in favour of
tuberculosis.

Abdominal ultrasound was done which showed
large ascites and bilateral ovarian mass
septations (left: 3.1x4.4 cm, right: 3.5x2.7cm).
Computed tomography of the abdomen
revealed small septate cystic mass in bilateral
ovary with mild diffuse fat stranding in small
bowel mesentry and omentum associated with
gross ascites along with multiple small
subcentimetric lymphnodes in small bowel
mesentry and pelvis. This report further
increased dilemma  between  ovarian
malignancy and abdominal tuberculosis.

In view of suspected ovarian malignancy,
Oncology and gastroenterology opinion was
taken and upper GI endoscopy done which was
normal.

Repeat Diagnostic along with Therapeutic (2
Litre fluid drained) abdominal tap was done
which again showed 96% lymphocytes, 4%
polymorphs with no malignant cells in the
peritoneal fluid and 0.34 SAAG ratio which
favoured exudative fluid etiology. This finding
goes against the diagnosis of ovarian
malignancy, but CBNAAT negative result of
tubercular bacilli goes against the diagnosis of
abdominal tuberculosis.

Ultimately, a laparoscopic exploration was done
with multiple biopsies taken from peritoneal
nodules. Around 4-5 litre of haemorrhagic
ascitic fluid was drained from abdominal cavity
which sent for cytology for malignant cells and
TB-PCR. Per-operatively milliary tubercles seen
all over pelvic cavity, tubes, ovary, peritoneum,
small and large bowel, omentum, anterior
abdominal wall, bladder. Bilateral ovaries were
slightlyenlarged and cystic forming mass with
tubes and adherent to bowel. Multiple pelvic
adhesions were seen between pelvic side walls,
uterus, tubes, ovary and bowel known as a
‘Frozen Pelvis’. Biopsies taken from tubes and
peritoneal nodules sent for HPE and TB-PCR.
Histological result showed genito-peritoneal
tuberculosis (Figure 1-3).

Figure 1
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The patient was started on standard
antitubercular treatment (rifampicin, isoniazid,
ethambutol, and pyrazinamide) for first 2
months with significant improvement in her
clinical picture.

Case 2:

A 60 year old, postmenopausal woman
presented with progressive abdominal
distension since 2 months and associated with
complaint of decrease appetite. She was para 5,
with all normal deliveries, last child birth 25
years back with tubal ligation. She had no
history of postmenopausal bleeding per
vaginum and also no significant past or
medical history. Her general, cardiovascular
and respiratory systems examinations were
unremarkable. Abdominal examination showed
distended abdomen with free fluid along with
fluid thrill but without guarding and rigidity, per
speculum examination revealed normal cervix,
vagina and vaginal examination suggested
anteverted, mobile, mild bulky uteruswith no
obvious tubo-ovarian mass felt coz of ascites.
All her routine haematological and biochemical
investigations including chest X-ray and ECG
were normal.

CA 125 was elevated (517 U/ml), While CEA
(3.0 ng/ml), alfa-fetoprotein (1.04) and B-HCG

(5.85 U/ml) levels were within normal
laboratory range.

A diagnostic abdominal tap was done with
cytology examination showing 93%
lymphocytes, 5% polymorphs with no
malignant cells in the peritoneal fluid and
biochemical examination showing 0.55 SAAG
ratio.

Based on the clinical and laboratory findings
and elevated CA 125, clinical diagnosis of an
ovarian malignancy was suspected. However,
examination of ascitic fluid revealed exudative
fluid with predominant lymphocytosis which
goes in favour of tuberculosis.

Abdominal ultrasound showed large ascites
with no comment on tubo ovarian mass.

Her HRCT lung showed mild bilateral pleural
effusion with multiple nodules in bilateral
upper and right middle lobe of lung with focal
soft tissue density lesion in in right lobe
suggestive in favour of mitotic changes which
further arises dilemma of diagnosis.

Computed tomography of the abdomen
revealed heterogeneously enhancing ill-defined
mass lesion in right adnexa with associated
diffuse Omento-peritoneal nodularity and gross
ascites with few small bowel mesenteric lymph
nodes largest 12mm which gave impression of
mitotic etiology of ovary.

Ultimately, a laparoscopic exploration was done
with multiple biopsies taken from peritoneal
nodules. Around 5-6 litre of straw coloured
ascitic fluid was drained from abdominal cavity
which sent for cytology for malignant cells and
TB-PCR. Per-operative findings were same as
casel ( Milliary tubercles all over abdomen and
frozen pelvis) along with right tubo ovarian
mass. Biopsies taken from tubes and peritoneal
nodulessent for HPE and TB-PCR.

Histological result showed Genito peritoneal
tuberculosis.

The patient was started on standard
antitubercular treatment(rifampicin, isoniazid,
ethambutol, and pyrazinamide) for first 2
months with significant improvement in her
clinical picture.

Case 3:

A 45 year old woman presented with
progressive abdominal distension since 2-3
months and associated with backache,
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flatulence, decrease appetite and weight loss.
She was para 4, with all normal deliveries, last
child birth 18 years back with tubal ligation. She
no significant past or medical history but had
positive family history for pulmonary
tuberculosis in her husband (5 years back)and
daughter (2 years back) for which they took
ATT. Her general, cardiovascular and
respiratory systems examinations were
unremarkable. Abdominal examination showed
distended abdomen with free fluid along with
fluid thrill with bilateral palpable inguinal
lymph nodes, per speculum examination
revealed cervical erosion with bleed on touch
and vaginal examination could not be assessed
properly due to ascites. All her routine
haematological and biochemical investigations
including chest X-ray and ECG were normal.

CA 125 was elevated (688 U/ml), While CEA
(1.07ng/ml), alfa-fetoprotein (2.65 ng/ml )
levels were within normal laboratory range.
HerHPV-DNA examination showed high risk for
cervical cancer.

A diagnostic abdominal tap was done with
cytology examination showing 98% lymphocytes,
2% polymorphs with no malignant cells in the
peritoneal fluid and biochemical examination
showing 0.54 SAAG ratio.

Abdominal ultrasound showed large ascites
with normal uterus and bilateral ovaries.

Computed tomography of the abdomen
revealed Mass seen in right lobe of liver
suggestive of focal nodular hyperplasia,
multiple small sub-centimetric para-aortic
mesenteric lymphadenopathy, uterus normal
size, right adnexa showed 4.9x4.6 cm.
hemorrhagic cyst otherwise both ovary normal,
moderate free fluid in peritoneal cavity
suggestive of tubercular peritonitis.

Oncology opinion was taken to rule out
malignancy and patient was started on
standard antitubercular treatment(rifampicin,
isoniazid, ethambutol, and pyrazinamide) for
first 2 months with significant improvement in
her clinical picture.

DISCUSSION:

Genital tuberculosis affects approximately 12%
of patients with pulmonary tuberculosis and
constitutes 15-20% of extra-pulmonary
tuberculosis depending on the country2.Apart

from that, the coexistence of pulmonary and
genital tuberculosis has been reported in 8-
15% of the cases in different studies3. The most
common presenting symptoms of abdominal
tuberculosis are abdominal pain (95%), weight
loss (88%), fever (84.6%), abdominal mass
(46.1%) and ranges of another symptoms
including vomiting, constipation, abdominal
tenderness, and signs of ascites and peritonitis.
Similarly, abdominal distension or bloating,
urinary urgency, difficulty eating,
abdominal/pelvic pain and weight loss have
also been reported by patients with ovarian
malignancy.

Peritoneal tuberculosis is a diagnostic
challenge, particularly in the absence of
evidence of pulmonary infection. It can be
confused with ovarian or peritoneal cancer
especially if high levels of Cancer Antigen-125
(CA-125) and ascites coexist. Although the CA-
125 level is a useful tumour marker in the
treatment monitoring of epithelial ovarian or
peritoneal cancer, it can also be elevated in a
series of benign gynaecologicalconditions such
as pelvic infections, tuberculosis, Meig’s
syndrome, endometriosis and ovarian
hyperstimulation, and a number of non-
gynaecologic conditions like active hepatitis,
acute pancreatitis, pericarditis, or pneumonias.
CA-125 should instead be utilized to track
treatment response, as patients with
tuberculous peritonitis have shown rapid
decline in CA-125 levels parallel with clinical
response and resolution of ascites after anti-
tuberculosis treatment.s

In this report, ascites was seen in both cases.
Similarly, Munefetalin 2001 reported ascites in
61% patients and Roya Nasiri et al reported15
cases of pelvic TB with ascitess. Ascites
develops secondary to exudation of proteina -
ceous fluid from the tubercles, similar to
peritoneal carcinomatosis. Tubercular ascitic
fluid is straw coloured usually exudative with
high protein content, lymphocytes predomi -
nant but rarely retrieve Tubercle bacilli in AFB
staining, bacteriology and culture because
extra-pulmonary TB is paucibacillary.

Although low grade fever and weight loss are
consistent finding of TB, it is uncommon in
EPTB. In our series 1 patient reported fever and
no one had weight loss which is in contrast to
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study done by Hatami et al” in which no patient
suffered from fever. In our study chest X-ray,
chest CT scan, ascitic fluid gene x-pert and
microbiological pulmonary cultures with PCR
were negative for Mycobacterium tuberculosis.
In addition, the elevated CA 125 and the ovarian
mass along with peritoneal infiltration in a
middle-aged woman made the diagnosis of
ovarian cancer more likely. But repetitive ascitic
tap for malignant cell were negative. Ascitic
fluid PCR and gene X-pert has low sensitivity for
tuberculosis and ovarian mass with peritoneal
thickening along with febrile episode further
suspect tuberculosis. Ascitic fluid adenosine
deaminase (ADA) is used as a useful diagnostic
test for abdominal TB. ADA, purine degrading
enzyme, is widely distributed in tissue and body
fluid which is necessary for T lymphocytes
proliferation and differentiation, a prominent
process in immune cellular response against M.
tuberculosis. A meta-analysis foundthat ADA
level of ascites fluid above 39 IU/L was reliable
to diagnose peritoneal tuberculosis with 100%
sensitivity and 97.2% specificity®.

In our case series USG and CT scan findings
showed similar features for peritoneal
tuberculosis and carcinomatosis, further
makingdiagnosis difficult.

USG and CT guided FNAC with histopathology of
TB lesion can provide confirmatory diagnosis.
But due to secondary nature of genital TB, the
infecting organisms are sparse in number,
sample may not represent the infected area and
the infected site can be easily missed. CT can
easily miss a lesion of 4-5mm.

Laparoscopic peritoneal biopsy is a rapid and
safe method of accurate diagnosis of genito-
peritoneal tuberculosis in 97% cases as it can
identify <1 cm tubercle also. The sensitivity of
gross laparoscopic appearance in diagnosing
peritoneal TB is almost 100%.° In our series
diagnostic laparoscopy was done in two cases
and tuberculosis was confirmed after
histopathology report and AKT was started.
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