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ABSTRACT 

Background 

Peritoneal tuberculosis (PTB) is one of the most challenging forms of extra pulmonary tuberculosis. 

Abdominal TB cases make up above 3% of all extra pulmonary TB as per the Index TB Guidelines. 

PTBis commonly due to reactivation of latent tuberculosis in the peritoneum. Numerous cases were still 

misdiagnosed due to nonspecific presentation. The golden standard for diagnosis is laparoscopic biopsy. 

Presenting signs and symptoms of PTB are unspecific such as ascites, abdominal pain and distension, 

fever, weight loss, diarrhea/constipation. Peritoneal tuberculosis is a significant cause of ascites in 

developing countries. The causative agent of peritoneal tuberculosis is Mycobacterium tuberculosis.  

Case presentation 

In this case study, a 52 year old male had complaints of progressive abdominal distension and fever for 2 

weeks. Patient underwent diagnostic paracentesis, upper and lower GI endoscopy, biopsy and gene xpert 

to confirm peritoneal tuberculosis. Patient with peritoneal TB have gradually progressive abdominal 

swelling due to ascites and abdominal pain.  

Conclusion 

Peritoneal tuberculosis should be considered in differential diagnosis.  Differential diagnosis, especially in 

the developing countries or under developed countries.  This case highlights the easy diagnosis of the 

condition other than the other case reports. 
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INTRODUCTION: 

 



 

 

Tuberculosis affects the lungs, but may involve other sites which referred as extra pulmonary TB[1]. 

Extrapulmonary TB represented 14% of the 6.4 million incident cases worldwide, and 15% in South-East 

Asia[2]. Peritoneal tuberculosis (PTB) is one of the rare forms of extra pulmonary tuberculosis.There is a 

chance of overlapping with other chronic condition such as liver cirrhosis and AIDS. Intestinal 

tuberculosis is a diagnostic challenge disease, in absence of active pulmonary infection. Numerous cases 

were still misdiagnosed due to nonspecific presentation[2,15,16]. The golden standard for diagnosis is 

laparoscopic biopsy[3].Presenting signs and symptoms of PTB are unspecific such as ascites, abdominal 

pain and distension, fever, weight loss, diarrhea/constipation. Peritoneal tuberculosis is a significant cause 

of ascites in developing countries[4]. PTB develops as a result of reactivation of latent tuberculosis. 

Currently recommended regimen for PTB is similar to treatment of TB. Six months of treatment with the 

4 drug regimen is effective and markedly improves the outcome.  

CASE PRESENTATION: 

A 52 year old male patient was presented with complaints of progressive abdominal distension, fever for 

2 weeks duration and history of weight loss. He had a history of cough for 1 month. Patient is a chronic 

alcoholic. He had known case of type 2 diabetes mellitus. On physical examination he was conscious, 

oriented and afebrile.His laboratory investigation showed a variation in CRP (88.8mg/L) and ESR levels 

(22mm/hr) were elevated. And other parameters like liver function and renal function were found to be 

normal 

AFB sputum (1st day sample), AFB sputum (2nd day sample) were all negative. Culture sensitivity test of 

sputumshowed normal flora only. Genexpert MTB/RIF ultra-extrapulomonary showed MTB not detected 

as well as the rifampicin resistance not detected. Here USG Abdomen and pelvis showed Grade I fatty 

liver. Tumor markers including CEA, CA 19-9 and PSA were normal. Diagnostic paracentesis was 

performed under USG guidance and ascetic fluid study depicted high protein, low SAAG and lymphocyte 

predominant ascites (TC-1160/90% lymphocytes). 

CECT scan of abdomen and pelvis was performed with finding of  gross high density ascites, omental fat 

stranding and irregular peritoneal thickening, an eccentric short segment bowel wall thickening noted in 

ileum with multiple subcentimetric lymph nodes- possible tuberculosis etiology. A detailed examination 

of upper GI endoscopy(Figure:1) concluded Lax ge junction and severe pangastritis. Lower GI 

endoscopy revealed terminal ileal ulcers with patulous IC valve, sigmoid colon colitis-? Intestinal 

tuberculosis. Under colonoscopy, the patient resulted the following features; terminal ileal ulcers with 

patulous IC valve, sigmoid colon colitis and Intestinal tuberculosis. The histopathological assessment 

confirmed, especially biopsy resulted Peritoneal tuberculosis. 



 

 

Figure: 1; colonoscopy- hemi circumferential large ulcers with nodularity seen patulous IC valve 

 

 

TREATMENT: 

Initially patient was started with antibiotics (Inj. CIPROFLOXACIN 200mg IV 1-0-1), PPIs (Inj. 

PANTOPRAZOLE 40mg IV 1-0-1), and multivitamin capsule (C. BECOSULE Z 0-1-0). On day 2, 

T.ITOPRIDE HYDROCHLORIDE) 50mg P/O 1-0-1 was given for stomach related problems. Patient 

was asked for further review. She had hospitalized for 7 days and finally the patient got symptomatically 

improved and discharged. After the review with histopathological report, he was diagnosed as Peritoneal 

Tuberculosis and had started the T. AKT drug. He was asked to come for the regular checkup.  

 

OUTCOME AND FOLLOW UP:  

The case was diagnosed earlier than other case reports.Many case reports represented the case with 

delayed diagnosis which results in worsening of the condition. Abdominal distension and pain was 

reduced. Follow-up were taken and which showed a good results. 

DISCUSSION 

Peritoneal tuberculosis is a rare clinical presentation included in the extra pulmonary TB. Intestinal 

Tuberculosis can be misdiagnosed as many other inflammatory condition. Patient Symptoms of peritoneal 

TB are ascites, abdominal pain and distension, fever, weight loss, diarrhea/constipation. In most of the 

cases, tuberculosis patients experience different symptoms and pulmonary focus appearance. The patients 

who have peritoneal tuberculosis will also have other comorbidities like liver failure, diabetes mellitus, 

liver cirrhosis, renal failure and malignancy (5). In this case, patient had diabetes mellitus which can be 

helpful to suspect tuberculosis.There is no completely specific or sensitive diagnostic procedure for 

peritoneal tuberculosis.Ascites is found in more than 90% of cases. Paracentesis is necessary for all 

ascites patients. The ascetic fluid ADA is potentially useful test, which is a diagnostic predicament(6). 



 

 

ADA value is increased in tuberculous ascetic fluid because of the stimulation of T cells by the 

mycobacterial antigens(7). Elevated ADA level is more specific (92.2%) and high sensitive (100%) than 

other tests. There is chance of getting false positive results in case of peritoneal carcinomatosis and 

pancreatic ascites (8). 

Diagnostic laparoscopy might be one of the most reliable approaches accurate diagnosis due to its high 

sensitivity (93%) and specificity (98%) combined with the histopathology findings(9). The laparoscopic 

peritoneal biopsy revealed that the patient was suffering from peritoneal tuberculosis.Laparoscopic 

examination is considered as the golden standard for definite PTB diagnosis. Analysis of ascitic fluid 

helps to distinguish the types of ascites. Patient had a low SAAG value which showed that the ascetic is 

non cirrhotic ascites. The other one, tumor markers including CEA, CA 19-9 and PSA were normal. 

Standard diagnosis confirmed that it was peritoneal TB. We try to identify mycobacterium samples, but 

this sample materials such as sputum, peritoneal fluid and blood found to be negative.We also performed 

Gene Expert to the patient and it was also negative.On examination of ascetic fluid, high protein, low 

SAAG and lymphocyte predominant ascites (TC-1160/90% lymphocytes) were seemed, which is enough 

to support diagnosis of tuberculosis.In selected cases tissue biopsy is appropriate to identify the disease. 

Since in this case was finally confirmed by tissue biopsy. In a systematic review 3 histological review 

were found have specificity for the diagnosis of gastrointestinal tuberculosis, which include confluent 

granuloma, caseating granuloma and ulcers lined by histiocytes(10).In a recent study which concluded that 

histopathological diagnosis for peritoneal tuberculosis is only possible in some cases due to its poor 

sensitivity. Since this case was found to have a positive approach towards the histopathology (10). 

Currently recommended regimen for PTB is similar to treatment of TB. Six months of treatment with the 

4 drug regimen is effective and may extended to seven months in the second phase. Corticosteroids have 

been opted as adjuvant treatment, but are not universally recommend. Surgical interventions may be 

needed in case of severe conditions. 

CONCLUSION:  

This case highlights the easy diagnosis of the condition other than the other case reports. Even though it is 

difficult to diagnosis, but diagnostic laparoscopy and biopsy makes helpful to identify.Patient was 

improved symptomatically. The clinical and laboratory tests strongly suggest that this case was PTB 

(Peritoneal Tuberculosis), which result in the initiation of the antitubercular regimen appropriately. 

Therefore, it is important to have an early diagnosis since delay in the management will become 

deleterious. 



 

 

Consent  

As per international standards or university standards, patient(s) written consent has been collected and 

preserved by the author(s). 

Ethical Approval: 

As per international standards or university standards written ethical approval has been collected and 

preserved by the author(s). 

 

Disclaimer (Artificial intelligence) 

Author(s) hereby declare that NO generative AI technologies such as Large Language Models (ChatGPT, 
COPILOT, etc) and text-to-image generators have been used during writing or editing of manuscripts.  

 

REFERENCES 

1. Djaharuddin I, Hatta M, Tabri NA, et, al. Intestinal tuberculosis: Case series of three 
patients. Respiratory Medicine Case Reports. 2020; 29:100942. 

2. WHO, Global Tuberculosis Report 2018, World Health Organization, Geneva, 2018. 
https://www.who.int/tb/publications/global_report/en/.  

3. Sen D, Brunton J, Melchior L, et, al. Peritoneal tuberculosis: A case report on a rare 
cause of tumor msarker elevation. Cazse Repoerts in Women’s Health. 2020; 28:00264. 

4. Bagherpour, J.Z., Lemraski sb, et, al. Peritoneal tuberculosis pretending an acute 
abdomen; a case report and literature review. International Journal of Surgery Case 
Reports. 2023; 109:108507. 

5. Kaya M, Kaplan MA, Isikdogan A, et al. Differentiation of tuberculous peritonitis from 
peritonitis carcinomatosa without surgical intervention. Saudi Journal of 
Gastroenterology. 2011; 17(5):312-7. 

6. Vithoosan S, Shanjeeban P, Anpalahan JP, et al. A rare cause of ascites-disseminated TB 
with peritonitis in a middle-ages female. Case Reports in Gastrointestinal Medicine. 
2019. 

7. Siagian N, Artijanto MV. Diagnostic Challenge of Peritoneal Tuberculosis in Women 
with Ascites. 

8. Riquelme A, Calvo M, Salech, et al. Value of adenosine deaminase (ADA) in ascetic 
fluid for the diagnosis of tuberculous peritonitis: a meta-analysis. J Clin Gasteroenterol 
2006; 40(8):705-10. 



 

 

9. F.M. Sanai, K.I Bzeizi. Systematic review: tuberculosis peritonitis- presenting features, 
diagnostic strategies and treatment. Aliment. Pharmacol. Ther. 22 (8) (2005) 685-700. 

10. Jha DK, Pathiyil MM, Sharma V. Evidence-based approachto diagnosis and management 
of abdominal tuberculosis. Indian J Gastroenterology. 2023; 42(1): 17-31. 

11. Koff A, Azar MM. Diagnosing peritoneal tuberculosis. BMJ Case Reports CP. 2020; 
13(2):233131. 

12. Wu DC, Averbukh LD, Wu GY. Diagnostic and therapeutic strategies for peritoneal 
tuberculosis: a review. Journal of clinical and translational hepatology. 2019; 7(2):140. 

13. Khan FY. Peritoneal tuberculosis: Advances and controversies. Libyan Journal of 
Medical Sciences. 2018; 2(1):3-7. 

14. Guirat A, Koubaa M, Mzali R, et, al. Peritoneal tuberculosis. Clinics and research in 
hepatology and gastroenterology. 2011 Jan 1; 35(1):60-9.  

15. Olabiyi, O. E., P. A. Okiki, G. O. Daramola, and H. A. Edogun. 2021. “Mycobacterium Tuberculosis 
Control: An Overview”. Journal of Advances in Microbiology 21 (3):63-75. 
https://doi.org/10.9734/jamb/2021/v21i330337. 

16. Bandara, W. R. U. A., and Dhammika N. Magana-Arachchi. 2022. “Tuberculosis Diagnosis in the 
Era of SARS-CoV-2”. South Asian Journal of Research in Microbiology 12 (2):32-48. 
https://doi.org/10.9734/sajrm/2022/v12i230270. 
 

 

 


