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ABSTRACT

Abdominal tuberculosis is defined as infection of gastrointestinal tract, peritoneum, abdominal 
solid organs, and/or abdominal lymphatics constituting approximately 12% of extra-pulmonary 
tuberculosis cases. Intestinal perforation is an acute presentation of abdominal tuberculosis. Intestinal 
perforation can occur before or at the beginning of anti-tubercular therapy. It is considered to be a 
paradoxical reaction if it occurs during or after treatment. Intestinal perforation is uncommon but 
serious and life-threatening as complication-mortality rate secondary to perforation are estimated 
to be >30%. We present a case of an 18-year-old female who developed cecal perforation following 
an intraperitoneal abscess after completion of anti-tubercular therapy for intestinal tuberculosis. 
She was a known case of intestinal tuberculosis. She had undergone pigtail catheterisation for 
an intraperitoneal abscess and completed 18 months of anti-tubercular therapy after which she 
developed cecal perforation. A paradoxical response was observed following the completion of anti-
tubercular therapy. Early diagnosis and treatment reduce the complications and mortality rates of 
cecal perforation due to abdominal tuberculosis.
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INTRODUCTION

Abdominal tuberculosis (TB) is de!ned as infection 
of gastrointestinal tract, peritoneum, abdominal solid 
organs, and/or abdominal lymphatics. Abdominal TB 
constitutes approximately 12% of extra-pulmonary TB 
cases and 1 to 3% of total TB cases.1,2 Abdominal TB has 
acute presentations (e.g. perforation and obstruction) 
and a variety of chronic problems (e.g. vague ill health, 
anorexia, weight loss, malabsorption syndrome, 
subacute intestinal obstruction).3,4 The average time 
from the initial symptoms to perforation is 9 months 
and it can occur either before or at the beginning of 
TB treatment.5 Intestinal perforation occurring during 
or after treatment is suspected to be a paradoxical 
reaction.5 Intestinal perforation is uncommon but 
serious and life-threatening as complication-mortality 
rate secondary to perforation are estimated to be >30%.6 
Here, we present a case of an 18-year-old female who 
developed cecal perforation following intraperitoneal 
abscess after completion of anti-tubercular therapy for 
abdominal TB. 

CASE REPORT

An 18-year-old young lady was admitted to the 
emergency department of our institution with the chief 
complaint of localized abdominal pain over the right 
lower quadrant for 1 day which was non-radiating and 
aggravated on movement. She also complained of 5-6 
episodes of vomiting for 1 day which was watery, non-
blood stained and non-bile stained. On further inquiry, 
she gave a history of two episodes of loose stool for 1 
day. The stool did not contain blood and mucus. She 
has a past history of primary ileocecal tuberculosis 
diagnosed 2 years ago in another tertiary centre. 
Colonoscopy done at that centre showed nodules and 
transverse ulcer in the terminal ileal and cecal region 
(Figure 1). 
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Figure 1. Nodules and transverse ulcer in terminal 
ileal and cecum.

Biopsy was taken from ileocecal valve ulcer and sent 
for histopathological examination (HPE). HPE showed 
granulomatous ileocolitis with an ulcer suggesting 
TB. So with a diagnosis of abdominal tuberculosis, 
ATT was started. After 7 months of initiation of the 
therapy, she presented to one of the tertiary centres 
with the chief complaint of pain in the right lower 
quadrant for 1 day. On contrast-enhanced Computed 
Tomography (CECT) abdomen and pelvis, a well-
de!ned cystic lesion was seen within the pelvic cavity 
suggestive of an intraperitoneal abscess for which 
she underwent ultrasonography-guided pigtail 
catheterization (Figure 2). The catheter was placed 
for 7 days. She also completed 18 months of ATT.

Figure 2. Well-defined cystic lesion seen within the 
pelvic cavity most likely representing intraperitoneal 
abscess.

On examination, she was hypotensive with BP 
100/60 mm of Hg during the time of admission in 
our institution. On examination, there was localized 
tenderness over the right iliac fossa.

Since her history and clinical !ndings were very 
suspicious of abdominal TB, CECT abdomen and 
pelvis were done along with other routine laboratory 
tests. Total leucocyte count was raised to 11,300/μl but 
values of the di#erential count were within the normal 
limit. CT scan abdomen and pelvis showed thickening 
with ulcerated areas and subtle wall defect in the medial 
wall of the cecum with oral contrast extravasation 
(Figure 3A) pneumoperitoneum (Figure 3B) and mild 
to moderate peritoneal collection (Figure 3C). All these 
!ndings on the CT abdomen was suggestive of cecal 
perforation.
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Figure 3. A) CT scan abdomen and pelvis showed thickening with ulcerated areas and subtle wall defect in the 
medial wall of the cecum with oral contrast extravasation, B) Pneumoperitoneum and C) Mild to moderate 
peritoneal collection.

Her vitals were monitored regularly. Exploratory 
laparotomy with right limited hemicolectomy with 
ileocolic side-to-side isoperistaltic anastomosis was 
planned. Perforation of 0.5 cm was present in the 

anterior wall of the cecum. Adhesion between the 
cecum, sigmoid colon, omentum and ileum was 
present. Around 10 cm of distal ileum wall thickening 
and stricture at the distal jejunum were noted.
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Postoperatively, she was observed in the post-
operative ward for 1 day and shifted to the surgery high 
care ward for 2 days and then shifted to the surgery 
ward for 2 days after her general condition improved. 
She was discharged on the 5th post-operative day 
with analgesics and antibiotics and was advised for 
follow-up in outpatient department after 7 days. Her 
histopathological report was traced which showed 
lymphoid hyperplasia and transmural in$ammation of 
the ileum without evidence suggestive of tuberculosis. 

DISCUSSION

Intestinal perforation occurs before or shortly after 
initiation of ATT, suggesting a natural progression of 
the condition.7 There have also been cases of intestinal 
perforation occurring after completion of ATT which 
has been hypothesized that a paradoxical response to 
treatment may be responsible for these cases.7 This 
paradoxical response is reported in about 2% of cases 
In the gastrointestinal tract and usually occurs between 
the !rst and sixth month of therapy.5,8 Similarly, 
intestinal perforation occurs between 3 weeks and 12 
months after the initiation of ATT.9

In our study, symptoms of paradoxical response were 
reported after 7 months of initiation of ATT which 
was later diagnosed as an intraperitoneal abscess. 
Moreover, cecal perforation was reported after the 
completion of 18 months of ATT. Perforation is 
seen in male patients frequently.9 In contrast, in our 
case, the patient was female. Risk factors associated 
with paradoxical response include young age, high 
serum albumin, peripheral lymphadenopathies, 
absolute lymphocyte count less than 1000/mm3 and 
a haemoglobin concentration less than 10.5 g/dl.10,11 

Our patient was also young. Factors associated with 
increased morbidity and mortality in this group 
of patients include delay in surgical treatment, 
presence of multiple perforations, primary closure of 

perforations, corticosteroid therapy, anastomotic leaks, 
advanced age and comorbidities.8,9 The best surgical 
approach for the management of TB-associated 
intestinal perforations is resection of the involved 
segment followed by an end-to-end anastomosis.8,9 

In our case, exploratory laparotomy with right limited 
hemicolectomy with ileocolic side-to-side isoperistaltic 
anastomosis was performed. 

Isolated cecal perforation, that too tubercular in 
origin, is a rare entity.12 Cecal perforations are 
commonly encountered as a part and parcel of various 
associated disease processes, in accordance with 
Laplace's law.12 Cecal perforations are usually seen 
associated with entities such as diverticular disease, 
in$ammatory bowel diseases, Ogilvie's syndrome,13 
closed loop obstructions,14 pancreatic carcinomas,15 
colorectal cancers,16 Hirschsprung’s disease,17 etc., in 
the presence of patent ileocecal valve. Furthermore, 
the exact mechanism responsible for an isolated 
involvement of the caecum remains unknown.

It is, therefore, necessary to think of a paradoxical 
response when a TB patient during or after anti-
tubercular therapy develops a reappearance of signs 
and symptoms. Likewise, prompt diagnosis and 
surgery is required to prevent morbidity and mortality 
that arise due to life-threatening complications of 
paradoxical response such as intraperitoneal abscess 
and intestinal perforation. Information should be 
gathered from multiple studies to !nd the exact 
mechanism responsible for the isolated involvement 
of the cecum.

Consent: JNMA Case Report Consent Form was signed 
by the patient and the original article is attached to the 
patient’s chart.

Conflict of Interest: None.

REFERENCES
1. Sheer TA, Coyle WJ. Gastrointestinal tuberculosis. Curr 

Gastroenterol Rep. 2003;5(4):273–8. [PubMed | Full Text | 
DOI]

2. Farer LS, Lowell AM, Meador MP. Extrapulmonary 
tuberculosis in the United States. American journal of 
epidemiology. 1979 Feb 1;109(2):205-17. [PubMed | Full Text 
| DOI] 

3. Sharma MP, Bhatia V. Abdominal tuberculosis. Indian 
Journal of Medical Research. 2004 Oct 1;120:305-15. [PubMed 
| Full Text] 

4. Chen CH, Yang CC, Yeh YH, Yang JC, Chou DA. Pancreatic 
tuberculosis with obstructive jaundice—a case report. 
The American journal of gastroenterology. 1999 Sep 

1;94(9):2534-6. [PubMed | Full Text | DOI] 

5. Church LP, Chopra A, Judson MA. Paradoxical reactions 
and the immune reconstitution inflammatory syndrome. 
Microbiology Spectrum. 2017 Mar 17;5(2):5-2. [PubMed | 
Full Text | DOI] 

6. Clarke DL, Thomson SR, Bissetty T, Madiba TE, Buccimazza 
I, Anderson F. A single surgical unit’s experience with 
abdominal tuberculosis in the HIV/AIDS era. World journal 
of surgery. 2007 May;31(5):1088-97. [PubMed | Full Text | 
DOI] 

7. Williams AM. Inflammatory masses of the cecum. Annals of 
Surgery. 1967 May;165(5):697. [PubMed | Full Text | DOI] 

8. Leung VK, Chu W, Lee VH, Chau TN, Law ST, Lam SH. 



JNMA I VOL 61 I ISSUE 258 I FEBRUARY 2023178
Free Full Text Articles are Available at www.jnma.com.np

Prasai et al. Cecal Perforation Following Intraperitoneal Abscess after Antitubercular Therapy: A Case Report

© The Author(s) 2023. 

This work is licensed under a Creative Commons Attribution 4.0 International License. The images or other third party material in this article 
are included in the article’s Creative Commons license, unless indicated otherwise in the credit line; if the material is not included under the 
Creative Commons license, users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit https://creativecommons.org/licenses/by/4.0/

Tuberculosis intestinal perforation during anti-tuberculosis 
treatment. Hong Kong Medical Journal= Xianggang yi xue 
za zhi. 2006 Aug 1;12(4):313-5. [PubMed | Full Text] 

9. Lee MJ, Cresswell FV, John L, Davidson RN. Diagnosis and 
treatment strategies of tuberculous intestinal perforations: 
a case series. European journal of gastroenterology & 
hepatology. 2012 May 1;24(5):594-9. [PubMed | Full Text | 
DOI] 

10. Jung JW, Shin JW, Kim JY, Park IW, Choi BW, Seo JS, et al. 
Risk factors for development of paradoxical response during 
anti-tuberculosis treatment in HIV-negative patients with 
pleural tuberculosis. The Tohoku journal of experimental 
medicine. 2011;223(3):199-204. [PubMed | Full Text | DOI] 

11. Geri G, Passeron A, Heym B, Arlet JB, Pouchot J, Capron L, 
et al. Paradoxical reactions during treatment of tuberculosis 
with extrapulmonary manifestations in HIV-negative 
patients. Infection. 2013 Apr;41(2):537-43. [PubMed | Full 
Text | DOI] 

12. Jain DK, Aggarwal G, Lubana PS, Moses S, Joshi N. Primary 
tubercular caecal perforation: a rare clinical entity. BMC 
Surg 2010;10:12. [PubMed | Full Text | DOI] 

13. Vanek VW, Al-Salti M. Acute pseudo-obstruction of the 
colon (Ogilvie's syndrome). Diseases of the colon & rectum. 
1986 Mar;29(3):203-10. [PubMed | Full Text | DOI] 

14. Novy ST, Rogers LF, Kirkpatrick W. Diastatic rupture of 
the cecum in obstructing carcinoma of the left colon. AJR. 
1975;123:281-6. [PubMed | Full Text | DOI] 

15. Tempia-Caliera AA, Horvath LZ, Zimmermann A, Tihanyi 
TT, Korc M, Friess H, et al. Adhesion molecules in human 
pancreatic cancer. Journal of surgical oncology. 2002 
Feb;79(2):93-100. [PubMed | Full Text | DOI] 

16.  Setti Carraro PG, Segala M, Orlotti C, Tiberio G. Outcome 
of large-bowel perforation in patients with colorectal cancer. 
Diseases of the colon & rectum. 1998 Nov;41(11):1421-6. 
[PubMed | Full Text | DOI] 

17. Yamamoto T, Hayashi Y, Suzuki H, Tahara T, Fujisawa K, 
Eto Y, et al. Early onset of cecal perforation in neonatal, 
recto-sigmoid type Hirschsprung's disease. Pediatrics 
International. 1994 Dec;36(6):717-9. [PubMed | Full Text | 
DOI]


