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Duodenal Tuberculous Stricture With
Multiple Jejunal and Ileal Strictures: A Rare
Cause of Intestinal Obstruction In A Child
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INTRODUCTION:
Childhood tuberculosis is still a major public health
problem in the developing countries including
Pakistan. Children usually acquire infection from
other family members. The extra pulmonary
tuberculosis is found in11%-16% of all the patients
of tuberculosis of which about 3% to 4% include
abdominal tuberculosis. Ileocecal area is the most
commonly involved site due to the abundance of
lymphoid t issue (Peyer ’s  patches) .  Rare ly
tuberculosis may involve stomach, duodenum and
esophagus.1-4 In this manuscript we report a rare
site and unusual presentation of tuberculosis of small
bowel in a girl.

CASE REPORT:
A 10-year old female resident of lower socio-
economical area of Karachi weighting 15 kg (below
5th centile), height 116 cm (between25th and 50th

centile), referred from other hospital to emergency
department with the complaint of colicky abdominal
pain, abdominal distention, and bilious vomiting that
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occurred off and on for the last two months. Patient
remained under treatment in the private clinics where
intravenous fluids and injections were prescribed.
Finally, she was referred out due to the aggravation
of clinical symptoms with impression of intestinal
obstruction. Past history was not significant except
for failure to thrive noted over the last two years.
There was no family history of tuberculosis. The girl
was fully vaccinated according to the EPI schedule.
BCG scar mark was also present.

On examination the girl was found emaciated, with
pallor. The vitals were heart rate 120 beats /min,
respiratory rate 28 breath/min, temperature of 99o

F. The already placed nasogastric tube showed
b i l i ous  asp i ra te .  Ches t  examina t ion  was
unremarkable. Abdomen was distended with visible
peristalsis from left to right without any tenderness.
The initial impression was duodenal obstruction
secondary to intraluminal web or congenital bands.
The blood investigations were almost in the normal
range with hemoglobin of 10 gm/dl, and serum
albumin 3.1gm/dl. Supportive treatment was started
with addition of peripheral line parenteral nutrition.
CT scan abdomen with contrast showed hugely
dilated stomach and duodenal loops (Fig-I and II).

Laparotomy was done after stabilization through right
supra umbilical transverse incision. On opening the
abdomen, hugely dilated stomach and duodenum
up to its 3rd part was found. Multiple strictures were
also noted in the small bowel including jejunum and
ileum (Fig-III). Enlarged mesenteric lymph nodes

Duodenal obstruction in children usually occurs due to congenital anomalies like malrotation
of the gut, congenital bands and duplication of the duodenum or may be due to acquired
lesions like lymphoma. The duodenum is infrequently involved in paediatric patients due
to tuberculosis especially intrinsic obstruction is extremely rare. Only few cases are reported
in the literature related to intrinsic tuberculous duodenal obstruction in children. We are
reporting a case of ten-year-old girl who presented with the symptoms of intestinal obstruction.
Diagnosis of intrinsic tuberculous duodenal stricture along with multiple jejunal strictures
was made at surgical exploration.
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Fig. I: CT scan, showing dilated
stomach and duodenal loops.

Fig II: CT scan, showing dilated stomach reaching up
to the pelvis

Fig III:  Hugely dilated stomach and duodenum
till its 3rd part

Fig IV: Enlarged mesenteric lymph nodes. First stricture
at 3rd part of the duodenum causing almost complete
obstruction and jejunal strictures.

Fig V. Jejunal stricture after stricturoplasty.
were also present. First stricture at the 3rd part of
duodenum was causing almost complete obstruction.
This was dealt with side to side duodeno-duodenal
anastomosis (Fig-IV). Distal to this, two more
strictures in proximal jejunum causing partial
obstruction  were found and stricturoplasty done
(Fig-V). Three subsequent narrowing not causing
obstruction in jejunum and ileum were left as such.
Mesenteric lymph nodes biopsy was taken. The
findings raised the suspicion of tuberculosis.
Postoperative recovery was smooth. Anti-tuberculous
therapy was started after receiving histopathology
report which showed congestion, inflammatory
infiltrates, edema, dense fibrosis and inflammation.
Lymph node had multiple granuloma with Langerhans
type giant cells and caseous necrosis. At follow up
general condition of the patient improved with weight
gain of 7 kg in 45 days. Family screening was also
advised.
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DISCUSSIONS:
Abdominal tuberculosis is 6th most common site of
extra pulmonary tuberculosis. It is less common in
children.1 The ileocecal region is most commonly
involved.2 Duodenum is a rare site to be involved
with tuberculosis. The largest published series of
duodenal tuberculosis reported 30 cases from India
involving adult population.3 Third part of the
duodenum was the most commonly affected site.
Duodenal obstruction may result from within or due
to extrinsic compression by enlarged periduodenal
lymph nodes.2 Duodenal obstruction in children
usually occurs due to congenital anomalies.
However, it is an infrequent site to get involved in
tuberculosis as noted in our patient.4

The clinical manifestations of duodenal tuberculosis
are varied and non-specific. A high index of suspicion
is needed for making a preoperative diagnosis. The
causative agent. The mycobacterium tuberculosis
which is an acid fast bacillus, is rarely isolated in
such cases. The diagnosis of abdominal tuberculosis
is usually made on the histological evidence of
tuberculosis with caseation necrosis.  Lingenfelser
et al suggested to include clinical manifestations as
suggestive of tuberculosis, imaging support with
histopathological or microbiological evidence and/or
therapeutic response to treatment as criteria for
diagnosing the disease.5 The Gene Xpert MTB RIF
assay is another laboratory test used for the
diagnosis.2

Laparoscopy and biopsy can help in making a
diagnosis as reported in a series of 35 children from
Turkey.6 In our case laparoscopy was not done as
patient had intestinal obstruction with massive
abdominal distension. In index case pulmonary
involvement was also not found. However, this has
been reported in approximately 50% of patients with
abdominal tuberculosis.1 Barium studies can
demonstrate site of narrowing either extrinsic or
intrinsic type.7 Superior mesenteric artery syndrome
was one of the differential diagnosis with which
patient was referred to us. In this condition third part
of the duodenum is compressed. Laparotomy and
histological examinations of the lymph nodes are
necessary for a definitive diagnosis as noted in our
study.3

Therapy with standard antituberculous drugs is
usually highly effective for intestinal tuberculosis.
Surgery is usually reserved for patients who have
developed complications, including intestinal
obstruction and perforation. Obstruction is the most
common complication in patients with tuberculosis.
Patients with multiple and long strictures are less

likely to respond to medical therapy. However, in
some patients, intestinal obstruction may manifest
as a resu l t  o f  c icat r izat ion af ter  s tar t ing
antituberculous treatment.8 The surgical resection
should be conservative as done in our patient.
Multiple small bowel strictures may be treated by
stricturoplasty to preserve bowel length as done in
the index case.9

CONCLUSION:
Duodenal tuberculosis is a rare and difficult to
diagnose preoperatively in children. A high index of
suspicion is required especially in geographical
locations where tuberculosis is not uncommon.
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