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Abstract

Gastric outlet obstruction is commonly associated wi-
th malignancies and peptic ulcer disease. However,
when no malignancy is seen and the patient is non-
responsive to conventional peptic ulcer treatment, other
etiologies need to be explored. We report a case of
gastric outlet obstruction due to duodenal tuberculosis.
The patient is a 31 year old male who presented with
1 year history of recurrent epigastric pain and an a
cute episode of vomiting. Endoscopy revealed duode
nal stricture. Computed tomography scan showed pyloro
antral thickening. The patient was referred to the
surgery service and underwent an exploratory laparo-
tomy and gastrojejunostomy. A duodenal mass and
calcified lymph nodes were noted on exploration and
biopsy revealed a tuberculous origin. The patient was
started on anti-tuberculosis medications and had impro
ved on discharge. Gastroduodenal tuberculosis is rare
and pyloric stenosis resulting from tuberculosis is
even rarer. This, however, should be considered in patien
ts who come from areas where the disease is endemic.
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INTRODUCTION

Tuberculosis is a major health problem worldwide. In the
Philippines, it is endemic. The most common manifesta-
tion is a pulmonary disease but involvement of the gastro-
intestinal tract is not uncommon. Gastrointestinal tubet-
culosis often involves the ileocecal region. The stomach
as well as the duodenum are rare sites for tuberculosis and
are usually a result of secondary spread from a primary
pulmonary disease. An autopsy series reported an inci-
dence of only 0.5%!". A primary case of gastroduodenal
tuberculosis is an even rarer disease and only a few cases
are reported in the literature 7,

CASE REPORT

A 31 year old male was admitted to our institution with
a 1 year history of recurrent epigastric pain and an acute
episode of vomiting. Epigastric pain was characterized
as intermittent, mild and gnawing in character. The pa-
tient also reported a slight undocumented weight loss.
No other associated signs and symptoms were noted. No
medications had been taken and he had not consulted
medical staff. The patient had an acute episode of vomi-
ting, prompting a consultation and subsequent admission.
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Figure 1 Endoscopic view of the 2nd part of the duodenal of the patient showing narrowing of lumenistricture (white arrow). The gastroscope was unable to

pass beyond this point.

Figure 2 Abdominal computed tomography scan showing pyloroantral
thickening and distended stomach.

The patient had no known co-morbidities and no history
of hospitalization. He had no history of tuberculosis and
no known exposure to the disease. The patient’s family
history was also unremarkable.

Physical examination only revealed direct tenderness in
the epigastrium. Thetre was no note of lymphadenopathies
and the rest of the physical exam was unremarkable.
Body mass index was 21. Complete blood count was
within normal limits. Chest x-ray was normal. Esophago
gastroduodenoscopy revealed duodenal stricture at the 1%
part of the duodenum (Figure 1). Computed tomography
of the whole abdomen showed pyloroantral thickening
and a distended stomach (Figure 2). The impression then
was gastric outlet obstruction secondary to duodenal stric-
ture, probably secondary to peptic ulcer cicatrization to
rule out duodenal malignancy.

The patient was referred to the surgical service. He
underwent exploratory laparotomy and gastrojejunostomy.
A duodenal mass and calcified lymph nodes were noted
intraoperatively. Excision of the mass was done as well
as biopsy of the calcified lymph nodes. Post-operative re-
covery was uneventful. On histopathological examination,
a chronic granulomatous inflaimmation with Langhans-
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Figure 3 Histopathological examination image. A: Duodenal mass showing
chronic granulomatous inflammation (white arrow) with Langhans-type giant
cell (black arrow); B: Calcified lymph node showing caseation necrosis (black
arrow) and a multinucleated giant cell (inset, white arrow).

type giant cell in the duodenal wall and the calcified lymph
node showed caseation necrosis and multi-loculated giant
cells were noted (Figure 3A and B). The patient was then
diagnosed as having duodenal stricture secondary to pri-
mary duodenal tuberculosis.

The patient was started on quadruple anti-tuberculous
medication and had improved on discharge. The patient
was symptom free 3 mo later.
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DISCUSSION

Gastric outlet obstruction is commonly associated with
malignancies and peptic ulcer disease. However, when
no malignancy is seen and a patient is non-responsive
to conventional peptic ulcer treatment, other etiologies
need to be explored. In this case, our patient presented
with gastric outlet obstruction and a diagnosis of ulcer
cicatrization was first made since it is one of the more
common causes of duodenal strictures. Also, his young
age made the diagnosis of malignancy less likely. Since the
patient already presented with gastric outlet obstruction,
surgery was deemed necessary for the patient and the
diagnosis of gastroduodenal tuberculosis was made post-
operatively. In other reported cases of gastroduodenal
tuberculosis, medical management was a sufficient treat-
ment modalitylz]. However, for those presenting with
obstruction, surgery may be necessary to relieve the obs-
truction and make the diagnosis.

The diagnosis of this disease is difficult and is often
made post-operatively. There are no pathognomonic
clinical features. A review of 23 consecutive cases of
gastroduodenal tuberculosis (15 year span) in India noted
that vomiting (60.8%) and epigastric pain (56.5%) are the
most common presenting symptoms. Other symptoms
noted are weight loss, upper GI bleeding and fever. The
mean age at presentation in this series was 34.4 years with
the duration of symptoms varying from 2 d to 15 years'".
Most reported cases of duodenal tuberculosis come from
areas with high prevalence of tuberculosis such as India
and Africa. Hence, a high index of suspicion is needed
when a patient is from a place endemic for tuberculosis.
Another emerging concern is the increasing prevalence
of Human Immunodeficiency Virus (HIV) infection.
The annual risk of developing active tuberculosis when
co-infected with HIV is 20-30 times the risk in non-HIV
infected individual. In the Philippines there is a low
prevalence of HIV infection”. Thus, the HIV test was
not done for this case since the patient had no high risk
behavior. However, for those patients with risk factors (e.g
multiple sexual partners, men who have sex with men,
intravenous drug users) and those from areas with high
prevalence of HIV infection, testing for HIV co-infection
may be beneficial. However, there is a lack of data on
changes in the frequency or clinical manifestations of
abdominal tuberculosis'.

The radiological features of duodenal tuberculosis
are also non-specific. On barium studies, patients were
found to have either one or a combination of mucosal
ulcerations, luminal narrowing, extrinsic compression and
proximal dilatations”. Endoscopy may not be diagnostic
and biopsies may only show nonspecific inflammation”.
In our case, biopsy was not performed during endoscopy
since the patient was already deemed to require surgery
due to the obstruction. Most case reports also diagnosed
duodenal tuberculosis post-operatively. Diagnosis is made
through histopathological findings of caseation necrosis
and Langhans type giant cell.

K

3ni§l:ﬂ£ng® WJGE | www.wjgnet.com

18

Management of duodenal tuberculosis is still primarily
medical. Studies have shown that if the diagnosis is made
prior to surgery, most lesions improve with appropriate
treatment"’. Even in patients with strictures, balloon
dilatation has been shown to work together with medica-
tion"". In this case, no trial of medication was done since
biopsy was not performed pre-operatively. Performing
biopsy pre-operatively may have changed the management
if the biopsy proved to be diagnostic. Also, performing
a tuberculosis polymerase chain reaction test may have
helped in the diagnosis if tuberculosis was made as part
of the differentials. However, the cost-effectiveness of
this study may need to be assessed.

In conclusion, gastroduodenal tuberculosis is rare and
pyloric stenosis resulting from tuberculosis is even rarer.
There are no specific signs or symptoms and no char-
acteristic endoscopic findings. It is our recommendation
that among patients with a similar presentation who come
from areas endemic for tuberculosis, every effort should
be made to confirm the diagnosis to avoid unnecessary
surgeries.
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