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DEODENO-JEJUNAL TUBERCULOSIS

Dr. D. N. Gongal, B. Sc,, M. B. M_ 8. (Bom) F, I. C. §*

Introduction:

Vemitting and Pain in Upper Abdomen of certain duration is common symptoms.
complcv. This is usually due to Pyloric stenosis. But occasionally we-come accross Dcodeno_.
Je_}unal tuberoulosis which I think is pot uncommon - if the disease entity is kept in mindin
cotintries Hke ours whzre Tubarculosis Is common, Tubzrenlosis of lung is found in almost 1%
of the population. Tubzrcutosis of Abdomsn and bone and Lymphs nodes ‘are also common.
However Stomach and Duedenum are seldom the site of’ tubercitlous lession, Here are 3 Cases.
of Déodeno.-Jejunal Tubexcu!osxs who pxescnted with symptoms slmmu!atmg Pyloric Stenosis.
are presemcd

CASE REPORTS
Case No_1.

In-Patient No: 821. Mrs. S. K. A female of 21 years was admitted on 11.4.1968 with-
the diagaosis of Pyroric Stenosis. She had pain in the epigastric region for one year with the-
appearance of vomitting for six months which occured after food and was very foul smelling.
Her general condition was fair with scaphoid abdomen which felt doughy with moderately
tender epigastrium, There was no palpabls mass, liver and speen was not palpable, Visible
peristasis moving from left to right was noted after drinking water, there was presence of
succition splash. CVS and lung were normal Berium Study revealed dialated deodunum sugge--
sting obstruction at the Deodenal-Jejunal Juction. She improved on antacid therapy with.
intravenous fluid supplement given to correct tze dehydration while she was in the hospital.
She was advised laparaiomy but went home on 24.4.1968. She was readmitted on 21.5.1968.
in low and restless state with the history of fever and  vomiting for two weeks, She was irri-
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(able. Temperature 99.8.F pulse 90 per minute rcgufér, B. P. 160,70 mm. Hg. with white
coatcd tongue She had both neck rigidity and positive Kernig’s sign; with crepts scattered all
over the chest. Immediate lumber punture report showed normal CS.,F. She was however
put on antituberculosis therapy (Streptomycine and I. N. H.) with adequate hydration, She
made very good recovery. She become apyrcxic on 7th day, Her preoperative chest X-Ray was
normal, She was operated upon on 7,6.1968. Deodeno-Jejunal Junction was found to be steno-
sed with lots of fibrosis around, There was grandular enlargement the glands surrounding areas
was calcified, But other part fo intestine and viscera appeared normal, Gland piopsy was taken,
Retrocolic-Gastrojejunostomy was done. The histopathology showed that the glands were
tubercular in nature. The patient made unevent{ul recovery on antituberculosis therapy. On
follow up she remained very well and gained weight matkedly.

Case No. 1. . Case No. 2.

Case No. 2:

Tn-patient No. 7034 Mrs. R. T, A, female of 32 years admitied on 8.2.1973 with his-
tory of pain abdomen mostly upper and vomiting after taking food for three months. Pain
abdomen afier meal for one year. Vomitus contain semidigested food. Her general condition
was fair, dechydration was marked and she was anaemic. Abdominal examipation showed
visible peristalsis. Peristalsis was from left to right; anp suction splash was presnt, Chest was
clinically normal, No lymphadenopathy. Intravenous infusion was given to combat dehydra-
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tian. A provisinal dignosis of pyloric-stenosis was made. Her further investigation “showed
W B.C. 6850, Netrophil 70% Lymphosite 269, Eosinophil 29 Monocyte 2% Hb_ 12gm, per
100 ml., Stosl and urine normal, Berium meal study of stomach and deadenum showesd dia-
lation of stomach and deodenum. X-Ray chest shows enlarged hilar shadow, Laparatomy
‘was done and there war constriction at the deodeno jejunal junction and lymphnodes were en-
larged around the pylarus, Mescntire lymphnodes were enlarged which cn aspiration  Lrought
out caséous material. Stennsis of Deoadenn-Jejunal junction was diagnosed and posterior
Gastrojeju wo:tomy was donc. While opening jejunum multipie milliry Like tpots were seeenin
jejunum. Histopitholoav of lymphnodes around jejunum showed tubercular nature. Jejunal
histopathology was reportzd normal. Afier the operation the patient was put on antituberculap
treatment Recovery was uncventful vomiting stoped. On follow up she has gained. weight.

Case No. 3

In-patient No, 6895 Mr. K. P, A male ol 23 years was admitied on 2.2, 1973 with the
history of vomiting for onz and hall months. Vomiting was frequent Vomitus contained semi-
digested fi cd. Vomitng happened usually after six hours of feed. Pain abdomen in the epigas.
trium was also for nearly two months, Constipations has been since the vomiting appeared. His
condition was poor and dehydration was marked and was cachecticand was anamic. Abdomen
was scaphoid, liver and spleen not palpable, no lymohacenopathy visible peristalsis was seen
after drinking water, A provisional diognosis of pyloric-stonosis was made. After combating
dehydration and keeping him on supportive therapy to improve his general condition, a ba-
rivm study was done which thowed pylorics tenosis. Laboratory investization. WBG 7950 Ney-
rophitl 67%, Lymphocyts 33%. Eosinophill 0% £. 5. R. 98 mm Tempefature S8pr B.P, 200{60
mm of Hg. Hb. 11 gm par 190 ml. Afier.2 piats of transfussion he was operated on 25,373 for
pyloric-stenosis but opzaing the ubdomen no ulcer and no pyloric stenosis were seen. And
Heoceacal rmuis; was ~e2n with threatened obstruction and enlarged lymphnodes wese sccni.
While tracing up there wis a big lymphnodes mass pressing the deodeno-jejunal junction .
and the lumen at the deadeno-jejunal junction was narrowed right hm_li-llio.cnlecmmy, and
illivin and transverse colon end 1o end anastomosis, and postevior Gastro-jgjunostomy was

. done. Lymphnodes was scat [o biorpsy. Histopathology showed tubercular in  nature.  After

* operation he was pul on anti-tubercular treatment (Streptomycine and L.N.H), P'ost op:rative
period was uneventful, no nausea vomiting, He was discharged un #ifteenih day of operation
0 continue anti-tubercular treatmient and to come for check-up regularly

Discussion :

“Tuberculosis of the upper gastrointestinal tract namely stomach and Juodenuri s fare.
"The pussible route of infection are i) direct infection through the mucosa, ii) hematogenous
spread, iii) lymphatic spread, iv) spread from the serosa by continuty from adjecent structures
“specially lymphs nodes. :

Broders (1917) reveided ali the published cases of gastric tuberculosis and fo_imd on'};y'
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306 eases. Of these he rejected 8J casesas-unlikely aud. in only 49 of the remainder had
- tubercular bacilli been demonstrated. Clagett and Walter (1938) collected 368 cases of which
30 had concomitant gastric neoplasm, Tannereral (1956) described 34 cases of gastric tuber-
-culpsis associated with cancer 10% of gastric tuberculosls occurs in association with Cérd@-
poma. Seven gastiic lesions in 20,000 at Mayo clinic proved te be tuberculosis; Aird 4(,19:5'?)
Bently ¢t al (1967) while reporting his two cases of tuberculosis of stomach collected 42 cases
between 1957 and 1964 of which all were Russian. The reported incidence of the disease in-
_autopsy is from 0.36 to 2.3%. Primary tuberculosis of stomach is extremely rare.” Broders
maintained that no case had been absolutely proved to have primary in the stomach. Good
-{1931) thinks it does not exist. As a matter of fact, in Gastiic tuberculosis Clagett ard Walter
~found pulmonary tuderculosis 34 % to 100, intestinal lesion in 63-91.5% and that of liver
_and lymphs nodes in 74% and 68.1,%, respectively, Chaflins siates that about 50% of Gastric
- tubzrculosis have simullaneous involvement other organs (Bernard et al 1856). :

Tuberculosis of adodenal area is rarer than that of stomach even patient of with pul-
- monary and intestinal tuberculosis. 1t is thirty times rarer in the duodenum than in the iﬁt}i-
..stine (Aird 1957). According to Richard and Cherrier about 10% of Qastric tuberculosis has
"deodenal tuberculosiy as well (Berhard et al 1956); Baikian et al 1067), Only 12 proved cases
--of tubzrculosis limited to duodenum and regional lymphs nodes hava “been reported till. 1946
Bernard er al, Buskstein (19331 cited a case of hypertrophic tuberculosis of )st portion of
- duodenum; Wig et al (1961) reported 49 cases of hypertrophic tubsrculosis 67 case of Abdo-
- minal tuberculosis with duodenal involvemen: in 7 cases (Ferreira et al 1966). The later
- described a case of ulcerative tuberculosis in the 3rd and 4th portion duodenum Bulkein et al
--quoted Ficldmann to state that deodenal tuberculosis occured only in 959% of cases of
tuberculosis cases autopsied. Brown and Simpson in 184 autopsied, cases of pulmonary tuber-
-.culosis with intestinal lesion found deodena) tuberculosis ip 6% and that .of large intestine in
19% and remaining 753%, buing restricted to lleum and Caecum; Granet (1935) came across
. duodenal ulcertion in 4 out of 29 autopsy of tubercular enteritis (Ferrier et al). Mathews et al
{1932) mentioned 105 cases of generalised intestinal tuberculosis and reported 18 cases of
localised cases of generalised intestinal tuberculosis and reported 18 cases of localised duo-
- denal tuberculosis with only 6 being proved histologically. : .

Pathological types of duadenal tuberculosis are ane. i) Ulcerative commonest ii) Hyper-

- trophic iii) Infiltrative and iv) Enteroperitnial, There is usually extensive lymphs nodes invol-

vement in the tuberculosis of duodenum. As for clinical features are E:oncerncd,' duodenal

tuberculosis may be symptomles or with symproms of peptic ulcer and - ohstruction::In 50%,

thete is a palpable mass and in about 509 there is evidence of tubsrculosis elsewhere (Balkein

- et al). Radioldgy has little to offer as an aid to diagnosis. But Ackerman. (1940). believes

that simultaneous involvement of stomach and duonerum increases the poss.ibiliti‘es_..‘ of tuber-

- culosis eticlogy as campared to careinoma which stops at pyloric region. “The possibility of

gastric or duodenum tuberculosis should be borne in mind when tubercular lesion is found
in association with an obvious lesion elsewhere.
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Antitubercular therapy is so effective in exudative and inflammatory lesion that rcsccﬂ;‘: ;
tion if required only for hypertrophic irreversibilly destroyed tissue, Inspite of advocalion_f'
of surgical treatment in the literature for. the tuberculous linitum plastica and generalisegf
hypertrophic tubereulasis of stomach, It comesa high operative mortality (Edidin et a|-1_'”'?
1956),
In our cases drainage operation had to bs performed for the tight stricture Icsion.;
and antitubercular therapy except in case 3 where right illio-collection was also done___;:%

Conclusion :

Three cases of duodeno-jejunal tuberculesis which could be diagnosed on Japaratemy
only are reported,
The aim of this paper is to suggest that in country where tuberculosis is common, a_f'

young patient with the history of pain upper abdomen and vomiting should be investigated.}
for the Stenosis due to tuberculosis of the Deodeno-Jejunal junction. '
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