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Abstract

Gastric outlet obstruction is commonly associated with malignancy and peptic
ulcer disease. Duodenal tuberculosis as a cause of Gastric outlet obstruction is
a rare clinical entity and poses a great diagnostic dilemma. We report cases of
two young adults presenting with long-standing gastric outlet obstruction due to
Duodenal Tuberculosis. Patients were evaluated using UGI endoscopy and USG
scan. Exploratory Laparotomy was done in both cases, tissue biopsy was taken,
and gastrojejunostomy was done to relieve the obstruction. Histopathology was
positive for tuberculosis in both cases, and patients were started on antituberculous
medication. At present, the patients have responded to antituberculous
medications, and are asymptomatic.
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stomach with outlet obstruction (Figure 1). Upper gastrointestinal

endoscopy revealed erythematous antrum with no visible

Tuberculosis is a major health problem worldwide and is endemic
in India, especially in people of low socio-economic group.
Pulmonary Tuberculosis is the most common manifestation and
gastrointestinal tract is 6" most frequent site after lymphatic,
genitourinary, bone, miliary and meningeal tuberculosis;

duodenal opening and old food particles.

Patient underwent exploratory laparotomy. Intraoperatively,
grossly dilated stomach was seen with duodenal thickening in

with ileo-caecal region as the most common site involved in
gastrointestinal tuberculosis [1]. Gastroduodenal Tuberculosis
is a rare clinical entity and usually a result of secondary spread
from pulmonary tuberculosis [2]. Primary duodenal tuberculosis
presenting as gastric outlet obstruction is extremely rare. There
is no management guideline present for primary duodenal
tuberculosis presenting with gastric outlet obstruction in
literature. Hence here we present the case report of two such rare
cases and the treatment given.

Case Series

Case 1

A 17-year-old male was admitted with history of vomiting
associated with fullness of abdomen immediately after food
since one year, and anorexia with weight loss in last 6 months.
Biochemical parameter was normal except for raised erythrocyte
sedimentation rate (ESR) (53 mm/hr). Contrast Enhanced
Computed Tomogram (CECT) was suggestive of grossly dilated K

Figure1 Contrast enhanced computed tomogram (CECT) was
suggestive of grossly dilated stomach with gastric outlet

obstruction.
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1%t and 2™ part with few enlarged and calcified lymph nodes.
Gastrojejunostomy was done and biopsy taken from duodenum
and lymph nodes. Post-operative recovery was uneventful.
On histopathological examination, a chronic granulomatous
inflammation with Langhans-type giant cell was seen. The patient
was diagnosed as primary duodenal tuberculosis, and discharged
on post-operative day 8 on WHO antitubercular 4 drug regime.
Patient has been under regular follow up since 1 year, has gained
weight and is asymptomatic at present.

Case 2

A 23-year-old female patient reported to our outpatient
department with complain of pain in epigastrium and vomiting
since one month, low-grade fever since three month, weight loss
and anorexia since six months. Body mass index was low 16.44.
Patient had raised ESR (89 mm/hr). CECT whole abdomen was
suggestive of enlarged lymph nodes at porta and in peripancreatic
region. Upper gastrointestinal endoscopy revealed closed pylorus
with multiple ulcers (Figure 2). Exploratory laparotomy was done.
Intraoperatively, circumferential thickening at pylorus and D1
segment of duodenum was seen along with matted, calcified
lymph nodes in lesser sac. Gastrojejunostomy was done, and
lymph node biopsy taken. Post-operative recovery was uneventful.
Histopathology was suggestive of caseating tuberculous
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Figure 2 Upper gastrointestinal endoscopy image showing

closed pylorus with multiple ulcers.
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lymphadenitis. Patient was started on WHO antitubercular 4 drug
regimen, and regular follow-up done. She has gained more than
10 kg weight in last 4 months, and is asymptomatic.

Discussion

Upper gastrointestinal tuberculosis is rarely seen even in endemic
areas, with duodenal involvement an exceedingly rare entity
reported only in a few cases [2,3]. In previously reported cases
of, medical management has been sufficient treatment modality.
However in cases presenting with obstruction, emergent surgery
may be required.

The diagnosis of gastroduodenal tuberculosis is difficult
preoperatively as there are no pathognomic clinical features.
Vomiting (86.08%) and epigastric pain (56.5%) are most common
presenting symptoms. Other symptoms noted are weight loss,
upper Gl bleeding and fever [2]. Patient in our case had presented
with episodes of upper abdominal distension followed by
vomiting, weight loss and anorexia.

Radiological diagnosis of gastroduodenal tuberculosis is also
difficult. On barium studies duodenal tuberculosis presents
nonspecifically as various combination of mucosal ulceration,
luminal narrowing, extrinsic compression and proximal dilatation
[4]. Endoscopy is not conclusive most of the time. Endoscopic
biopsy shows non-specific inflammation [5]. Duodenal
tuberculosis being a sub mucosal disease, endoscopic brush
biopsy may fail [6]. For patients in our case, case 1 had presented
with obstruction, barium study was deferred and endoscopic
biopsy report would had taken time, case 2 endoscopic brush
biopsy was inconclusive and s/o chronic gastritis.

Gastric outlet obstruction occurs commonly due to peptic ulcer
or malignancy. Our patients were young (17 yrs & 23 yrs), so
malignancy was taken as remote possibility. History and Upper
gastrointestinal scopy ruled out peptic ulcer disease. As patients
had presented with features of obstruction, emergent surgery
was offered as first treatment and subsequently antitubercular
treatment was given based on histopathology. Management
of gastroduodenal tuberculosis if diagnosed before surgery is
medical, with standard WHO quadruple drug regimen [7].

Conclusion

Duodenal tuberculosis is a rare clinical entity. Presentation of
duodenal tuberculosis as gastric outlet obstruction is even rare.
High index of suspicion should be kept in patient coming from
endemic areas. Efforts are taken to diagnose the condition before
need for surgery as medical management has shown promising
results. Surgical procedure be offered in cases presenting with
acute obstruction and be followed with anti-Koch’s treatment
regimen.
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