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Abstract Case Report

Tuberculosis is a real public health problem. It is due to Mycobacterium tuberculosis, a bacterium with a strong
pulmonary tropism. Extra-pulmonary forms represent 14% of all tuberculosis cases worldwide. Digestive damage
represents 3% to 5%. The treatment of tuberculosis is well codified these days. A paradoxical reaction (PR) to anti-
tuberculosis drugs is defined as worsening of pre-existing clinical or radiological lesions or the appearance of new
lesions during anti-tuberculosis treatment. They are rarely described in the digestive system with an acute intestinal
obstruction type. We report here a clinical case of a paradoxical reaction to the type of acute intestinal obstruction in
an immunocompetent patient on anti-tuberculosis treatment. It was a 56-year-old male patient with no specific history,
HIV-negative followed by pulmonology for bacteriologically confirmed pulmonary tuberculosis. He was put on Poly
Chemotherapy (2ERHZ / 4RH). Progress under this treatment was marked by onset on day 35 of generalized
abdominal pain associated with mechanical bowel obstruction with no fever. On admission to the surgical emergency
room, besides abdominal pain, the patient presented bloating and bilious vomiting, abdominal meteorism and
abdominal tympanism. The diagnosis of acute intestinal obstruction of the small intestine by obstruction of probable
tuberculous etiology had been suggested and the patient operated on. During the operation, we had discovered dilated
small intestine, multiple ileal and parieto-ileal adhesions with ileal strangulation 60 cm from the ileo-cecal junction,
multiple granular micronodular lesions and mesenteric lymphadenopathy. Procudure included adhesions resection,
biopsy of omentum and mesenteric lymphadenopathy The evolution was favorable and Histopathology analysis found
images in favor of mycobacteriosis.
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INTRODUCTION !mmunocompetent patients and in majority of cases
involve the central nervous system, pleura and lungs
[5]; they are rarely described in the digestive system
such as acute intestinal obstruction [6]. We here-in
report a case of paradoxical reaction revealed as acute
intestinal obstruction in an immunocompetent patient
on anti-tuberculosis treatment.

Tuberculosis remains a real public health
problem, due to its high incidence; it is the ninth
leading cause of death in the world, 1.4 million people
died of tuberculosis around the world in 2019 [1]. It is
due to Mycobacterium tuberculosis, a bacterium with a
strong pulmonary tropism. According to WHO, extra-
pulmonary forms account for 14% of all tuberculosis
cases worldwide [2]; intestinal involvement represents 3
to 5% [3]. Tuberculosis treatment is well known
nowadays. Unusual evolution of tuberculosis under . X . .
specific and well-managed treatment in patients not cough, with no notion of tuberculosis contagion. The

infected with HIV was first reported by Chloremis et al. onset of symptoms was 3 W.%ks prior to admission With
in 1955 [4]. A paradoxical reaction (PR) to anti- cough and mucopurulent discharge without any notion

tuberculosis drugs is defined as worsening of pre- of hher_nopty3|s. CI:he_st pain, dy_spnea_, gever, physu:a:;
existing clinical or radiological lesions or appearance of asthenia, non-selective anorexia, night sweats an

new lesions during anti-tuberculosis treatment [5]. We'ght I%SS gr;m;}ntlng toh 1ON/0 thbOd% welg_ht Wﬁrg
These paradoxical reactions are less frequent in assoclated with the cough. Note that the patient ha

negative HIV serology.
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CASE REPORT
A 56-year-old male patient with no particular
history, initially seen in pulmonology for chronic
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The patient underwent a sputum examination
(GeneXpert) which came back positive and diagnosis of
bacteriologically confirmed Pulmonary Tuberculosis
(BPD +) was confirmed. He was put on treatment
(2ERHZ / 4RH). Progress under this treatment was
marked by onset on day 35 of generalized abdominal
pain associated with mechanical bowel obstruction with
no fever necessitating his transfer to the surgical unit.
On admission to the surgical emergency room, besides
abdominal pain, the patient presented bloating and
bilious vomiting.

Physical examination revealed an average
general condition, moderately colored eyelid mucosa,
normal vital signs, abdominal meteorism, abdominal
tympanism with presence of hydroaeric sounds and an
empty rectal ampulla on digital rectal examination. A
plain abdominal x-ray film shows hydroaeric images
that are wider than high (image 1). Acute bowel
obstruction diagnosis with probable tuberculosis
etiology was suspected.

Preoperative assessement showed a slight
hyponatremia at 134 mEq / L. Patient was admitted to
theatre after a brief preoperative resuscitation. Intra-
operatively (image 2), there was presence of dilated
small intestines up to about 60 cm from the ileo-cecal
junction, the rest of the ileum and colon being normal,
multiple ileal and parieto-ileal adhesions with ileal
strangulation 60 cm from the ileo-cecal junction,
multiple granular micronodular lesions spread over the
entire small intestine as well as the omentum, the
ascending mesocolon, mesenterium and mesenteric
lymphadenopathy.  Procudure included adhesions
resection, biopsy of omentum and mesenteric
lymphadenopathy, rincing and drainage of the
peritoneal cavity, and parietal closure were performed.
Post-operative course was uneventful with resumption
of bowel function on the 4th postoperative day;
abdominal drain was removed on the 4th postoperative
day. Resumption of anti-tuberculosis treatment on the
5th postoperative day. The patient was released on the
8th postoperative day returning to pulmonology unit to
continue his anti-tuberculosis treatment.

Histopathology analysis carried out on the
biopsy specimens revealed on the lymphadenopathy, an
altered eosinophilic necrosis, surrounded by numerous
epithelioid cells without clear granulomas and on the
omentum, epithelioid granulomas without necrosis.
There was no gigantic cells. These results were in favor
of a mycobacterial disease (Image 3). The patient was
declared cured of tuberculosis five months later.

Fig-3: Microscopic lesions as seen on histopathology
analysis

DISCUSSION

Tuberculosis remains a major public health
problem in Benin. It mainly affects the most
disadvantaged sections of the population [7]. In Benin,
the number of new cases of extra-pulmonary
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tuberculosis increased from 318 in 2018 to 328 in 2019
[7]; the frequency of extra-pulmonary tuberculosis is
7.49% [7], well below the prevalence of 20 to 25% in
regions according to WHO [8]. The abdomen is one of
the most frequent sites of extra-pulmonary tuberculosis
[9]; gastrointestinal tract is the sixth most frequent
extra-pulmonary site, after the lymphatic system,
genitourinary system, osteoarticular system, miliary
involvement and the neuro-meningeal system [3]. A
pulmonary site is associated in 20 to 25% of cases. In
this case, digestive involvement is as much frequent and
massive as the pulmonary involvement is severe [3, 9].
About 2 to 23% of patients treated by anti-tuberculosis
drugs experience an exacerbation of their initial clinical
symptoms and / or the appearance of a new active
infectious site [6, 10]. This phenomenon known as a
“paradoxical” reaction, is defined as an aggravation of
existing lesions or presentation of new lesions during
anti-tuberculosis  treatment [6]. It is rare in
immunocompetents and exceptionally revealed by signs
of digestive impairment [10, 11].

Our patient was immunocompetent and
presented a paradoxical reaction that was acute bowel
obstruction during anti-tuberculosis treatment for
bacteriologically positive pulmonary tuberculosis.
Brown CS et al. observed 14.4% frequency of
paradoxical reactions in immunocompromised patients
against 3.8% in immunocompetent patients [10]; this
explains low occurrence of paradoxical reactions in
immunocompetent patients.

Our case was of a 56 years old, male patient of
african descent; no difference was observed in
frequency of occurrence of paradoxical reactions
according to ethnicity, although the infected site is more
likely to be pulmonary in african and caucasian ethnic
group and lymph node in asians in Brown et al. series
[10].

Time limit of the paradoxical reaction in our
case was 5 weeks. Rakotoarivelo et al. found a similar
delay (5.5 weeks) in their series [13]; it should be noted
that there was no gastrointestinal paradoxical reaction
in this series [13]. Shinga et al. Observed an onset of
acute bowel obstruction after 4 weeks of anti-
tuberculosis treatment [12]; Cheng VCC et al. on the
other hand, obtained a longer mean delay of 8.5 weeks

[5].

Clinical symptoms in our case were typical of
acute bowel obstruction in accordance to the clinical
signs described by Mondor, abdominal pain, vomiting,
gas and faecal matter obstruction and abdominal
meteorism. Shinga et al. in Dakar had a similar clinical
case [12]. Plain abdominal x-ray film showed hydro-
aeric images that were wider than high (image)
suggesting ileum involvement. Shinga et al. had similar
findings on an abdominal x-ray with confirmed by
computed tomography [12]. Chong V H et al. Described

gastrointestinal tuberculosis sites; the most frequent site
was ileocecal (38%) followed by ascending colon
(23.8%) and appendix (19%) [3]. The ileal site in our
case and that of Shinga et al. [12] represents only 9.5%
of Chong V H et al. Cases [3].

Chaabane et al. describe 4 macroscopic forms
of intestinal tuberculosis lesions: ulcerative form which
is frequent in immunocompromised host, hypertrophic
form encountered more in immunocompetents hosts,
stenosing form more often ileal and ulcerative
hypertrophic form which can mimic digestive neoplasia
[9]. In our case, the macroscopic appearance of the
intestinal lesions was of hypertrophic form with ileal
and omental thickening (image 2). Shinga et al. had a
similar aspect [12]. Microscopic aspect in our case
showed a eosinophilic necrosis surrounded by
numerous epithelioid cells without notable granulomas
suggestive of tuberculosis (image 3); Shinga et al.
found a Langhans-type giant cell granuloma with
central caseous necrosis [12] well suggestive of
tuberculosis.

The surgical procedure performed was section
of adhesion to restore intestinal transit, rincing and
drainage of the peritoneal cavity; intestinal tuberculosis
treatment was medically done with anti-tuberculosis
drugs taken on the 5th postoperative day. Postoperative
period was uneventful under this treatment; the patient
was declared cured after 6 months of anti-tuberculosis
treatment identical to therapeutic regimen in a
pulmonary tuberculosis patient; The Center for Disease
Control (CDC) and the American Thoracic Society
(ATS) agree on a therapeutic regimen identical to
pulmonary tuberculosis, namely 6 months of treatment
(2RHZE + 4RH) [14, 15]. The same finding was
reported by Lee et al. who described a paradoxical
reaction revealed by intestinal sub-obstruction in an
immunocompetent host at 3 months of antituberculosis
for pulmonary tuberculosis. In this case, the patient had
undergone digestive surgery and had progressed well
under the same initial anti-tuberculosis treatment [11].

CONCLUSION

Paradoxical reaction such as acute bowel
obstruction in an immunocompetent patient is rare;
treatment is surgical to remove the intestinal
obstruction, but mostly medical by a therapeutic
regimen identical to that of pulmonary tuberculosis. Our
patient underwent surgery and continued his anti-
tuberculosis treatment with a uneventful outcome.
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