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Introduction 

 
Tuberculosis remains (TB) to be one of the most 

common causes of child morbidity and mortality. The 

World Health Organization (WHO) has estimated that in 

2021, more than 550,000 children fell ill with TB and 

that TB was the main cause of death in 224,000 children 

(1). TB is endemic in India, and it accounts for about a 

quarter of the global TB cases, the highest in the 

world(2).Almost 10% of the cases of TB in India are of 

paediatric TB, with pulmonary involvement being the 

most common site of involvement(3).Overall, abdominal 

TB (ATB) is the sixth most frequent extra pulmonary 

site(4). It is an uncommon presentation of TB, seen in 

only 0.3% of pediatric TB (5). Abdominal tuberculosis in 

children poses a diagnostic challenge because of its 

nonspecific clinical features, which often delay the 

diagnosis. It may be associated with involvement of the 
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Tuberculosis (TB) remains one of the leading causes of childhood morbidity and mortality 

worldwide, with India bearing a significant proportion of the global burden. Abdominal tuberculosis 

(ATB), although rare in children, presents a major diagnostic challenge due to its nonspecific clinical 

manifestations and low microbiological yield. This study aimed to evaluate the clinical profile, 

diagnostic approaches, and outcomes of pediatric abdominal TB cases. A retrospective review was 

conducted over a one-year period (January–December 2022) at the Intermediate Referral Laboratory 

for Tuberculosis, Government Medical College, Jammu. A total of 347 extrapulmonary TB samples, 

including gastric lavage, peritoneal fluid, and ascitic fluid, were analyzed using clinical, radiological, 

and microbiological methods, with CBNAAT employed for confirmation. Of these, 323 samples 

were from pediatric patients, and 8 (2.5%) were confirmed positive for Mycobacterium tuberculosis. 

The predominant symptoms included abdominal pain, fever, weight loss, diarrhea, and abdominal 

lump, often associated with ultrasound/CT findings of bowel thickening, lymphadenopathy, and mild 

ascites. A family history of pulmonary TB was present in all cases. Treatment consisted of a six-

month regimen of isoniazid, rifampicin, pyrazinamide, and ethambutol, resulting in recovery in 50% 

of patients, while four children, including one defaulter, succumbed to the illness. The study 

highlights the importance of maintaining a high index of suspicion for pediatric ATB, particularly in 

endemic regions, and underscores the need for early diagnosis through imaging and molecular 

methods. Despite poor microbiological yield, timely initiation of therapy can improve outcomes. 

Strengthening awareness and early detection strategies are crucial to reducing the disease burden. 
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gastrointestinal (GI) tract, peritoneum, lymph nodes, or 

solid viscera. 
 

These figures are probably misconstrues due to 

nonspecific presentation that gives the impression of 

other conditions or abdominal involvement that passes 

unnoticed in the presence of pulmonary TB. 

Furthermore, ultrasound or other imaging, invasive 

sampling, and culture for microbiological confirmation 

are often not available in far flung settings with high TB 

burden. Overall, abdominal pain (61.5 –81%), fever (31-

90%), and weight loss (40 –74%) are the most frequent 

findings on presentation. In patients of the pediatric age 

group, loss of body weight is defined as >5% weight loss 

in the preceding 3 months. In a child presenting with 

these triad of symptoms one should suspect abdominal 

TB. The diagnosis of abdominal TB can be strongly 

suspected on the base of imaging findings and/or 

laparoscopy/laparotomy findings, but can only have a 

definitive confirmation when M. tuberculosis is detected 

in abdominal specimens (i.e., ascites, lymph nodes, or 

peritoneal tissue biopsy during surgery) or, in secondary 

cases, in the respiratory or gastric secretions through 

smear microscopy, culture, or molecular methods (6). 

 

Materials and Methods 
 

The present study carried out a 1 year retrospective 

review of the medical records of all of our patients 

registered between January 2022 and December 2022 

who came to us for testing of EPTB samples that 

included Gastric lavage, peritoneal fluid and ascitic fluid 

in the Intermediate Referral Laboratory for Tuberculosis, 

Chest and Disease Hospital under Government Medical 

College, Jammu, India. They were diagnosed clinically, 

radiological, microscopy and confirmed by their 

CBNAAT report. 

Results and Discussion  
 

Total number of samples received during 1 year duration 

was 347 out of which, 8 were positive for MTB and in 

rest of the cases, MTB was not detected. Out of 347 

patients, 182 were males and 165 were females. Total 

number of samples from paediatric patients was 323 and 

only 24 were from adults.  

 

In the present study, over a period of 1year, 8 paediatric 

patients were positive for abdominal tuberculosis gastric 

lavage by CBNAAT. Patient presented mostly with 

symptoms of cough and fever followed by pain abdomen, 

loose stools, weight loss, and loss of appetite.  

 

USG/CT abdomen showing thickening and inflammatory 

changes in bowel loops, omentum and lymph nodes and 

involving visceral organs like liver and spleen. Mild 

ascites was detected in 3 out of 8 children. There was a 

family history of pulmonary tuberculosis in all of our 

cases. 4 out of 8 children died which included 1 defaulter 

patient. Rest of the children were cured of abdominal 

tuberculosis after 6 months of therapy which included 

Isoniazid, Rifampicin, Pyrzinamide, Ethambutol for 2 

months and then Isoniazid, Rifampicin, Ethambutol for 4 

months and were rendered Tuberculosis free. Household 

contacts were given Isoniazid prophylaxis. 

 

Tuberculous infection is still a significant cause of 

morbidity and mortality in the world when it comes to 

developing countries like India. It is difficult to identify 

the disease and it is important to have an early diagnosis 

in order to prevent an uncontrolled evolution with 

development of severe abdominal damage associated 

with potential long-term effects into adulthood7,8. 

 

Table.1 Type of sample received 

 

 

 

 

 

Table.2 Showing age distribution 
 

Age Total Number 

0-5yrs 2 

6-11yrs 2 

>12 yrs 3 

Gastric Lavage 325 

Peritoneal Fluid 8 

Ascitic Fluid 14 
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Table.3 Yield of various investigations for the diagnosis of paediatric abdominal tuberculosis 

 

BCG Yes(7) No(1)   

Montoux test Positive(5) Negative(3)   

Microscopy ZN 

staining 

Positive(3) Negative(5)   

WBC COUNT /mm3 

>4000 

6 >4000/mm3 2   

Imaging USG/CECT Gastrointestinal 

tract-7(87.5%) 

Abdominal 

lymphnodes-7 

(87.5%) 

Peritoneal 

Cavity-

4(50%) 

Visceral 

Organs -

2(25%) 

CBNAAT 

Gastric Lavage 

8 positive    

 

Table.4 Abdominal Tuberculosis in children: Clinical presentation 

 

Symptoms n(%) Signs n(%) 

Cough 25(2) Pallor 75(6) 

Fever 62.5(5) Abdominal tenderness 87.5(7) 

Failure to thrive/weight loss 75(6) Ascites 37.5(3) 

Diarrhoea   50(4) Heptospleenomegaly 25(2) 

Abdominal lump 50(4) ---------------------  

Headache 25(2) ----------------------  

 
The clinical features of ATB are often nonspecific, 

resulting in diagnostic delays for physicians.  Abdominal 

pain, fever, and weight loss were the most frequent 

findings on presentation, and a triad of these symptoms 

was present in more than half of our patients which was 

concordant with the study of Shah I and Uppuluri R9. 

The gold standard of diagnosis of TB in children is the 

triad of contact with a patient with active TB, positive 

TST and compatible physical and radiological findings 

 

It is important to try and obtain microbiological evidence 

in all cases as ATB may mimic other diseases such as 

Crohn's disease and abdominal lymphoma. 

Unfortunately, the diagnostic yield is low in microscopy 

owing to its paucibacillary nature in children. A total of 8 

children were confirmed cases that is 2.5% these patients 

were confirmed on the basis of  demonstration of 

Bacteriological , laboratory and radiological findings 

along with presence of clinical symptoms suggestive of 

abdominal tuberculosis. Acid‐fast bacilli was positive in 
only 37.5% of our patients, which is similar to the 32–
35% yield reported in literature10.  An abnormal 

abdominal imaging played a pivotal role in the diagnosis 

of our patients and was suggestive in ~ 90% of them 
which is consistent with lal SB et al.11  Abdominal Tb is 

often initially confused with other diseases and the 

diagnosis is usually delayed. In our study fever, weight 

loss and abdominal tenderness were the most frequent 

findings in alliance with the studies done by Delise M et 

al12 and Malik R et al13. 

 

Overall, as the diagnostic yield is poor, if there is a 

strong clinical suspicion and other causes have been 

excluded, it becomes important to start treatment with a 

close follow up. For a newly diagnosed child with 

abdominal TB, Intensive phase consists of 8 weeks of 

Isoniazid, Rifampicin, Pyrazi- namide and Ethambutol. 

This is followed by 16 –40 weeks of three drugs 

Isoniazid, Rifampicin and Ethambutol as a contin- uation 

phase. The optimal duration of treatment for pediatric 

ATB is unclear. A shorter duration of treatment increases 

compliance and decrease the risk of toxicity of the drugs. 

However, it may also pose a risk for relapses.14  
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The recovery rate was 50% in our study and they showed 

good response to the treatment. 50% was the 

morbidity because the compliance was poor and they 

were the defaulters who left the treatment in between. 

This is in contrast to the study of lal SB et al11 where the 

recovery rate was 100%. 

 

In conclusion, TB is still a major cause of mortality and 

morbidity worldwide. A triad of abdominal pain, fever, 

and loss of weight is suggestive of abdominal 

tuberculosis.  Due to its high fatality rate, early diagnosis 

is very important. Microbiological yield is low, and one 

often has to start therapy based on a strong clinical 

suspicion. Laparoscopy and peritoneal biopsy along with 

radiological findings are still the most reliable, quick and 

safe methods for the diagnosis of abdominal tuberculosis. 
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