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Isolated Tubercular Stricture of the Small Intestine
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Background A 28-year-old female presents with a 10-year history of constipation worsening over the past year.

Summary A 28-year-old female with a past medical history of intestinal tuberculosis (TB) and chronic
constipation presents with worsening constipation for one year. In 2009, at the age of 19, she was
diagnosed with intestinal tuberculosis based on clinical symptoms and imaging. After completion
of therapy, she had improvement in her strictures on imaging, but continued to have intermittent
episodes of obstruction if any significant amount of fiber was ingested. This was managed on a low
residue diet and daily lactulose for about 10 years. In 2018 she presented to our clinic. Axial imaging
showed a single stricture with proximal dilation. In the operating room, a mid-jejunal stricture with
two proximal scybala creating a ball-valve mechanism was discovered. She received a segmental
resection and biopsy was negative for tuberculosis but demonstrated gastric heterotopia with antral
type mucosa. The case emphasizes the importance of considering a history of intestinal tuberculosis as
a cause of late obstructive symptoms in patients from endemic countries.

Conclusion  Although non-operative management of intestinal tuberculosis can be effective, close follow up is
necessary to ensure complete resolution of symptoms. In young patients from endemic countries
who present with symptoms of obstruction, intestinal TB causing developmental stricture should be
considered as a potential cause.
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Case Description

A 28-year-old female with a past medical history of intes-
tinal tuberculosis (TB) and chronic constipation presents
with worsening constipation for one year. In 2009 she was
diagnosed with tuberculosis based on symptoms of fevers,
chills, nausea, and chronic abdominal pain. She was treated
with isoniazid, pyrazinamide and ethambutol for approx-
imately 1 year, her imaging at the time of diagnosis was
negative for pulmonary disease, but positive for multiple
intestinal strictures. After completion of therapy, she had
improvement in her strictures on imaging, but continued
to have intermittent episodes of severe abdominal pain,
bloating, anorexia, nausea, and constipation if any signif-
icant amount of fiber was ingested. This was managed on
a low residue diet and daily lactulose for about 10 years.
In 2018 she presented to our clinic. A computed tomog-
raphy (CT) scan was obtained (Figure 1) demonstrating a
transition point in the mid jejunum with dilation of her
small intestine proximally. She was taken to the operating
room, where she was found to have a single mid-jejunal
stricture with two proximal scybala creating a ball-valve
mechanism (Figure 2). She received a segmental resection,
primary anastomosis and biopsy of mesenteric lymph
node. The specimens were sent for pathology and culture,
which were negative for tuberculosis. H&E staining of
the resected specimen demonstrated gastric heterotopia
with antral type mucosa devoid of other gastric mucosal
subtypes (Figure 3). Mesenteric lymph nodes were with-
out active TB and showed reactive follicular hyperplasia
without granulomas, consistent with a prior TB infection.
QuantFERON gold test was positive, but a chest x-ray
was negative for active TB.

Figure 1. Preoperative Computed Tomography (CT) Abdomen Pelvis with
Contrast. A chronically distended proximal jejunum with a narrowed
lumen visible in the RUQ at the lateral edge of the dilated jejunum.

American College of Surgeons -35- ACS Case Reviews. 2020;2(6):34-37



ACS Case Reviews in Surgery Song AS, Mazer LM, Hawn MT

Figure 4. Histology of Resected Small Bowel with Gastric Heterotopia.
Normal small bowel mucosa (left) and heterotopic gastric antral type
mucosa (right). Hematoxylin & Eosin (H&E) stain, 40x magnification.

Discussion
Figure 2. Intraoperative Photograph of Mid-Jejunal Stricture. The stricture Tuberculosis can infect the GI tract by hematogenous
was found mid-jejunum with stippling on the serosal surface at the spread or ingestion. Ingestion of the bacilli and subse-

location of the strict inlay). L1 L1
ocation of the stricture (inlay) quent growth within the lymphoid tissues of the GI tract

results in caseous necrosis and ulceration of the overlying
mucosa.' Patients present early in life (21-40 years) with
fever, pain, diarrhea or constipation, weight loss, anorexia,
and malaise." Radiographic findings can vary with disease
process and can range from lymphadenopathy and stric-
ture to a frozen abdomen.” Our patient presented to her
physician with fever, abdominal pain, nausea, vomiting,
constipation and weight loss and radiographic evidence of
multiple strictures. At that time no microbiologic evidence
of TB was obtained yet she responded to empiric therapy,
and about ten years later a QuantiFERON gold test was
positive for TB. These signs and previous habitation within
an endemic region makes for a high likelihood of a posi-
tive diagnosis. Medical therapy is known to be effective in
the treatment of abdominal TB in most cases.>” There are
however instances in which patients may require surgical
intervention for acute therapy to remove actively infected
bowel or for more management of remnant stricture dis-
ease which we believe was the case in our patient.?

Gastric heterotopia is relatively common finding in the
duodenum and proximal jejunum, but somewhat rare in
the jejunum.®® Gastric heterotopia can be divided into
at least two subtypes: congenital and metaplastic. These

Figure 3. Intraoperative Photograph of Specimen. Two proximal scybala ) . ) . .
which were creating a ball-valve mechanism. Proximal side facing up. are differentiated b}’ the presence of multlple hlStOIOgIC

subtypes of gastric mucosa, which indicates a congenital
origin, versus only antral or pyloric mucosa in metaplastic
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gastric heterotopia. Meckel’s diverticulum is an exception
to that rule, as it is a congenital cause but usually con-
tains only antral or pyloric mucosa.® It is thought that
metaplastic heterotopia occurs in response to insult and
has been seen in conditions such as regional enteritis,
tuberculous enteritis, surgical anastomosis, malignancy,
radiation and inflammatory bowel disease’; Lee’s paper
is of particular relevance as he describes six patients who
had verified tuberculosis affecting the small bowel, all of
whom were females, who had pyloric metaplasia associated
with “inflamed or ulcerated mucosa overlying the tuber-
culous lesion or in the more proximal, obstructed parts of
the bowel.” Thus, with the known clinical course of our
patient and the histology of her stricture, we believe that
her stricture was a residual sequalae of intestinal TB.

Stricture disease in intestinal TB occurs during the active
phase of the disease and can cause obstructive symptoms
in the short or long term. More aggressive evaluation and
intervention of her ongoing symptoms, within a year of
her original treatment, may have prevented an unnecessar-
ily long course of dietary restrictions and laxatives which
our patient endured for nearly a decade of her life. In hind-
sight, it is important to consider residual strictures from
intestinal TB as a possible diagnosis in young otherwise
healthy patients who present with symptoms of chronic
constipation or intermittent partial small bowel obstruc-
tions; especially, in patients who may have had prior expo-
sure to TB. In the absence of such history, pathology may
help determine the diagnosis. We believe that, based on
the available literature, gastric heterotopia with only antral
or pyloric mucosa supports the diagnosis of intestinal TB.

Conclusion

In conclusion we believe our patient suffered from a resid-
ual stricture from intestinal TB treated with medical ther-
apy alone. For nearly ten years she was on a puree diet
and daily lactulose to prevent the bloating and symptoms
of obstruction she would experience with any solid food.
Her experience highlights the need for long-term follow
up with patients who have been treated for intestinal TB,
and that history of TB should be queried when a young
otherwise healthy patient presents with obstructive symp-
toms. A review of the literature suggests that antral type
gastric heterotopia may be associated with insult from TB.
Our patient is now doing well and on a regular diet.
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Lessons Learned

Nonoperative management of intestinal tuberculosis can
be effective, but long-term follow up is necessary to ensure
complete resolution of symptoms. TB should be consid-
ered in patients who may have had prior exposure and
present with obstructive symptoms. Metaplastic gastric
heterotopia is associated with tuberculous enteritis.
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