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Tuberculosis (TB), an infectious disease 
caused by Mycobacterium tuberculosis, is 
estimated to infect one-third of the world’s 

population. TB generally affects the lungs. How-
ever, it can have extrapulmonary manifesta-
tions.1–2 New Zealand has had a declining incidence 
of community-acquired TB since the 1960s.3 The 
decline in TB cases is largely due to increased liv-
ing standards, control of bovine TB and treatment 
advances. Patients diagnosed in recent years are 
often recent immigrants and/or from low socio-
economic groups with overcrowded housing.2–3 
The abdominal manifestation of TB is infrequent 
with diverse symptoms ranging from non-local-
ised abdominal pain to ascites and fevers.4 This 
case highlights the difficulties in diagnosing peri-
toneal TB requiring PCR-based testing.5,6 

Case report
A 35-year-old Indian female with a background 

of a previous splenectomy for idiopathic throm-
bocytopenic purpura presented to hospital with a 
two-week history of fevers/rigors and worsening 
diffuse generalised abdominal pain. Important 
clinical and investigative findings are presented 
below. 

Due to ongoing abdominal pain and the devel-
opment of peritonism, the patient proceeded to 
diagnostic laparoscopy. Intraoperative observa-
tions included multiple peritoneal and omen-
tal nodules with widespread peritonitis without 
purulent or enteric contamination. Large volume 
serous ascites was present, and a methylene leak 
test showed no evidence of perforation. Appendi-
cectomy, peritoneal and omental biopsies, ascitic 
fluid sampling was performed. Analysis of biop-
sies and ascitic samples was carried out with hae-
matoxylin and eosin staining and PCR TB testing. 

Post-operative inflammatory markers contin-
ued to rise with ongoing fevers. A subsequent 

serial chest X-ray showed evidence of pneumo-
nia with dense opacities visible in the left lower 
lobe. No organisms were isolated from surgi-
cal, PBC, mid-stream urine cultures. A diagnosis 
of peritoneal tuberculosis with a superimposed 
hospital-acquired pneumonia was made. Treat-
ment was initiated and comprised rifampicin plus 
isoniazid, ethambutol and pyrazinamide. The 
patient was then referred to Public Health and 
Infectious Diseases services for ongoing follow-up 
and underwent weekly laboratory tests.

Discussion
This case highlights the challenges in diagnos-

ing atypical TB infections. TB is rare in developed 
countries, with only 350 cases reported in 2018 
compared to the estimated 10 million cases world-
wide.7 Abdominal TB comprises 0.1% to 0.7% of 
all cases and the resulting peritonitis it can cause 
is primarily spread throughout the body hema-
togenously from an original pulmonary infection 
or due to reactivation of latent TB in the perito-
neum.5,6 Progression of abdominal TB can lead 
to ulceration, bleeding and perforation.8,9 Due to 
New Zealand’s small population and the low num-
bers of abdominal TB, there is a paucity of infor-
mation regarding the incidence in this country.4 

Current literature suggests that long-stand-
ing symptoms make the diagnosis of peritoneal 
TB more likely. However, in this case the patient 
presented with a two-week history of abdominal 
pain. This case demonstrates that a longitudinal 
history is not always expected, and the combina-
tion of a short history and non-specific symptoms 
of peritoneal TB made this infection difficult to 
distinguish from other acute abdominal patholo-
gies. In addition, the development of PCR testing 
is a common tool for the rapid diagnosis of TB. 
Providing a reliable sensitive augmentation to 
culturing samples.10 In this case, numerous sam-
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Figure 1: A computed tomographic scan of the abdomen and pelvis with contrast shows extensive stranding and 
diffuse, nodular peritoneal thickening and enhancement (Panel A) and a large amount of ascites as noted by the 
arrow (Panel B).

Table 1: Relevant clinical and Investigative findings.

History and examination Investigations

• Temperature 38.5°C

• Heart rate 101

• Abdominal distension with generalised tenderness 
without peritonism

• No lymphadenopathy 

• History

• No TB contacts or family members that had 
ever contracted TB

• Born and raised in India and moved to New 
Zealand in 2010

• Recently returned from a two-month visit to 
urban India

• Non-smoker

• Nil alcohol use

• COVID-19 screen negative 

• HIV screen negative

• Bloods

• WBC 12 

• CRP 170

• Normal liver function tests

• Normal renal function tests

• Normal PBC

• Normal stool cultures

• CXR—unremarkable

• CT abdomen (Figure 1)—moderate ascites with 
extensive stranding and diffuse, nodular peritoneal 
thickening and enhancement. There was addi-
tional evidence of mild bowel thickening and a 
right bulky ovary

• USS pelvis—unremarkable (normal ovaries)



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2022 Mar 11; 135(1551). ISSN 1175-8716
www.nzma.org.nz/journal ©NZMA 

clinical correspondence 123

ples were cultured and were TB negative. How-
ever, TB PCR effectively showed M. tuberculosis 
in samples from the diagnostic laparoscopy. This 
report reminds clinicians that, although it is rare, 
undiagnosed abdominal tuberculosis has a mor-
tality rate of 8% to 50%, and therefore should be a 

diagnostic differential in patients with abdominal 
pain, fever and ascites of any duration, especially 
if the patient has known epidemiological risk fac-
tors.9 In addition, reliable diagnostic screening for 
TB should include PCR of all patient samples.

Table 2: Pathology results.

Specimen Results

Appendix Reactive inflammation

Peritoneal biopsies
Granulomatous tissue with lymphocytic inflammatory infiltrate

Positive TB PCR 

Omental biopsies
Granulomatous tissue with lymphocytic inflammatory infiltrate

Positive TB PCR

Ascitic sample Positive TB PCR 

Bronchial washings Negative TB PCR
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