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Abbreviations
•	 AFLP: Acute Fatty Liver of Pregnancy
•	 GERD: Gastroesophageal Reflux Disease
•	 HELLP: Hemolysis, Elevated Liver Enzymes, and Low 

Platelet Count
•	 IBD: Inflammatory Bowel Disease
•	 NSAP: Nonspecific Abdominal Pain

Introduction
We present the case of a young immunocompetent pregnant 
woman, with poor prenatal care, who was diagnosed with intesti-
nal perforation due to systemic tuberculosis, without respiratory 
compromise.

Undiagnosed tuberculosis (Tb) has devastating consequences on 
maternal and fetal health with high morbidity. The greater glob-
al distribution of Tb infections is a current health problem with 
worldwide distribution. Early diagnosis focuses on detecting 
symptomatic patients as soon as possible, while screening con-
sists of testing healthy individuals to identify those with symp-
toms before they appear. The greatest efforts should be directed 
toward early diagnosis and treatment.

We present this case due to the importance of early diagnosis, 
especially in pregnant women.

Clinical Case
A 22-year-old woman, 28 weeks pregnant, presented to the emer-
gency department with a 5 days history of abdominal pain and a 
3 days history of fever, vomiting, and digestive intolerance. She 
had no known medical history. Physical examination revelated 
diffuse, severe abdominal tenderness without rebound. Fetal ultra-
sound showed a vital term fetus. Computed tomography (CT) of 
the chest has normal. Abdominal CT revealed subdiaphragmatic 
free air, so urgent transfer to the intensive care unit was request-
ed. On bedside ultrasound, abdominal examination confirms the 
presence of air. She has septic shock and multi-organ failure ini-
tially in an intensive care setting. Hemodynamic compensation is 
performed and antibiotic treatment is started.

She was taken to the operating room, for a surgical examination: 
perforation was seen in the ileum (Figure 1). Intestinal resection 
caecum and distal ileum resection with an ileostomy were per-
formed. Histopathological examination showed submucosal nec-
rotizing granulomatous inflammation, with giant cells and diffuse 
distribution in the parietal thickness of the appendix and colon, 
compromising even the serosa at the level of the cecum (Figure 2) 
in the histological cut of the granuloma can be seen with mucosal 
ulceration (Figure 3). At the time of laparotomy, fetal death was 
confirmed, performing an emergency cesarean section. 

Figure 1: Ileal perforation. Notice enteric fluid coming out to the abdominal cavity. In the enteric wall presence of multiple tuber-
culous granulomas.
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Figure 2: Granuloma 100x Tuberculous granuloma in the ilieal wall – increase 100 x 

Figure 3: Ileal ulcerated mucosa.

Cultures and real-time polymerase-chain-reaction testing of 
peritoneal fluid and intestinal tissue revealed Mycobacterium 
tuberculosis (MTb). The Ziehl Neelsen technique is positive for 
abundant acid-fast (AF) mycobacteria. Histological examination 
of the placentae, third-trimester placental disc, an inflammatory 
process is observed that forms granulomas, focally compromis-
ing the terminal villous stroma and the surrounding intervillous 

space with the presence of necrosis, villitis and intervilliitis, AF 
mycobacteria are observed with signs of vascular malperfusion 
(Figure 4). Cultures and real-time polymerase-chain-reaction 
testing of sputum interestingly was positive for tuberculosis. 
Liver biopsy revealed non-caseating granulomatous hepatitis, 
without evidence of acid-fast bacteria on microscopic examina-
tion and no infection with MTb on culture.

Figure 4: Placenta cut of showed multiple Mycobacterium Tuberulosis in Ziehl-Neelsen stain Magnified 1000 X. The acid-fast 
stains depend on the ability of mycobacteria to retain dye when treated with mineral acid or an acid-alcohol solution such as the 
Ziehl-Neelsen, or the Kinyoun stains that are carbolfuchsin methods specific for M. tuberculosis



 

www.mkscienceset.comPage No: 03 J Cri Res & Eme Med 2023

Table 1: Causes of Acute Abdominal Pain in Obstetrics Patients
Obstetric Causes Early pregnancy

Miscarriage
Ectopic pregnancy
Molar pregnancy
Ovarian cyst (torsion, hemorrhage, rup-
ture)
Degeneration of uterine fibroids
Round ligament pain

Late pregnancy
Placental abruption
AFLPa
Abdominal pregnancy
HELLP syndrome
Rupture uterus
Fibroid degeneration
Fallopian tube torsion
Uterine torsion
Rupture rectus muscle
Polyhydramnios
Symphysis diastasis
Intraperitoneal bleed

Non-Obstetrics Causes Surgical
Appendicitis
Cholecystitis
Biliary colic
Acute pancreatitis
Peptic ulcer
Urolithiasis
Intestinal obstruction
Instestinal perforation
Gastric perforation
IBD
Rupture aneurysm
Trauma

Medical
Gastroenteritis
Porphyria
Sickle cell crisis
Deep vein thrombosis

Extra abdominal etiology Cardiac pain
NSAP
Pleuritic pain
Psychological drug abuse or withdrawal
Herpes zoster infection

Exacerbates by pregnancy GERD
Gallbladder disease
Acute cystitis
Acute pyelonephritis
Musculoskeletal pain

Immunohistochemical studies on placenta were conducted to 
identify histiocytes (CD68), neutrophils (Myeloperoxidase), T 
and B lymphocytes (CD3 and CD20), interdigitating reticulum 
cells (CD21), and natural killer cells (CD56), were performed 
using standard methods.

A diagnosis of disseminated tuberculosis with intestinal tuber-
culosis and placental compromise was made. Testing for hu-
man immunodeficiency virus was negative. The patient com-
pleted one year of antituberculous therapy. At nine months, the 
ileostomy was closed without complications. At a follow-up 
visit 12 months after her initial presentation, she had fully re-
covered.

Discussion
Tuberculosis is one of the most globally prevalent diseases, with 
some 2 billion patients affected worldwide and with 9 million 
new cases reported in 2005 [1]. However, it appears that only 
about 400 cases of congenital or perinatal TB have been reported 
throughout the last century, and very few of these have involved 
adequate placental evaluations [2].

Gastrointestinal (GI) TB, as an extrapulmonary form, accounts 
for 1% to 3% of all TB cases worldwide. GI TB can occur as 
part of active pulmonary disease or as a primary infection without 
pulmonary involvement. The abdominal presentation may involve 
different structures such as the gastrointestinal tract, genitourinary 
tract, solid organs (liver, spleen, pancreas), gallbladder, aorta and 
its branches, peritoneum, and lymph nodes, frequently with con-
comitant involvement of those organs [3]. 

In intestinal tuberculosis, the ileocecal area is the most commonly 
involved region, and infection there may initially be misdiagnosed 
as appendicitis or inflammatory bowel disease. Despite the fact of 
being defined only by means of biopsy, the diagnosis of intestinal 
tuberculosis requires a high degree of clinical suspicion [4]. More 
even is an entity not very well known by clinicians [5].

Peritoneal tuberculosis is the most common presentation of ab-
dominal tuberculosis and includes the involvement of the peri-
toneal cavity, mesenterium, and omentum. It is believed that its 
origin is hematogenous, but it may be secondary to lymph node 
rupture, gastrointestinal dissemination, or tubal involvement [6]. 
However, TB may involve any gastrointestinal tract segment, 
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but there is a preponderance in the ileocecal valve, terminal il-
eum, and cecum, which occurs in up to 90% of intestinal tuber-
culosis cases [7]. Main imaging findings of intestinal tuberculosis 
include symmetrical or asymmetrical parietal thickening, and ex-
trinsic compression by enlarged lymph nodes which, on their turn 
may represent heterogeneous masses as associated with adherent 
loops and mesenteric thickening, perforation, and fistulas are the 
most frequent gastrointestinal complications of tuberculosis [8].

Tuberculous infection of the female genital system may cause 
menstrual disorders, gestational complications, neonatal tuber-
culosis, antituberculosis drugs side effects during pregnancy, in-
creased drug resistance, and infertility. As seen with other trans-
placental infections, acute or chronic villitis, often accompanied 
by intervillitis, is the hallmark lesion [9].

A fetus-newborn may be infected with TB by 1 of 4 routes: (1) 
transplacental or hematogenous transmission, the hallmark of 
which is hepatic lesions derived from mycobacteria in umbilical 
vein blood; (2) inhalation of infected amniotic fluid, usually man-
ifested by pulmonary infiltrates; (3) infection from the maternal 
genital tract at delivery; and (4) postnatal infection from contact 
with the mother, other relatives, or health care providers [10].
Macroscopically it appears as a normal placenta. Histological 
placental findings include chronic necrotizing granulomas in the 
decidua. Immunostains showed intense and diffuse staining of in-
flammatory cells with CD68 and Myeloperoxidase. Adjacent villi 
to these inflamed areas showed apparent proliferation of Hoffbau-
er cells in the CD68-stained slides. Too some CD3-positive cells 
in the mixed cellular reaction and apparent activation of CD3 cells 
in adjacent villi. None of the specimens showed CD20-, CD21-, 
or CD56-positive cells.

Macroscopic analysis of the fetus shows normal development in a 
term fetus. Cultures and real-time polymerase-chain-reaction test-
ing of all fetus fluids was positive for tuberculosis.

Our case reflects reports in which the mother was apparently 
healthy or recently ill, with no family history of tuberculosis or 
other infectious problems. In fact, it was the acute onset of the 
mother's prenatal fever, abdominal pain, subsequent lung disease, 
and subsequent diagnosis of tuberculosis.

Infection of the fetus or newborn is even less frequent if the moth-
er is known to have chronic TB and especially if she has received 

treatment. However, without treatment during pregnancy, it can 
have catastrophic consequences.
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