TUBERCULOUS PERITONITIS IN A HERNIAL SAC
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Introduction

uberculous peritonitis is a common form of

abdominal tuberculosis. It is quite common in

developing countries and its incidence is in-
creasing in western countries. Also being seen is an
increase in the atypical forms of tuberculosis, exotic
presentations and rare clinical patterns of tuberculosis.
Here we report one such presentation of peritoneal
tuberculosis (TB) detected for the first time in a
hernial sac.

Case History

A 60-year-old male presented with a painless, progressive
swelling in the right groin of 6 months duration, which was reduc-
ible manually and on lying down. There were no featurcs of ob-
struction or incarceration at any time. There were no abdominal or
any other systemic complaints. He gave history of painful swelling
in the right groin in his childhood, which had been incised leading
to a purulent discharge for a few days, followed by gradual heal-
ing. No other relevant past or personal history was obtained. There
was no history suggestive of pulmonary tuberculosis.

On general examination he was found to be moderately built
and nourished, there was no pallor, clubbing or lymphadenopathy
and the vitals were normal.

Local Examination revealed a 6 x 6 cm spherical swelling over
the lateral half of the right inguinal ligament, 2 cm medial to the
anterior superior iliac spine, extending upto the mid inguinal point.
The consistency was soft and the surface was smooth. The swel-
ling was reducible, with prominent cough impuilse. A puckered
scar was visible over the swelling. On lying down and reducing
the swelling, a 3 x3 cm well defined defect was palpable lateral to
the midinguinal point.

The abdomen was soft, nontender. There was no palpable or-
ganomegaly and no free fluid in the abdomen. Examination of the
scrotum was normal. Rest of the systemic examination was nor-
mal.

Investigations revealed Haemoglobin of 12.6 gm/dl. TLC
8600/cmm. Blood sugar F: 90 mg/d! PP:133 mg/dl, ECG:WNL,
ESR:22mm in 1 hr (Westergren methad). Chest radiograph did not
show any abnormality.

A diagnosis of incisional hernia in the right groin was made
and he was taken up for anatomical repair of the hernial defect.

An 8 ¢m incision was made parallel 1o and above the inguinal
ligament. The old scar was excised. The hernial sac was identified
and freed all around {rom the external oblique aponeurosis and the
conjoint muscles. The deep ring was identified just medial to the
neck of the sac. The sac was freed till the defect was well deline-
ated all around. The sac was opened. The inner surface of the sac
was studded with multiple small yellowish white tubercles. A
similar appearance was noted on the visible bowel serosal sur-
faces. The redundant sac was excised and the neck closed. Double
breasting using No 1 Prolene was used to close the muscu-
loaponeurotic defect and the skin closed with interrupted silk su-
tures.

Postoperatively paticnt developed a seroma, which required
prolonged and repeated aspiration before it finally cleared up.

Histopathological examination of the excised sac revealed ac-
tive tuberculous granulomas and a diagnosis of tuberculous perito-
nitis was made (Fig-1).

Patient was started on standard antituberculous treatment. His
condition improved and he was asymptomatic with well-healed
opcrative scar at two months of follow-up.

Discussion

Tuberculous peritonitis is a common clinical prob-
lem in India and other developing countries. It is gen-
erally associated with a focus of tuberculosis else-

Photomicrograph showing infiliration of excised hernial
sac by numerous tubercular granulomas,
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where and is usually secondary to hematogenous dis-
semination. It can also occur as a-form of reactivation
tuberculosis [2].

It is usually a disease of the young, average age at
diagnosis being 36.5 yrs while our patient presented at
60 yrs of age [3]. Symptoms may rarely be subtle.
Usually 70% of patients may have had symptoms for 4
months or more. Fever is present in nearly 66% of
patients. Abdominal pain, swelling and weight loss are
other common features. Our patient was unusual in
presenting only with an indolent groin swelling. Com-
mon physical findings are abdominal distention,
doughy feel of abdomen, omental mass and ascitis,
none of which were found in our patient. Chest X-ray
is abnormal in 80% of patients. Biopsy of peritoneum
usually confirms the diagnosis.

In one study of 820 patients of abdominal tubercu-
losis, peritoneum was involved in nearly 30% of all
patients [4]. Inspite of extensive investigational facili-
ties available, diagnosis of abdominal tuberculosis can
still be elusive and many patients are subjected to a
laparotomy and other lesser procedures for definitive
diagnosis [5].

TB peritonitis discovered for the first time in a
hernial sac is an extremely rare presentation. Exten-
sive literature search revealed only anecdotal report
[6]. A case of incarcerated inguinal hernia due to un-
derlying intestinal tuberculosis has been reported from
Sao Paulo, Brazil [7].

In the case under discussion the first operation in
childhood was perhaps an incision and drainage for an
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inguinal abscess. The postoperative seroma was a fea-
ture of the underlying tuberculous peritonitis, which
resolved promptly with initiation of anti-tuberculous
drugs. In this otherwise asymptomatic old man, there
was no clue to suggest a preoperative diagnosis of
peritoneal tuberculosis. What seemed to be a straight-
forward case of an incisional hernia was revealed at
surgery to be lurking, otherwise unmanifest peritoneal
tuberculosis. This highlights the fact once again, that
abdominal tuberculosis, though so common in India,
continues to present in myriad ways and at times takes
the surgeon by surprise.
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