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The co-existence of acquired immune  deficiency syndrome (AIDS) and tuberculosis is a major cause of 
morbidity and mortality because of a widespread organ involvement. The gastrointestinal tract is a common 
site for localization of opportunistic  microorganisms  in AIDS. However, surgical abdominal  emergencies 
such as intestinal perforation resulted from tuberculosis are uncommon  in these patients. The asymptomatic 
occurrence of such intestinal perforation has not been reported our knowledge. We represent an HIV and 
HCV co-infected man with miliary tuberculosis and an incidentally detected free air under  diaphragm in 
the chest X-ray eventually resulting in exploratory laparotomy which then revealed two tubercular-induced 
intestinal perforations. It seems that as the tuberculosis is increasing in incidence, mostly due to reactivation 
in HIV-infected patients especially in developing countries, we should not underestimate its acute abdominal 
emergencies such as bowel perforation. 
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Introduction 

uberculosis  has  various  presentations   which 

should not be underestimated. Since the advent 

of human immunodeficiency virus (HIV), the 

incidence of disease is increasing more and more [1,2]. 

Although gastrointestinal involvement is common in 

HIV-infected patients, intestinal perforation  is very 

rare and it is mostly due to opportunistic infections 

or malignancies [3]. Where the etiology of intestinal 

perforation is tuberculosis, it is considered extremely 

rare [4]. To our knowledge, the cases reported in the 

literature as very rare victims of tuberculosis-induced 

intestinal  perforation  have  been  all  symptomatic. 

Here, we represent a 62 year-old man with AIDS and 

a new presentation of intestinal perforation caused by 

tuberculosis. 

 
Case report 

A 62-year-old prisoner  man  was referred  to  our 

center with a one month history of anorexia, fatigue, 

12 pounds weight loss and intermittent  fever 

accompanied by occasional episodes of productive 

cough and  mild  dyspnea since one  week prior  to 

admission. He was a 13 pack-year cigarette smoker 

with a history of opium addiction and crystal abuse 

for 20 years and  6 months  respectively. Reviewing 
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Table 1. The characteristics of tuberculosis-induced bowel perforations previously reported in the literature 
 

Author                                              No. of cases     Site of perforation                       Nature of perforation      HIV association 
 

Muquit S et al.                                   1                       small intestine                               single 

Acer T et al.                                       1                       jejunum                                         multiple 

Friedenberg KA et al.                        2                       small intestine                               multiple                             х 

Senise JF et al.                                   2                       ileum                                             single                                 х 

Doré P et al.                                              2                       small and large intestine               single 

Midiri G et al.,[10]                            1                       
small and large 

intestine  

Grinev MV et al.,[11]                        5                       
jejunum:1 

ileum: 4 

 

multiple                             х 
 
single/multiple 

Rondelli F et al., [12]                         1                       small intestine                               multiple 

Mogoş D et al., [13]                          2                       small intestine                               single 

Uranüs S [14]                                     1                       small intestine                               single 

Mert A et al., [15]                              1                       small intestine                               Single 

Agrawal RL et al., [9]                         1                       small intestine                               multiple 

Kapan M et al., [16]                           1                       small intestine                               multiple 

McElvanna K et al., [17]                    1                       small intestine                               multiple 

Deb T et al., [18]                                1                       ileum                                             multiple 

Jayaswal et al., [19]                            1                       small intestine                               recurrent 

Dogo D et al., [20]                             1                       ileum                                             single                                 х 

Sweetman WR et al., [21]                  1                       small intestine                               single 

Târcoveanu E et al., [22]                    2                       small intestine                               single 

 
his past  medical and  family histories revealed no 

significant findings. In the physical examination, we 

were confronted  by an ill-appearing old man  with 

generalized wasting and diffuse petechial spots and a 

core body temperature of 38.3 °C. His blood pressure, 

heart rate and respiratory rate were 120/80 mmHg, 

90  bpm  and  30/min  respectively. He  had  diffuse 

thrush in oral cavity and two 4×6 and 3×4 crusted 

ulcers with  pussy discharge and  an  erythematous 

border surrounding the right anterior axillary line in 

the midpart. Both lungs had basilar coarse crackles 

on  auscultation  and  the  abdomen  was  scaphoid 
 

 

 

Fig. 1. Radiographic findings of chest; A. Vague bilateral nodular pattern in the chest X-ray taken one week prior to admission; B. Obvious 

nodular pattern in both lungs and an incidentally detected free air under both hemidiaphragms. 
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Fig. 2. Abdominopelvic computed-tomographic  demonstration of 

pneumoperitoneum. 

Fig. 3. The depth of a skin ulcer after primary debridement 

 

without    obvious   tenderness   or   organomegally. 

The CBC showed a pancytopenia with Hb 11 gr/dl, 

platelet count of 140000/mm3 and WBC 2800/mm3 

with absolute lymphocyte count  (ALC) of 53. The 

peripheral blood smear confirmed the presence of 

pancytopenia. The chest X-ray taken a week prior to 

admission showed a scattered distribution of small- 

sized nodules throughout  both lungs suggesting 

miliary tuberculosis (Figure 1). Abdominopelvic 

computed-tomographic  (CT) scan demonstrated 

extensive pneumoperitoneum  (Figure 2). Three 

samples of sputum for acid fast bacilli (Mycobacterium 

tuberculosis) were  found  positive  and  a  reactive 

HIV Ab ELISA was noted which was reactive again 

in repetition and HIV infection was confirmed by a 

western blot test. We also detected a positive HCV Ab. 

Biopsy of both skin lesions showed caseating necrosis 

and positive acid-fast test in favor of tuberculosis. We 

started a four-drug regimen with Rifampin, Isoniazid, 

Pyrazinamide  and   Ethambutol   as  recommended 

in  the  guidelines of  our  society for  treatment  of 

tuberculosis. A broad-spectrum  antibiotic  therapy 

was also administrated.  In  the hospital course, we 

incidentally  encountered   with  a  remarkable  free 

air under both hemidiaphragms in the chest X-ray. 

Undergoing  conservative management,  three  days 

later, the patient developed mild abdominal distension 

with  moderate   amount   of  ascites  demonstrated 

in  the  abdominopelvic  sonography.  An  extended 

free air was also detectable in the radiographs. The 

patient was immediately taken to operating room for 

exploratory laparotomy which then revealed two 3 

and 1.5 cm perforation of small bowel, 130 and 150 

cm distal to Treitz ligament respectively as well as 

1400 cc biliary fluid in the abdominal cavity, multiple 

lymphadenopathies and mesenteric calcification. We 

repaired both bowel perforations (Figure 3). Despite 

the success of operation, the patient was confronted 

by a respiratory  distress two days later  and  soon 

underwent mechanical ventilation. However, the 

patient’s condition was deteriorated and he expired 

3 days after surgery. The biopsy specimens prepared 

from edges of perforated sites demonstrated caseating 

necrosis and acid-fast bacilli suggesting bowel 

involvement by tuberculosis without  any evidence 

of CMV infection in either pathologic or serologic 

evaluations. 

 
Discussion 

A remarkable part of gastrointestinal complaints in 

AIDS is related to opportunistic infections affecting 

the  gastrointestinal  (GI)  tract.  Tuberculosis  is  a 

well-known example of  these infections in  which 

the entire gastrointestinal tract can be affected. The 

most common involved anatomic portion of GI tract 

in tuberculosis is the ileocecal area. When the small 

intestine is involved in tuberculosis, the symptoms 

include abdominal  pain, nausea/vomiting  and 

weight loss. Apart from this chronic form, abdominal 

tuberculosis may present with acute surgical 

emergencies such  as  obstruction  and  perforation 

[3,5]. 

Cytomegalovirus is considered as the main  cause 

of intestinal perforation  in patients suffering from 

AIDS [6]. However, it is mostly seen in  the  large 

bowel between terminal ileum and splenic flexure [7]. 

Despite the rarity of intestinal perforations caused 

by tuberculosis in HIV-infected patients, the most 

common  site is the antimesenteric side of terminal 

ileum [8]. As mentioned in Table 1, there are a few 

tuberculosis-induced intestinal perforations reported 

in the literature. Two of the cases were at very young 

ages: a preterm baby and a 2-year-old child [2,9]. As 

demonstrated in the Table 1, nine reports (10 cases) 

were confronted by multiple intestinal perforations. 

All the six HIV-infected patients reported  as cases 
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of tuberculosis-induced  intestinal perforation  were 

symptomatic and developed various degrees of 

peritoneal signs. However, despite significant amount 

of  ascites and  striking  amount  of  free air  under 

diaphragm in our patient, he did not show any signs 

of peritonism guiding the physician to manage the 

patient’s  condition  as  an  urgent  acute  abdomen. 

The absence of peritonitis in our case may be due to 

extremely insidious onset of intestinal perforation, a 

personal history remarkable for use of different opium 

derivatives or  the  failure of  a  brisk immunologic 

response in  the  context  of immune  deficiency. To 

defend our hypotheses, we could not find any related 

subjects in the literature and these three possibilities 

require further similar case reports to investigate the 

real fact behind the absence of peritonitis. 

The intestinal perforation should be managed 

surgically via debridement  of necrotic  tissues and 

then simple closure followed by a complete irrigation 

of abdominopelvic cavity. Biopsy specimens should 

be taken from edges of the perforated site to confirm 

the diagnosis. Segmental bowel resection is considered 

when there  are multiple  perforations  or  when we 

are not certain enough about the viability of bowel 

segment [2]. The case presented above, underwent 

simple repair of both perforated sites in the ileum. 

In the postoperative course, our  patient  developed 

respiratory deterioration leading to mechanical 

ventilatory support. Such this outcome has been 

mentioned  in previous reports [1,11] clarifying the 

significance of high suspicion of catastrophic forms 

of abdominal tuberculosis presenting with different 

atypical symptoms and signs contributing to a 

misleading dilemma. 

In conclusion, it seems that  as the tuberculosis is 

increasing in incidence, mostly due to reactivation 

in  HIV-infected  patients  especially in  developing 

countries,  we should  not  underestimate  its  acute 

abdominal emergencies such as bowel perforation. 
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