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Abstract. Intestinal tuberculosis is a rare extrapulmo‑
nary manifestation of Mycobacterium tuberculosis, often 
presenting with non‑specific symptoms that delay diagnosis, 
even in immunocompetent individuals. This case report 
describes the clinical course, diagnostic workup and surgical 
findings of an immunocompetent adult male who developed 
intestinal tuberculosis with perforation. The present study 
reports the case of a 39‑year‑old male patient with a history 
of smoking, alcohol consumption, occasional cannabis 
consumption, poor hygienic practices and a family history of 
tuberculosis, who developed progressive chronic abdominal 
pain and significant weight loss. An initial evaluation revealed 
signs of acute abdomen and cavitary pulmonary lesions. An 
exploratory laparotomy uncovered an intestinal perforation with 
caseating granulomas. Histopathological analysis confirmed 
tuberculosis enteritis with perforation, and anti‑tuberculosis 
therapy was treated with a standard anti‑tuberculosis regimen 
including isoniazid, rifampin, pyrazinamide and etham‑
butol. The case presented herein underscores the need for 
the consideration of abdominal tuberculosis in patients with 
chronic gastrointestinal symptoms, particularly in endemic 
regions and among individuals with atypical risk factors. It 
also highlights the diagnostic challenges posed by delayed 
recognition, exacerbated by the COVID‑19 pandemic, and the 
critical need to strengthen epidemiological surveillance and 
adherence to prophylactic treatment in exposed individuals. 
A multidisciplinary approach integrating clinical, radiological 
and histopathological tools proved essential for accurate diag‑
nosis and comprehensive management.

Introduction

Tuberculosis  is  a systemic infect ion caused by 
Mycobacterium tuberculosis, primarily affecting the pulmo‑
nary parenchyma (1). Recognized as a global public health 
issue  (2), it ranks among the top 10 causes of mortality 
from infectious diseases and is characterized by high 
transmissibility, potential for dissemination, and significant 
lethality (3,4). An estimated one‑quarter of the world's popu‑
lation is at risk of developing tuberculosis, with ~10 million 
active cases and 1.4 million related deaths annually attribut‑
able to the disease (5). In Mexico, the incidence is 24 cases 
per 100,000 inhabitants, with up to 80% of strains reported 
as resistant to standard treatment and ~10% classified as 
multidrug‑resistant (6). Several predisposing factors, such as 
a low socioeconomic status, overcrowding, substance abuse, 
homelessness and poor living conditions are associated with an 
increased risk of the development of the disease (7). Although 
addressing these social determinants has helped reduce inci‑
dence rates, significant challenges remain, particularly related 
to the delayed diagnosis of new cases, particularly those with 
atypical clinical presentations (8).

Although pulmonary tuberculosis is the most common 
clinical manifestation, the hematogenous dissemination of 
Mycobacterium tuberculosis can lead to extrapulmonary 
forms, with abdominal tuberculosis being the most frequent 
presentation (9). This extrapulmonary form poses a diagnostic 
challenge, as it may occur in otherwise healthy individuals 
presenting with non‑specific symptoms, such as fever, diar‑
rhea, constipation and weight loss, often mimicking abdominal 
or peritoneal malignancies (10,11). Given that misdiagnosis 
can worsen the clinical course, accurate identification relies 
on radiological, histopathological and molecular criteria. For 
these reasons, abdominal tuberculosis is often considered a 
diagnosis of exclusion (12‑14).

However, despite thorough diagnostic efforts, the majority 
of cases of abdominal tuberculosis without pulmonary involve‑
ment often remain undetected, allowing disease progression. 
In this context, up to 25% of patients develop gastrointestinal 
tuberculosis complicated by stenosis, and ~20% ultimately 
require surgical intervention (15). Among the most severe, 
yet rare complications is intestinal perforation, which can be 
life‑threatening and requires urgent surgical management. Due 
to its non‑specific symptoms and potential severity, abdominal 
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tuberculosis often remains unrecognized. The present case 
report describes an uncommon manifestation of intestinal 
tuberculosis in an immunocompetent adult, complicated by 
bowel perforation. By highlighting the clinical course, diag‑
nostic process and surgical findings, the present study aimed 
to raise awareness of this rare, yet severe presentation, and 
emphasize the need to consider abdominal tuberculosis in the 
differential diagnosis of chronic abdominal pain, particularly 
in endemic regions.

Case report

A 39‑year‑old male patient with a history of chronic tobacco 
use (25 pack‑year index) and habitual alcohol consumption 
for 23 years, both discontinued 2 years prior to presentation 
in January, 2025 at Hospital General Regional No 1, Unidad 
Morelos del Instituto Mexicano Del Seguro Social, Chihuahua, 
Mexico. He reported occasional cannabis use and multiple 
tattoos performed under poor hygienic conditions. His family 
history was notable for the death of a sister due to pulmonary 
tuberculosis in 2006.

The patient was admitted to the hospital due to the exac‑
erbation of chronic abdominal pain that had persisted for 
2 years. The pain was colicky in nature and mild in intensity 
(3/10 on the visual analog scale), worsened by food intake 
and improved with fasting. Upon admission, the patient was 
febrile (38.5˚C), with a heart rate of 112 bpm, blood pressure of 
100/65 mmHg, a respiratory rate of 24 breaths per minute and 
ab oxygen saturation of 94% on room air. He appeared pale, 
diaphoretic and in visible discomfort. An abdominal examina‑
tion confirmed moderate distension, involuntary guarding and 
a board‑like abdomen.

Laboratory tests revealed leukocytosis (15,600/µl) with left 
shift (90% neutrophils), normocytic normochromic anemia 
(Hb 9.2 g/dl), thrombocytosis (420,000/µl), an elevated eryth‑
rocyte sedimentation rate (86 mm/h), a high level of C‑reactive 
protein (132 mg/l) and hypoalbuminemia (2.8 g/dl). Liver and 
renal function tests yielded results which were within normal 
limits. HIV testing was negative.

The condition was accompanied by general symptoms, 
including asthenia, adynamia and decreased appetite. Over 
the past 3 months, he reported a progressive increase in pain 
intensity, along with an estimated weight loss of ~20% of his 
usual body weight. He had previously received symptomatic 
treatment without significant clinical improvement.

Given the clinical context and the history of the patient, 
complementary analyses were requested. Viral serology 
yielded a positive result for hepatitis C, although with no 
detectable viral load. An abdominal computed tomography 
(CT) angiography ruled out mesenteric ischemia, and the 
patient was admitted to the Internal Medicine service at 
Hospital General Regional No 1, Unidad Morelos for further 
diagnostic workup. Upon admission, a physical examination 
revealed a rigid abdomen, the absence of bowel sounds and 
severe abdominal pain (10/10 on the visual analog scale). A 
non‑contrast abdominal CT scan revealed dilated loops of 
small bowel, irregular mural thickening of the terminal ileum, 
moderate amounts of free peritoneal fluid, and mesenteric fat 
stranding, findings suggestive of secondary peritonitis due to 
intestinal perforation. A chest CT scan revealed a thick‑walled 

cavitary lesion in the upper right lobe with central consolida‑
tion, internal air and bilateral areas of ground‑glass opacity 
with heterogeneous distribution. These findings were compat‑
ible with active pulmonary tuberculosis (Fig. 1).

An exploratory laparotomy was performed, revealing the 
following intraoperative findings: A total of 100 ml of puru‑
lent free fluid, dilated small bowel loops, mural thickening, 
multiple interloop adhesions, intestinal granulomatosis, a 
5‑mm perforation located ~150 cm from the Treitz angle, 
indurated mesenteric lymph nodes, fibrotic rings in the ileum 
50 cm from the ileocecal valve and cecal induration. The 
affected bowel segment was resected, followed by terminal 
ileostomy creation, mucous fistula formation and abdominal 
cavity lavage. The surgical specimens were submitted to the 
pathology laboratory of the hospital for comprehensive gross 
and histopathological analysis.

Histopathology reported ulcerated chronic granulomatous 
enteritis with caseous necrosis and intestinal perforation of 
tuberculous etiology. Surgical margins exhibited acute inflam‑
matory changes with the formation of sinus tracts, indicating 
active infectious involvement rather than sterile perforation. 
The mesentery contained 14 lymph nodes with caseating 
granulomatous lymphadenitis, as well as multiple granulomas 
in the adjacent adipose tissue (Fig. 2). Ziehl‑Neelsen staining 
revealed sparse acid‑fast bacilli. Based on these findings, a 
diagnosis of intestinal tuberculosis with perforation was estab‑
lished, and treatment was initiated according to the DOTBAL 
regimen (rifampicin, 10 mg/kg/day; isoniazid, 5 mg/kg/day; 
pyrazinamide, 25 mg/kg/day; and ethambutol, 15 mg/kg/day), 
supplemented with vitamin B12 (1,000 µg/day). The patient 
was discharged with scheduled follow‑up in the outpatient 
clinic.

Discussion

The present case report describes the diagnostic approach 
in a middle‑aged, immunocompetent male with risk factors 
for tuberculosis who presented with chronic, nonspecific 
abdominal symptoms that culminated in intestinal perforation 
secondary to undiagnosed abdominal tuberculosis.

Given the clinical and pathological findings, a compre‑
hensive review of similar cases and diagnostic challenges is 
warranted. Reports in the literature have documented similar 
presentations of intestinal tuberculosis in immunocompetent 
adults, often involving chronic, vague abdominal symptoms 
that mimic other gastrointestinal pathologies. The review 
article by Debi et al (16) indicated that the ileocecal region is 
the most commonly affected site, with perforation occurring 
in <5% of cases, typically in advanced or undiagnosed disease. 
In the study by Ahmed et al (17), patients with intestinal tuber‑
culosis presented with abdominal pain, altered bowel habits, 
fever and weight loss, features that overlap with malignancies 
or inflammatory bowel diseases, such as Crohn's disease. 
Moreover, the majority of cases required surgical exploration 
for definitive diagnosis, as preoperative imaging and labora‑
tory tests often failed to confirm the etiology (17).

In the case series by Chan and Lee (18), several patients 
without HIV or other known causes of immunosuppression 
presented with perforation due to intestinal tuberculosis, with 
diagnosis achieved only postoperatively via histopathology. 
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These findings align with the present case, where the lack of 
specific clinical indicators, the gradual onset of symptoms, 
and a non‑specific response to initial symptomatic treatment 
delayed appropriate intervention. This underscores the neces‑
sity of considering abdominal tuberculosis in the differential 
diagnosis of chronic abdominal pain, even in the absence of 
clear immunosuppressive factors, particularly in regions with 
an intermediate or high prevalence of tuberculosis.

Additionally, the increasing incidence of atypical and 
extrapulmonary tuberculosis in younger populations without 
classic risk factors highlights the evolving epidemiological 

landscape of this disease (19). This reinforces the importance 
of a multidisciplinary diagnostic strategy and heightened clin‑
ical suspicion, particularly when non‑specific gastrointestinal 
symptoms are accompanied by weight loss, systemic signs, or 
a suggestive family or epidemiological background.

Tuberculosis is an infectious disease known since antiq‑
uity; its causative agent was identified in the 19th century, 
a period marked by significant disease spread. Due to its 
predominant respiratory manifestations, tuberculosis was 
soon recognized as one of the first major global public health 
challenges (20). Although its incidence has declined in recent 
decades, tuberculosis remains one of the leading causes of 
mortality from infectious diseases. Currently, up to 15% of all 
cases are extrapulmonary, with abdominal tuberculosis being 
the most common form, prompting the WHO to prioritize its 
early identification (21).

Abdominal tuberculosis may result from the direct inges‑
tion of the pathogen or hematogenous dissemination from a 
primary pulmonary focus, mediated by immune cells (22). 
Once in the abdominal cavity, Mycobacterium tubercu-
losis can affect the gastrointestinal tract, peritoneum, solid 
abdominal organs and mesenteric lymph nodes. Although it 
shares risk factors with pulmonary tuberculosis, it also pres‑
ents distinct characteristics, being more commonly observed 
in women and in patients with chronic conditions that induce 
a pro‑inflammatory state, even in the absence of overt immu‑
nosuppression (23).

In the case presented herein, the identified risk factors did 
not fully align with those typically described for abdominal 
tuberculosis. The absence of prolonged, specific symptoms and 

Figure 1. Non‑contrast CT scan of the chest and abdomen: (A) Chest CT illustrating a cavitary lesion in the right upper lobe with central consolidation, 
intralesional air, multiple areas of increased attenuation and regions of ground‑glass opacity with heterogeneous distribution, findings consistent with active 
pulmonary tuberculosis. (B) Axial CT scan demonstrating marked mural thickening and luminal narrowing of small bowel loops, with adjacent mesenteric 
fat stranding suggestive of active inflammation. Multiple enlarged mesenteric lymph nodes with a hypodense center (characteristic of caseating necrosis) are 
visualized, consistent with tuberculous lymphadenitis. (C) Coronal abdominal CT scan illustrating multiple dilated small bowel loops with heterogeneous wall 
thickening, suggestive of inflammatory or infectious involvement. Notably, there is the presence of free intraperitoneal air adjacent to the left flank, indica‑
tive of a perforated viscus. Several mesenteric lymph nodes appear enlarged, consistent with reactive or granulomatous lymphadenopathy. These radiologic 
features are consistent with advanced abdominal tuberculosis complicated by intestinal perforation. CT, computed tomography.

Figure 2. Macroscopic images of the resected intestinal segment. (A) A 
segment of the resected small intestine with focal mucosal ulceration and 
yellowish discoloration suggestive of caseating necrosis (black circle) is 
presented. The mucosal folds appear thickened, with evident loss of normal 
architecture in the affected area, indicative of localized granulomatous 
inflammation. (B)  A more extensive segment is observed with diffuse 
mucosal thickening and multiple areas of yellowish exudate, consistent with 
widespread caseation (black circle). The transmural involvement and rigidity 
of the intestinal wall suggest chronic inflammation with possible fibrosis.

https://www.spandidos-publications.com/10.3892/mi.2025.272
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the abrupt clinical worsening hindered the initial diagnosis. 
This aligns with previous reports highlighting the difficulty of 
establishing an etiologic diagnosis in immunocompetent indi‑
viduals, where confirmation is achieved only after a thorough 
clinical history is obtained (24,25). Similar cases have been 
described in patients of comparable age and immune status, 
without evident risk factors, who developed acute disease 
following nonspecific constitutional and gastrointestinal 
symptoms. In such instances, diagnosis was only reached after 
comprehensive imaging, serologic testing and histopathologic 
evaluation (26).

Beyond clinical features, the patient in the present study 
exhibited unconventional, yet relevant risk factors, such as 
high‑risk behaviors and a history of poor hygiene  (27,28). 
Additionally, prior epidemiological research has reported 
that in northern and northeastern regions of Mexico, where 
the patient was originally from, latent or oligosymptomatic 
tuberculosis is prevalent, particularly among young and 
middle‑aged males, possibly explaining the primary infection 
in this case (29).

Although the patient described herein did not present with 
respiratory symptoms, imaging analyses revealed a pulmonary 
cavitation, consistent with latent tuberculosis. This finding 
may contribute to the development of extrapulmonary forms 
of the disease  (30). Household exposure, particularly the 
history of a sister who succumbed due to pulmonary tuber‑
culosis, supports the hypothesis of prior latent infection (31). 
Notably, a number of young patients discontinue prophylactic 
treatment or follow‑up, even when a direct family history is 
present, particularly in contexts lacking support networks or 
with gaps in epidemiologic surveillance (32).

It is also worth noting that the onset of symptoms in this 
patient coincided with the COVID‑19 pandemic in Mexico. In 
this context, it is reasonable to consider that the tuberculosis 
diagnosis may have been delayed due to prioritization of 
COVID‑19 cases and the suspension of screening programs 
in high‑risk populations (33). While the pandemic highlighted 
the importance of infectious diseases, it also negatively 
affected the care of other conditions, particularly respiratory 
illnesses (34). The strain placed on epidemiological surveil‑
lance systems led to under‑diagnosis and clinical deterioration 
in patients with tuberculosis, which may have influenced the 
outcome in the case described herein (35).

The present case report is subject to several limita‑
tions. First, the diagnosis of intestinal tuberculosis was 
only confirmed post‑operatively through histopathology, as 
microbiological cultures or PCR testing were not performed. 
Second, the clinical course of the patient was documented over 
a limited follow‑up period, which restricts the evaluation of a 
long‑term treatment response. Additionally, healthcare disrup‑
tions during the COVID‑19 pandemic may have contributed to 
diagnostic delays. As with all single‑case reports, generaliz‑
ability to broader populations is limited.

Although detecting latent tuberculosis could aid in iden‑
tifying non‑specific clinical presentations and preventing 
extrapulmonary forms, its diagnosis remains challenging. 
The wide variability in the sensitivity of available tests, 
compounded by diverse immunological and inflammatory 
conditions in the Mexican population, limits the feasi‑
bility of mass screening strategies (36). Nevertheless, the 

complex interaction between Mycobacterium tuberculosis 
and its host promotes mutations that confer antimicrobial 
resistance (37). The rising prevalence of multidrug‑resistant 
strains has renewed interest in the follow‑up and treat‑
ment of latent tuberculosis infections (38). In this context, 
case reports, such as the present one underscore the need 
to strengthen adherence to therapeutic and prophylactic 
regimens among contacts of diagnosed patients, and to 
consider tuberculosis in the differential diagnosis of acute 
abdominal syndromes, even in young, immunocompetent 
men with no specific clinical history (39). The present case 
report serves as a valuable reminder of the varied presen‑
tations of tuberculosis and the need for vigilance even in 
non‑immunocompromised individuals.

In conclusion, intestinal tuberculosis remains a diag‑
nostic challenge, particularly in immunocompetent patients 
presenting with non‑specific abdominal symptoms and no 
clear history of recent exposure. The case described in the 
present study highlights the importance of maintaining a high 
index of clinical suspicion in atypical abdominal presenta‑
tions, particularly in endemic regions and among individuals 
with unconventional risk factors, such as poor hygienic condi‑
tions or a family history of tuberculosis. The surgical outcome 
resulting from an advanced form of abdominal tuberculosis 
underscores the need to strengthen early detection systems, 
particularly in settings where epidemiologic surveillance has 
been weakened, such as during the COVID‑19 pandemic. The 
timely identification of latent tuberculosis and adherence to 
prophylactic treatment protocols could help prevent severe 
complications, including intestinal perforation. The present 
case report emphasizes the value of a multidisciplinary 
approach and the combined use of clinical, radiological and 
histopathological tools for the comprehensive diagnosis of this 
condition.
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