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INTRODUCTION

Tuberculosis poses a great threat to human health. Although the rapid development of diagnosis 
and treatment technology has reduced the incidence rate in recent years by about 2% per year, 
there were still nearly 10 million new patients worldwide in 2019, and the death toll has reached 
1.4 million.[1] The reduction in morbidity and deaths cannot conceal the obstacles that people 
encounter in the prevention and treatment of tuberculosis, especially the present epidemic of 
COVID-19 has adversely affected the achievements already made.

CASE REPORT

The patient was a 21-year-old female with persistent dull pain in the upper abdomen with no 
obvious cause, accompanied by low-grade fever (37.7°C) and no discomfort such as night sweats, 
fatigue, hematemesis, and constipation. The patient denied a history of tuberculosis and related 
family history. On admission, the vital signs were stable, no weight loss, mild tenderness in the 
upper abdomen, and no rebound pain. Blood examination observation that White blood cells 
11.94 × 109/L, percentage of neutrophils 86.70%, hemoglobin 95 g/L, procalcitonin determination 
(PCT) 0.26 ng/ml, C-reactive protein (CRP) 144.22 mg/L, erythrocyte sedimentation rate (ESR) 
65.0 mm/hr, no abnormality in tumor markers and HIV. Gastroscopy found a raised lesion of the 
gastric body (irregular raised lesions can be seen on the posterior wall of the upper part of the 
gastric body near the cardia, about 2.0 × 2.5 cm in size, with unclear boundaries, and multiple 
ulcers on the surface) [Figure 1]. Gastric biopsy showed: Chronic granulomatous inflammation, 
ulcer formation was observed in the focal area of gastric mucosa under microscope, a small 
number of epithelioid cells and nodules formed by the aggregation of Langerhan’s giant cells 
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in the mucosa, accompanied by more lymphocytes, a 
few plasma cells, eosinophils, neutrophil infiltration, and 
formation of lymphoid follicles [Figure 2]. This suggests that 
the possibility of gastric tuberculosis is extremely high.

Additional CT scans of the chest and upper abdomen showed 
a few inflammatory lesions in the right lower lobe, which 
did not rule out the possibility of tuberculosis; micronodules 
in the left upper lobe; intrahepatic bile duct stones or 
calcifications; hepatogastric space was occupied with 
increased lymph nodes and partially increased calcification; 
the left adrenal gland is thickened; and there are more 
surrounding lymph nodes. At the same time, the enhanced 
CT of the abdomen showed that the gastric wall on the lesser 
curvature of the stomach was thickened, a small amount of 
fluid was accumulated in the hepatogastric space, and the 
lymph nodes in the hepatogastric space and retroperitoneum 
increased and enlarged; there was fluid in the pelvic cavity; 
the intrahepatic bile duct had stones or calcifications 
[Figure  3]. To determine whether there is tuberculosis, a 
bronchoscopy was performed, but no obvious abnormalities 
were found [Figure 4]; no acid-fast bacilli were found in the 
acid-fast staining of the bronchial brush. Microbiological 
examination of bronchial lavage fluid indicated that the oral 
cavity had grown normally. The brush film of the posterior 
basal segment of the right lower lobe showed more columnar 
epithelial cells and no malignant tumor cells [Figure 5]. 
The lavage fluid mycobacterium tuberculosis (MTB) 
X-pert MTB/RIF test did not detect MTB. T-SPOT test for 
tuberculosis: (T-N)/(P-N) 0.495, positive (+), suggesting a 
history of tuberculosis.

This can be diagnosed as gastric tuberculosis, but it cannot 
be ruled out that the patient is accompanied by tuberculosis 
and abdominal tuberculosis. She was given isoniazid (INH), 
rifampicin (RFP), pyrazinamide, and ethambutol for anti-
tuberculosis treatments and discharged from the hospital 
after it was clear that there were no adverse reactions.

In the follow-up 3  months after discharge, the patient did 
not complain of discomfort. Gastroscopy review suggested 
multiple polyps of gastric body [Figure 6]. Moreover, the liver 

and kidney function during the recheck was not found to be 
abnormal, but the blood routine showed that the white blood 
cells decreased to 2.70 × 109/L, and after the Chinese medicine 
Diyushengbai Tablet was given to improve the immune 
function, the white blood cells gradually rose to 3.29 × 109/L.

Figure  3: The gastric wall on the lesser curvature of the stomach 
was thickened, a small amount of fluid was accmulated in the 
hepatogastric space, and the lymph nodes in the hepatogastric space 
and retroperitoneum increased and enlarged; there was fluid in the 
pelvic cavity; the intrahepatic bile duct had stones or calcifications.

Figure 1: Irregular raised lesions can be seen on the posterior wall of the upper part of the gastric body near the cardia, about 2.0 × 2.5 cm in size.

Figure 2: Gastric biopsy: Chronic granulomatous inflammation and 
ulcer formation were observed in the focal area of gastric mucosa 
under microscope, a small number of epithelioid cells and nodules 
formed by the aggregation of Langerhan’s giant cells in the mucosa, 
accompanied by more lymphocytes, a few plasma cells, eosinophils, 
neutrophil infiltration, and formation of lymphoid follicles (×100).
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DISCUSSION

Gastric tuberculosis is rare clinical tuberculosis, which is 
prone to middle-aged people who suffer from HIV, diabetes, 
and other diseases that can damage the immune function.[2,3] 
Gastric tuberculosis is mainly caused by secondary infection 
due to acidic environment, peristalsis, and lack of lymph 
tissue of gastric mucosa. The damage of the gastric mucosa 

allows MTB to reach the lower gastric mucosa through blood 
or direct invasion. Therefore, the most common sites for 
gastric ulcers, namely, the gastric horn and small curvature of 
gastric antrum, are prone to gastric tuberculosis. The clinical 
manifestations of gastric tuberculosis lack specificity. Patients 
may experience loss of appetite, low-grade fever, night sweats, 
weight loss, and upper abdominal discomfort. As a result, it 
is easy to be misdiagnosed as peptic ulcer, Crohn’s disease, 
gastric cancer, and other diseases in clinical practice.[4]

The diagnosis of gastric tuberculosis requires a 
comprehensive analysis of multiple dimensions. The patient’s 
clinical symptoms, epidemiological history, history, imaging 
examination, biochemical examination, and endoscopy play 
an important role in the diagnosis of gastric tuberculosis. 
Among them, imaging examination can check whether 
there are tuberculosis lesions, determine the scope of the 
disease, and whether there are concurrent tuberculosis and 
other extrapulmonary tuberculosis.[5] Endoscopic ultrasound 
can observe the gastric wall and adjacent tissues to clarify 
the relationship between the lesion and the surrounding 
lymph nodes, assisting with histopathological examination 
at the same time, the examination of patients with gastric 
tuberculosis will find chronic granulomatous inflammation, 
with caseous necrosis tuberculous nodules (consisting 
of epithelioid cells, Langerhan’s giant cells, lymphocytes, 
fibroblasts, etc.).[6] It should be noted that the lesions of 
gastric tuberculosis are mostly located in the submucosa of 
the gastric angle and lesser curvature of the gastric antrum, 
deviations in the selection of biopsy specimens will affect 
the diagnosis; at the same time, for patients with relevant 
clinical manifestations, epidemiological history, or history, 
but the use of anti-infection, gastric protection, and other 
treatments are ineffective, you should also be alert to gastric 
tuberculosis.[7] Anti-tuberculosis treatment should be given 
as soon as possible after diagnosis;[2,8] however, many patients 
fail to receive effective treatment for various reasons in real 
life. In response, someone developed a gastric retention 
drug delivery system[9] to extend the absorption time of 
drugs; there are also studies use the 3D printing technology 
to prepare personalized INH and RFP double-layer tablets, 
which realizes the control of drug release under different pH 
levels.[10] However, these will be affected by multiple factors 
such as the patient’s gender, age, and lifestyle especially in 
the promotion of difficulties Therefore, the best solution is 
to follow-up gastric tuberculosis and adjust the treatment 
plan in time. There is a long way to go in the global fight 
against tuberculosis and more efforts should be put into the 
prevention, diagnosis, and treatment of tuberculosis.[11,12]

CONCLUSION

As a rare disease, non-essential drugs and surgical 
treatment of gastric tuberculosis may threaten the lives of 

Figure 5: The brush film of the posterior basal segment of the right 
lower lobe showed more columnar epithelial cells and no malignant 
tumor cells (×100).

Figure 4: Bilateral bronchoscopy showed no obvious abnormalities.

Figure 6: Multiple polyps of gastric body.



Yanhua Yang and Fu: Gastric tuberculosis with abdominal pain as the main symptom: A case report and review of the literature

Medicine India • 2022 • 1(8)  |  4

patients. Therefore, early diagnosis of gastric tuberculosis 
is very important. Patients with non-specific clinical 
manifestations and a history of tuberculosis, family 
history, or from high-risk areas should be vigilant, blood 
biochemistry, imaging, and other examinations should be 
perfected, and the diagnosis should be confirmed through 
endoscopic biopsy. Multiple pathological examinations 
are required for those who have no abnormalities in the 
examination but are highly suspected. After diagnosis, anti-
tuberculosis treatment and timely regular review should be 
carried out. If acute massive hemorrhage with perforation 
occurs, surgical treatment should be performed as soon as 
possible.
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