Foreign Body causing Diagnostic Dilemma
iIn Koch’s Abdomen Patient Presenting with
Acute Intestinal Obstruction: A Case Report
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ABSTRACT

The ileocaecal region is the most commonly affected region in Koch’s abdomen; however, it can involve any part of the
Gastrointestinal Tract (GIT). Patients usually present late with either features of acute or subacute intestinal obstruction or with
features of perforation peritonitis. Early diagnosis of abdominal Tuberculosis (TB) is still challenging due to the vague and non
specific symptomatology of the disease. Hereby, the authors present a case report of 11-year-old boy who was on Antitubercular
Treatment (ATT) for suspected abdominal TB, presented with features of subacute intestinal obstruction which subsequently had
to be operated for acute obstruction. However, the cause of obstruction was not due to the complications of abdominal TB but
due to the mechanical obstruction caused by the seeds of bayberry, which got obstructed in the relatively narrowed part of the
ileocaecal region due to thickening of the bowel wall. No similar case reports have been found in the literature earlier. Hence, the
present case is being reported.
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CASE REPORT

An 11-year-old boy presented to the Emergency Department of
the hospital with the chief complaint of pain in his abdomen and
abdominal distension for two days. He had 2-3 episodes of vomiting
which were non projectile and bilious in nature. The pain was colicky
in nature. On examination, there was dehydration with mild pallor.
The abdomen was distended with no tenderness or rigidity. He
did not pass stool and flatus since then. The patient’s father gave
a history of Antitubercular Treatment (ATT) for suspected Koch’s
abdomen for the last two months, as the boy had an evening rise
of temperature with a history of contact with a relative who was
suffering from pulmonary TB. The patient was kept nil per orally and
planned for conservative management along with the insertion of
a nasogastric tube for decompression. On investigation, all routine
parameters were found to be within normal limits except slightly low
haemoglobin, and X-ray abdomen showed dilated small bowel loops.
On the third day, the patient complained of an increase in the intensity
of pain in the abdomen. Hence, a Computed Tomography (CT) .
scan of the abdomen was done which showed dilated small bowel ¥

lOOPS with a Collapseq large bowel. Multllple Qval—shaped calo!flgd [Table/Fig-1]: Computed Tomography (CT) scan showing radiopaque material in right
foci (suspected faecoliths as per the radiologist) were seen within iliac fossa (blue arrow).
the bowel lumen in the caecum [Table/Fig-1]. Circumferential mural
thickening of the terminal ileum and caecum were noted. Multiple
enlarged lymph nodes were noted in mesenteric, paraaortic, left
gastric, and common hepatic stations, the largest measuring 19 mm
in the mesenteric station. Exploratory laparotomy was planned. On
opening the abdomen, dilated small bowel loops were seen up to the
distal ileumn with enlarged mesenteric lymphadenopathy. The caecum
was thickened and was firm to hard in consistency. Enterotomy was
done approximately 15 cm proximal from the ileocaecal junction as
that part of the intestine was normal in thickness. Intestinal content
was evacuated from the enterotomy and also the suspected stones
were retrieved through the enterotomy. On closer inspection, the
suspected stones were found to be seeds of Bayberry (locally
known as Sohphie) [Table/Fig-2]. Side-to-side ileo-ascending
anastomosis was done to prevent future recurrence of intestinal
obstruction as the caecum and terminal ileum were thickened
(without resecting the thickened parts and as the ascending colon Al DA
was healthy). Histopathological examination from the mesenteric Ikl MU CEREICIEEEICS
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lymph nodes showed multiple caseating granulomas consisting of
central caseation surrounded by epithelioid histiocytes, Langhan’s
giant cells immed by lymphocytes and plasma cells. Ziehl-Neelsen
stain for acid-fast bacilli showed positivity for degenerated bacilli.
Cartridge-based Nucleic Acid Amplification Test (CBNAAT) from the
nodal tissue showed low uptake. The patient recovered well and was
discharged home on antitubercular medications. The patient is doing
well till six months of postoperative follow-up.

DISCUSSION

Tuberculosis is a common disease worldwide with a higher
prevalence in developing countries [1,2]. Any part of the body may
be affected by TB, and the abdomen is one of the more common
sites of involvement after the lungs and bones [3]. Gastrointestinal
(Gl) TB accounts for 1% to 3% of all TB cases [1,2]. The ileocaecal
region is the most commonly affected region in Koch’s abdomen;
however, it can involve any part of the GIT [3,4]. Early diagnosis
of abdominal TB is still challenging as the disease usually runs an
indolent course with vague and non specific symptomatology [5].
More commonly, patients present with features of acute or subacute
intestinal obstruction due to tuberculoma or stricture formation in
the small gut or with features of perforation peritonitis [6].

Intestinal obstruction caused by fruit seeds is a rare phenomenon,
as the seeds are usually oval in shape and once swallowed allows
them to pass through the pylorus and be excreted naturally through
the anus [7]. However, bezoar (seeds) may cause acute intestinal
obstruction in 0.4 to 4% of cases [8]. In most cases, seed bezoars
were found in the rectum (78%), followed by the terminal ileum (16%),
sigmoid colon, stomach, jejunum, duodenum, and caecum [9].

Foreign body ingestion in children is common, with approximately
70,000 cases being reported annually in patients less than six
years of age [10]. The presentations are varied [11]. Most ingested
foreign bodies pass spontaneously; however, in 10% to 20% of
cases, endoscopic retrieval may be required. Surgical removal
of foreign bodies is required in approximately 1% of cases [12].
Ultrasonography (US) is usually the first investigation to look for
suspected ingested foreign bodies in children as it does not involve
radiation exposure. In equivocal cases, CT scans have been
recommended, even though visualisation of the ingested foreign
body will depend on its radiodensity [13].

Intestinal obstruction caused by a foreign body in a known case of
TB abdomen patient on ATT is rare. In the instant case, the bayberry
seeds were found obstructed in the caecum, which was thickened
including part of the terminal ileum with multiple mesenteric
lymphadenopathies due to TB. Foreign bodies getting obstructed
in the caecum is extremely rare as the caecum is normally patulous.
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However, due to narrowing either at or distal to the caecum as a
late sequelae of TB or Crohn’s disease, foreign bodies may get
obstructed in the caecum resulting in acute intestinal obstruction.
No similar type of case has been reported in the literature.

The diagnosis of ingested foreign body preoperatively, even by
radiological imaging, is still challenging, with many ingested foreign
objects being determined only at extraction by endoscopy or surgery
[14]. Inthe present case too, preoperatively, the radiopaque shadows
seen in the ileocaecal region were thought to be faecoliths; which
subsequently were confirmed to be bayberry seeds at operation.

CONCLUSION(S)

Children often tend to gulp food without properly chewing, resulting
in the swallowing of seeds that may lead to intestinal obstruction.
Especially when the intestinal lumen is compromised due to TB or
Crohn’s disease, the supposedly benign seeds may get obstructed
easily, causing intestinal obstruction. Even though intestinal
obstruction caused by seeds is uncommon, it should be a part of
the differential diagnosis in children.
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