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Abstract- Gastrointestinal tuberculosis, an endemic disease in
India and Africa continues to surprise us with its myriad ways of
presentation. In a resource poor country like ours high index of
suspicion based on meticulous clinical and vigilant intraoperative
examination of the pathological tissues can often unravel
coexisting diagnosis. We describe here an interesting case of
hernia sac tuberculosis suspected on an unreported physical
finding of presence of palpable nodule at the hernial site. Clinical
suspicion prompted cautious intraoperative search for any
abnormality of the hernia sac and its contents. Firm, nodular
swellings were found on the hernial sac wall which were
confirmed on histopathological examination as tuberculous
granulomas.
Index Terms- Gastrointestinal tuberculosis, Hernial sac
tuberculosis, Indirect inguinal hernia, Hernial sac, Tuberculous
granulomas.

I. INTRODUCTION

G

astrointestinal tuberculosis (GTB) is a common entity in
India,[1,2] where the protean clinical manifestations continue
to challenge the clinicians in its diagnosis and therapy. In a
resource poor country like ours high index of suspicion based on
meticulous clinical and vigilant intraoperative examination of the
pathological tissues can often unravel coexisting diagnosis. We
describe here a case of 10-year old male child who presented
with a left inguinal hernia and diagnosed as a case of hernial sac
tuberculosis.

General physical, abdominal and chest examination were
normal.
Local examination revealed left sided inguinal hernia.
Interestingly on completely reducing the hernia and palpation
firm nodularity was felt at the hernial site which kept us curious
till the time of herniotomy. The external genitalia was normal .
Preoperative investigations revealed hemoglobin of 11.3
g/dl, total leukocyte counts 7800/mm3 with neutrophils 67.7%
and lymphocytes 19.9%, fasting blood sugar 78mg/dl , ESR
18mm in 1 hr (Westergren method). His routine preoperative
chest x-ray was essentially normal.
On operation, a left indirect inguinal hernia (omentocele)
was found. A careful visual inspection of the hernia sac and its
contents was done due to preoperative physical finding of
nodularity. It revealed few firm nodules on the inner surface of
the sac. The omentum was grossly unremarkable. Herniotomy
was done and excised sac was sent for histopathological
examination. In the absence of other abdominal symptoms and
evidence of other abdominal organ involvement laparoscopy or
laparotomy was not done. Post-operative recovery of the patient
was uneventful.
Histopathology report showed multiple granulomas along
with Langhan’s giant cells and caseous necrosis in the peritoneal
tissue background (figs 1 & 2) which were suggestive of
tuberculosis.
Postoperatively Mantoux skin test was done which showed a
10x15 mm induration (after 48 hrs) thereby supporting the
diagnosis of hernial tuberculosis. The patient was put on standard
antitubercular treatment regime by the paediatricians and was
doing well at follow-up.

II. CASE REPORT
A 10-year-old male child presented with a left inguinal
hernia of 6 months duration, associated with mild pain but no
other significant complaints.
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Figure 1: Haematoxylin and Eosin stained section (100x) showing giant cells( marked as A). and caseous necrosis( marked as
B).

III. DISCUSSION
GTB is the sixth most frequent site of extrapulmonary
involvement in tuberculosis (TB) with rising trends seen with
ever increasing incidence of Human Immunodeficiency Virus
(HIV) infection,[1,2]. In decreasing order gastrointestinal
involvement include: the ileocecal region, ascending colon,
jejunum, appendix, duodenum, stomach, esophagus, sigmoid
colon, and rectum,[3].
A recent study from India found that GTB was seen in
11.2% of children affected with TB of which over 50% have
extra-abdominal manifestations,[4]. Inguinal hernia is one of the
commonest surgical problems encountered in day-to-day
practice. It is quite surprising, that with such wide prevalence of
GTB,[4] involvement of sac or its contents is not common in
patients with inguinal hernia in our country,[5] even though the
momentum is a common content of the sac.
A review of rather meagre literature about Hernial
tuberculosis (HT)[6] states that it involves sac, its contents or
both. In children it affects only the sac because the sac is usually
empty and the concomitant visceral involvement usually affects
the visceral organs. As a rule when tuberculosis affects the
viscera, the hernia sac is always involved and when it affects the
hernia sac the entire peritoneal surface is also involved [6].
The probable mechanism can be that, the congenital groin
sac, as in the present case, is the lower most part of the peritoneal
sac into which the seeding of the tuberculous bacterium from the
peritoneal cavity can occur through gravitational forces.
There are three forms of HT : Miliary or ascitic,
ulcerocasseous and fibrous,[6]. The clinical findings of HT are
pain, change in size & consistency of hernia bulge and
incarceration which is the most constant finding besides the usual
constitutional symptoms of tuberculosis. We describe here an
unreported physical finding of presence of palpable nodule at the
hernial site.

Histopathological examination of tissue samples like the sac
wall for mycobacterium tuberculosis is essential for the
confirmation of diagnosis,[6].
Surgery involves repair of inguinal hernia, wide resection of
the sac and resection of the involved omentum. Bowel resection
can be necessary in presence of strictures, firm adhesions,
localized ulcerative lesions as well as strangulation and
incarcerations. All cases must receive full course of
antituberculous therapy,[6].
If at operation the hernia sac is seen to be abnormal or is
thickened, then histology should always be performed. However
routine histological examination of hernia sacs is not
recommended. Kasson and colleagues routinely examined 1020
hernial sacs after surgery[7]. The incidence of unexpected
findings, the discovery of an occult tumor in those specimens
which appeared normal at operation was 1 in 1020(0.098%).
As pointed by Vashist et al,[8] presence of tubercles in
omentum or hernia sac during hernia surgery should be biopsied
and sent for histopathology to rule out tuberculosis. In our patient
there was preoperative suspicion of HT which lead to close
visual inspection of the sac tissue and later histopathological
examination to confirm our suspicion of HT.
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Figure 2: Haematoxylin and Eosin stained section (100x)
showing peritoneal tissue on the upper left corner along with
granulomas.

IV. CONCLUSION
HT though rare should be kept in mind in tuberculosis
endemic countries like India & the continent of Africa. Palpation
of the hernia site after complete reduction of hernia should be
done preoperatively. Any abnormality of hernia sac found on
preoperative physical examination and intraoperatively should be
followed by histopathological examination. If confirmed as GTB,
it should be promptly treated by standard antituberculous
treatment which goes a long way not only in good recovery but
also preventing life threatening complications of GTB like
intestinal obstruction and bowel perforation.
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