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Abstract

Gastrointestinad manifestations of both Behget's disease and intestina tuberculosis include the signs
and symptoms of abdominal pain, weight loss, fever, vomiting, diarrhea and pal pable mass in the right

lower quadrant.

We report the case of amale patient with Behcet's disease who had multipleiled perforations due
to miliary tuberculosis. It was suspected that the perforations were due to intestina manifestation of
Behcet's disease, but the final pathology report and chest X-ray one week after surgery demonstrated
the presence of miliary tuberculosis. To our knowledge, this is the first reported case of Behget's dis-
ease with intestina perforation due to miliary tuberculosis.
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Introduction

BEHCET's DISEASE (BD) is a type of systemic vas-
culitis characterized by recurrent oral and genital
ulceration and ocular inflammation. Since its orig-
inal description, the additional involvement of
many other organs, including joints, skin, blood
vessels, nervous system, and gastrointestinal tract,
has been reported (1).

Since the etiology of BD remains unknown, its
treatment is usually symptomatic and palliative.
Patients are usually treated with antibiotic, antivi-
ral, corticosteroid and immunosuppressive agents
according to the symptoms (2, 3). Immunosuppres-
sive and cytotoxic agents are used for more severe
involvement (3), but this causes patients to be
more susceptible to opportunistic infections.

We describe a patient with Behcet’'s disease
who presented with military tuberculosis, which
most probably devel oped secondary to steroid use.
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Case

A 34-year-old man was admitted to our hospi-
tal complaining of acute abdominal pain, fever,
dyspnea and poor appetite. Physical examination
revealed abdominal tenderness and rebound. Chest
X-ray showed normal lungs and free air under the
right diaphragm (Fig. 1). The patient had been on
corticosteroid treatment for BD for 5 years, in
doses ranging from 5 to 40 mg. He was given
colchicine for 1 year and discontinued 2 years ago.
On rare occasions, he used naproxen for his joint
pains. He did not report use of aspirin.

Fig. 1. Free air under the right diaphragm.
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The patient, who was operated on, had been di-
agnosed as having intestinal perforation due to
BD. During the exploratory laparotomy, three sep-
arate perforations, in a 35 cm segment of small
bowel and 40 cm proximal to the caecum, were ob-
served (Fig. 2). The involved segment was re-
sected and an ileoileostomy was performed. After
the operation, the patient was taken to the intensive
care unit. His first three postoperative days were
uneventful; however, a fecal fistula developed on
the fourth postoperative day. The patient was taken
to the OR. During the exploratory laparotomy, a
few intestinal collections around the anastomosis
and a 1 cm anastomotic dehiscence were found.
We did an abdominal “washout” and the anasto-
mosis was converted to an end ileostomy. An X-
ray of the chest, taken on postoperative day five,
showed multinodular infiltration in both lungs.
The patient died on the seventh postoperative day,
due to sepsis. Microscopic examination of the
specimen revealed mucosal ulceration and necro-
tizing granulomas in the submucosal stroma and
muscularis, as well as in the Payer’s patches (Fig.
3). Acid-fast bacilli were present in the area of the
caseating granuloma.

Fig. 2. Three separate perforations at the terminal ileum.

Fig. 3. Multinodular infiltration in both lungs.
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Discussion

Tuberculosis of the gastrointestinal tract is
usually secondary to pulmonary infection. A rare
cause of gastrointestinal tuberculosis is bowel in-
volvement during miliary tuberculosis by
hematogenous spread (4, 5).

Pulmonary tuberculosis may rarely occur in pa-
tients with BD and is an important differential diag-
nosis, athough less common than the pulmonary
disease due to underlying vasculitis that is seen in
BD (6, 7). There are a number of possible factors
that may increase the risk of tuberculosis in patients
with BD: the disease itself may produce a defect in
cell-mediated immunity, which increases the indi-
vidual’s susceptibility to tuberculosis (6); the im-
munosuppressive drugs, particularly corticosteroids,
used in BD, predispose these patients to developing
tuberculosis (8). A common genetic background,
HLA-BS5, to both diseases is well known (9).

Gastrointestinal manifestations of both BD and
intestinal tuberculosis have similar clinical and
histological findings, and they usually affect the
same segment of the intestine. The most common
signs and symptoms of these two diseases are ab-
dominal pain, weight loss, fever, fatigue, loss of
appetite, vomiting, diarrhea and palpable mass in
the right lower quadrant (10, 11).

The typical interna manifestation of both dis-
eases is round or oval ulcers that can be seen
throughout the alimentary tract, but most commonly
in the terminal ileum and the caecum (12, 13).

Intestinal perforation due to military tubercu-
losis is extremely rare and only two cases have
been reported (10, 11). Although any part of thein-
testine may perforate, the most frequent site is the
distal ileum. A single perforation is present in 90%
of cases. Multiple perforations are uncommon (14,
15). Free perforation is uncommon in intestinal tu-
berculosis due to reactive thickening of the peri-
toneum and the formation of adhesions to adjacent
tissues (16).

Morbidity and mortality of the two diseases
are high. The overall mortality rate of perforation
ranges from 30—67%, even when there has been
surgical treatment. The mortality is higher for pa-
tients who have had two or more perforations (14,
17, 18).

Surgical treatment of these lesions varies from
simple drainage of peritoneal or pelvic abscesses
to resection of the involved bowel. The most ef-
fective treatment is resection of the diseased seg-
ment with an end-to-end anastomosis, but the final
decision depends upon the general condition of the
patient, extent of the disease and presence or ab-
sence of strictures distal to the perforation (19).
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Toxemia, wound dehiscence, adhesive ob-
struction and fecal fistula have been usual compli-
cations in both diseases (19).

Although intestinal perforation due to both BD
and military tuberculosis is uncommon, in this pa-
tient, tuberculous perforation, perhaps due to a
predisposition after steroid use, was observed.
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