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Psychogenic Vomiting Considered as Co-Morbidity With Tuberculosis in 
Adolescents
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A twelve-year-old girl with disseminated Tuberculosis was complicated by psychogenic vomiting and multiple drugs’ adverse effects. She 
was admitted to our hospital, complaining of fever, cough and abdominal pain. Diagnosis of TB was obtained by abdominal CT-scan and 
open liver biopsy. During the anti-TB treatment, hepatitis, hemolytic anemia and pancreatitis occurred due to some drugs' side effects 
In addition, her main complaint was of persistent nausea which made all probable somatic basis ruled out, since she did not also show 
response to routine antiemetic treatment. As a result, the patient’s depression as well as the appropriate response to anti-depressant 
therapy helped us in confirming the diagnosis of psychogenic vomiting.
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1. Introduction
Miliary Tuberculosis refers to a clinical disease result-

ing from uncontrolled hematogenous dissemination of 
mycobacterium tuberculosis (1). The term miliary TB is 
now used to donate all forms of progressive, widely dis-
seminated hematogenous tuberculosis, even if the clini-
copathologic or radiologic findings are absent (2). World-
wide, TB is responsible for approximately two million 
deaths a year (3). In past, it was widely believed that chil-
dren somewhat contributed to the overall burden of tu-
berculosis. However, from the eight million new cases of 
TB reported globally in 2000, an estimated 11% occurred 
in children (4). Our case is a twelve-year-old girl with the 
diagnosis of disseminated TB, characterized with fever 
and abdominal pain; persistent vomiting with many 
different complications such as pancreatitis, gastritis, 
hepatitis and hemolytic anemia, which made the disease 
unusual and reportable.

2. Case Presentation
A twelve-year-old girl was admitted to our hospital with 

a twenty-day history of fever, cough and abdominal pain. 
Abdominal CT-scan - taken at the local hospital - reported 
multiple hypodense liver lesions. Hence, she was referred 
to our hospital for further studies (Figure 1).

Figure 1. Abdominal CT-Scan Multiple Hypodense Liver Lesions

Clinical examination was normal when the patients ad-
mitted to the hospital. The routine hematology and bio-
chemistry blood tests revealed microcytic hypochromic 
anemia and negative elevated ESR and CRP.

2.1. Serology Test for HIV
The initial treatment with the impression of liver ab-

scess was done with Vancomycin, Metronidazole and Cef-
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triaxone. Imaging confirmed liver lesions in the previous 
thorachoabdominal CT-scan and also showed bilateral 
multiple subpleural nodules. Bone marrow aspiration 
was normal. The clinical diagnosis was made on open 
liver biopsy which indicated multiple granuloma forma-
tion with central necrosis (caseous formation); no acid-
fast bacilli were seen. Hence, the treatment was altered 
with anti-TB therapy, comprising Rifampin, Ethambotol, 
Pyrazinamide and Isoniazide. However, the PCR result for 
mycobacterium TB and PPD test was also proved nega-
tive. One day after the treatment inception, upper GI 
bleeding occurred accompanying with fever, chills, peri-
umblical pain and agitation. There, the routine medical 
therapy was done. Ranitidine, Omeprazole and vitamin K 
were added to her drug regimen and the oral feeding was 
stopped; but her bloody/biliary vomiting continued for 
several days. Ondansetrone and Sucralfate were added as 
well; nevertheless her condition did not improve. Tran-
sient hyperuricemia was seen, due to possible dehydra-
tion. Blood test for suspected pancreatitis was taken. The 
result revealed rising of amylase and lipase while an ab-
dominal CT-scan with contrast did not show any sugges-
tive clues of pancreatitis. Notably, upper endoscopy was 
not recommended due to the patient’s recent surgery

The patient’s condition improved gradually with con-
servative therapy. Ten days after anti-TB therapy, the 
patient’s sclera became icteric with liver enzymes ris-
ing greater than three times. Accordingly Rifampin was 
discontinued immediately. After three days AST and ALT 
levels decreased and Rifampin was prescribed again but 
in a low dose. Considering the patient’s better physical 
condition and normal liver enzymes, she was discharged 
after one month in order to continue outpatient therapy. 
One month after discharge from hospital, the patient 
readmitted with consistent biliary vomiting with four 
kg weight loss. During clinical examination, she was suf-
fering from icteric sclera and pale conjunctive. Routine 
hematology test revealed indirect hyperbilirubinemia 
and anemia. Direct and indirect coombs tests were nega-
tive. Imaging showed mild hepatomegaly and mild sple-
nomegaly in abdominal ultra-sonography. Nonetheless, 
brain CT-scan without contrast and chest x-ray was nor-
mal. Upper endoscopy reported severe gastritis due to 
regurgitation. In the end, given having no finding in our 
studies and according to the patient's irritability and agi-
tation, depressed mood, decreased motivation and inter-
est, consultation with pediatric psychiatric was done and 
Respiridone and Fluxetin with the impression of depres-
sive disorder started. The patient's vomiting improved 
significantly and she was discharged after sixteen days 
with anti-depressant therapy along with two types of 
anti-TB drugs (Pyrazinamide and Isoniazid). The anti-TB 
therapy was continued for a full course of nine months.

3. Conclusions
With the improvement of hygiene and income level, the 

prevalence of TB is decreasing in developed countries al-
though it still considers a challenge in developing coun-
tries such as Iran. The peak age of disseminated TB were 
children, frequently affected under the age of three, nev-
ertheless this trend has changed over the last decade (5). 
Therefore, increase in the rate of HIV infection and the 
number of adults with impairment in cellular immunity 
have led to an additional peak of TB among young adults 
(6) Hepatic granulomas are present in more than 90% of 
patients with TB, approximately 70% of them have extra-
pulmonary TB and about 25% of them again have isolated 
pulmonary infections (7)., It should be borne in mind 
that chest radiograph allows the possibility of identify-
ing 59 to 69% of miliary tuberculosis with high specific-
ity and good interobserver agreement (8). In our patient 
there was no sign of other organ’s involvement and also 
her chest x-ray had non-specific findings. Liver involve-
ment in non miliary Tuberculosis is rare; and it can be 
presented with fever, hepatomegaly, upper abdominal 
pain, nausea, mild elevation of liver enzymes, low albu-
min, normocytic normochromic anemia and elevated 
ESR and is best diagnosed on liver biopsy (9).

According to the examination of thirteen cases with he-
patic granuloma, it is concluded that tuberculosis is still 
the most common etiologic factor (10). Upper gastroin-
testinal bleeding and vomiting is the symptom of TB if 
there is a gastric involvement. Without this involvement, 
persistent nausea is not considered usual (11). However, 
there was no evidence of gastric involvement in the pa-
tient. Furthermore, elevation of amylase and lipase dur-
ing the treatment made us suspicious of pancreatitis, 
but it was precluded after the result of the normal CT-
scan where she was also not responsive to conservative 
treatment. As several studies have documented pancre-
atitis in association with the use of Metronidazole, the 
drug-induced pancreatitis was taken into consideration 
although this event is rare (12, 13). All in all, without iden-
tifying any somatic cause for her persistent vomiting and 
having no response to the routine antiemetic drugs and 
also patient’s agitation and depressed mood, psychiat-
ric disorders have been detected. According to the study 
that has been done on prevalence of eating disorders, the 
most commonplace eating disorder and psychiatric co-
morbidity among children and adolescents is psychiatric 
nausea and the most co-morbidities are depression, intel-
lectual disability and dissociative disorders (14).

There were two possibilities for nausea as psychoso-
matic disorder in our patient. First, the tuberculosis 
might be the etiology of this co-morbidity. In one study, 
72% TB patients had severe/moderate level of anxiety and 
depression according to Hospital Anxiety and Depression 
Scale (HADS) and 22% TB patients with co-morbid anxiety 
and depression showed multi drug-resistance (15). In 
another, it is mentioned that habitual postprandial and 
irregular vomiting is mostly related to major depression 
(16). Therefore, significant improvement in the patient’s 
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general condition under the anti-depressant treatment 
established the diagnosis. The second possibility was 
that antituberculose drugs induce nausea as a side effect. 
Among the traditional forms of first-line antituberculo-
sis therapy, isoniazid is often associated with nervous sys-
tem side effects, most prominently peripheral neuropa-
thy, psychosis and seizures (17). Literature reviews reveal 
a growing number of cases of isoniazid induced psycho-
sis. Most of the reported symptoms include paranoid de-
lusions, visual and auditory hallucinations, suicidality, ir-
ritable mood, and disorientation (18). Our patient stayed 
in isoniazid therapy and never stopped it.

Our case was intertwined with other symptoms such as 
icter and indirect hyperbilirubinemia as a result of he-
molytic anemia. Adverse effects linked with the admin-
istration of Rifampin include gastrointestinal, central 
nervous system, dermatologic and hematologic (throm-
bocytopenia and acute hemolytic anemia) reaction (19, 
20). Although coincidence of different complications of 
a specific drug during treatment is unusual, our patient 
experienced some, such as hepatitis and hemolytic ane-
mia. After excluding Rifampin from the patient’s drug 
regimen, the hemolytic anemia ameliorated after several 
days. All in all, it can be concluded that apart from drugs’ 
side effects, psychiatric disorders have a role to play spe-
cifically in adolescents, as they can cause non-negligible 
somatic signs.
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