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Case report
The diagnostic challenge of gastrointestinal tuberculosis mimicking colon cancer: A case
report
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ABSTRACT

Gastrointestinal tuberculosis (TB) accounts for 3.5% of extrapulmonary TB cases and is associated with active or
inactive pulmonary TB in 76% of cases. A 53-year-old lady with no prior history of morbidity visited our hospital's
department with weakness, an inability to eat, a 39°C fever, no chills, and night sweats that had been present for
about six months. Additionally, a colonoscopy revealed a mamelonated mass of a stenotic character in the
ascending colon, along with minor mesenteric adenitis, on computed tomography scans of the abdomen and pelvis.
The obtained specimen's histological analysis revealed histiocytes and a few large cells producing granulomas
without neoplastic features. The colonic biopsy's Lowenstein-Jensen medium culture revealed development of the
Mycobacterium TB complex. After receiving therapy for two months with rifampicin, isoniazid, pyrazinamide, and
ethambutol, followed by four months with rifampicin and isoniazid, the patient had significantly improved. The
current case serves as an example of the difficulty in diagnosing GI TB. The lack of symptoms and occasionally
false-positive imaging results reinforce the necessity for increased clinical suspicion.
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TB in 76% of cases (1-4). In the abdomen, the most ) g P

affected areas are the Gl tract (50%), the peritoneum infected.

(43%), and the mesenteric lymph nodes (8%) (5), with Mammography and upper Gl endoscopy were normal.
Gl involvement typically occurring after lymphatic or Centrilobular nodules were visible in both upper lobes
hematogenous spread from an active pulmonary focus of the chest on a computed tomography (CT) scan.
or miliary TB. The ascending, transverse, descending, This was associated with persistent granulomas in the
and sigmoid colons, as well as the anorectum, are the right and lower upper lobes on the opposite side,
most impacted parts of the intestine (75%), followed calcified mediastinal lymph nodes, and widespread
in decreasing order by the ileocecal and jejunoileal consolidation in the left upper lobe. The patient had a
areas (6). The ascending colon was implicated in this bronchoscopy with a collection of bronchoalveolar
case report, which is unusual and presents a diagnostic lavage, a direct examination of microorganisms and
problem. Despite its high prevalence, it can be cultures, and a quick molecular test for TB; all of them
difficult to diagnose Gl TB since both the common were negative in view of the pulmonary findings
symptoms and diagnostic tests lack specificity (7). despite the absence of symptoms.

We present a case of GI TB in a person who had A CT scan of the abdomen and pelvis revealed
tested HIV-negative and had been admitted for ileocolic parietal thickening with mild mesenteric
investigation of a febrile syndrome with significant adenitis (Fig. 1). A colonoscopy was done to further
weight loss. clarify the situation, and the results indicated a

mamelonated mass of a stenotic nature in the
ascending colon that was restricting the lumen without
A 53-year-old lady who had no prior medical history enabling sight of its proximal limits (Fig. 2).

visited our hospital's department complaining of

weakness, lack of appetite, a 39°C fever, no chills, and

night sweats that had been occurring for nearly six

months. In the past, approximately six months after

the start, pasty diarrhea and vile-smelling, black feces

Case presentation
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Fig. 1: CT of the abdmen ad pelvis showed ileocolic
parietal thickening

Fig. 2: Colonoscopy showing a mamelonated mass
of a stenosing nature in the ascending colon
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Fig. 3: Hematoxylin and eosin staining demonstrating

Langhans giant cells, epithelioid cell granulomas, and
caseous necrosis (x40)

The obtained specimen's histological analysis revealed
histiocytes and a few large cells producing granulomas
devoid of neoplastic features (Fig. 3). A reassessment
with barium enema examinations revealed multiple
nodular colonic filling defects. The colonic biopsy's
Lowenstein-Jensen medium culture revealed the
development of the Mycobacterium TB complex.

The patient received rifampicin, isoniazid,
pyrazinamide, and ethambutol as part of the standard
TB therapy regimen for two months, then four months
of rifampicin and isoniazid. The patient gained weight
and became afebrile throughout follow-up. Following
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the medication, the patient showed a significant
improvement, gaining weight and no longer
experiencing any diarrhea or low-grade fever.

DISCUSSION

Ingestion of infected sputum or milk, hematogenous
spread from other foci, lymphatic spread, and
dissemination to neighboring organs all contribute to
the development of GI TB (8). Typically, symptoms
are nonspecific, such as abdominal pain, weight loss,
anorexia, and fever (7), as they can affect multiple
abdominal organs while sparing the lung, necessitating
a high index of suspicion for diagnosis (9).

Gl TB can present clinically similarly to other
conditions such as inflammatory bowel disease, colon
cancer, and Gl infections (10). Some cases are
described in which the endoscopic appearance of the
lesions initially led to the suspicion of a neoplasm
(11). Additionally, the imaging results may be difficult
to identify, making histopathology necessary in some
cases (12). CT is useful in identifying ascites,
lymphadenopathy, hepatosplenomegaly, and
asymmetries of the ileocecal area (5). The most
effective diagnostic method is colonoscopy, along
with ileoscopy. The lesions, which include ulcers,
strictures, and pseudopolyps, might appear more than
once and in various places. In this instance, the
symptoms were nonspecific, the radiological
examinations were inconclusive, active pulmonary TB
was excluded, and the colonoscopy revealed a lesion
suggestive of a tumor.

Gl TB is still challenging to diagnose since the
paucibacillary lesions are frequently inaccessible (11).
There is no gold standard test for diagnosis; however,
radiological, endoscopic, and surgical procedures, as
well as microbiological and histopathological
examinations of the acquired samples, can all be used
(13). CT of the abdomen and pelvis is the diagnostic
modality of preference for assessing the extent and
type of abdominal injury, and the findings are quite
diverse and not very specific, including intestinal wall
thickening, ulcerations, fibrosis, stenosis,
lymphadenopathy, and peritoneal implants (7, 13).

Smear microscopy with Ziehl-Neelsen staining and
culture with LOwestein-Jensen staining are two
microbiological tests with limited sensitivity that have
the drawback of requiring 4-6 weeks to provide results
and having the potential to produce false positives
(14). Polymerase chain reaction may also provide
reliable results due to its high sensitivity, which is
greater than that of smear microscopy and culture, and
specificity (>85%), with the added benefit of
producing results more quickly (15). In this instance,
hematoxylin-eosin staining revealed lesions with
Langhans giant cells, epithelioid cell granulomas, and
caseous nNecrosis; non-caseous necrosis and a
nonspecific chronic inflammatory infiltration were
uncommon in only 20% of patients (14). Due to the
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difficulties in making the diagnosis, significant
clinical suspicion is required, and each patient's
workup must be customized, beginning with less
invasive investigations (13).

The preferred course of treatment is a six-month
course of anti-tuberculosis medication, which includes
two months of rifampicin, isoniazid, pyrazinamide,
and ethambutol and four months of rifampicin and
isoniazid. Surgical intervention should be reserved for
patients who develop complications; it should always
be deferred. With anti-tuberculosis medication, most
patients' colonic lesions will disappear, and follow-up
colonoscopy is not necessary if they become
asymptomatic.

CONCLUSION

The current case serves as an example of the difficulty
of diagnosing GI TB. Due to the absence of specific
symptoms and the presence of potentially misleading
imaging results, the need for a high level of clinical
suspicion is increased.
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