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Abstract

Pseudo-tumoral colonic tuberculosisis very rare disease with various clinical manifestations and difficult diagnosis assessment.
Our observation concerns the case of a 34 years old female patient with no pathological history in whom a pseudo-tumoral
colonic tuberculosis was suspected on CT scan and confirmed on anatomical examination of the operative specimen.
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Introduction

Tuberculosis is a contagious infectious and a public
health problem caused by a bacteria called Mycobacterium
tuberculosis. Extra-pulmonary tuberculosis accounts for
nearly 1/3 of reported cases of tuberculosis in Morocco [1]. It
occurs in decreasing order of frequency in the lymph nodes,
genitourinary tract, osteoarticular and neuro-meningeal
areas [2]. Abdominal location is relatively frequent and
occurs in 5 to 10% of all locations [3,4]. The most common
abdominal sites are the ileo-caecal region, the peritoneum
and the lymph nodes. Colonic involvement remains very rare
and colonic tuberculosis pseudo-tumoral forms are rarely
reported in the literature, leading to a delay in diagnosis
and consequently to the persistence of the evolution of this
normally curable disease.

Case Report
Patient Information

A 34 years old female, who’s known to be diabetic
type 1 on insulin, with no other comorbidities or history of
personal none familial tuberculosis or cancer, was admitted
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for exploration of chronic abdominal pain and diarrhea
without any other functional signs reported especially no
digestive hemorrhage, no vomit no jaundice or any other
extra-digestive signs. All evolving in a context of apyrexia and
altered general condition (she lost 20 kg in 6 months).

Clinical Findings

The clinical exam was unremarkable except for the
presence of sensitivity in the right side without palpable
masses. The peripheral lymph nodes were free. Biological
assessment showed a non-specific inflammatory syndrome
and a hyper leukocytosis of 12,700 white cells/mm3, an
hemoglobin level at 9,8 g/dL, positive PCR a 23 g/dL hepatic
and renal workup were normal. The tuberculin TST and
sputum mycobacteria tests were negative. HIV serology was
negative and tumor markers (carcinoembryonic antigen,
19-9 carbohydrate antigen) had normal levels.

Diagnostic Assessment

Ultrasonography supplemented by abdominal CT had
shown an IDF mass measuring 5x6 cm with solid structure,
irregular contours, mostly intra-colic development, and
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which was enhanced after injection of contrast medium
(CP) (Figure 1). In addition, there was an absence of ascites,
deep adenopathy, and liver lesions. In view of this aspect,
the neoplastic origin was retained and the inflammatory
origin was evoked last. Colonoscopy was performed
showing ulcerating lesion in the ascending colon reducing
the colonic lumen and suggesting a colonic tumor (Figure

2). Colonic biopsy was negative twice. Surgical resection
was then proposed for both therapeutic and diagnosis
assessment. The patient underwent a right colectomy and
the anatomical-pathological examination concluded to a
vaguely granulomatous morphological aspect with caseous
necrosis raising the diagnosis of tuberculosis.

contrast associated with infiltration of the surrounding fat.

Figure 1: CT scan of the abdomino pelvic area with injection of iodinated contrast showing a circumferential, irregular and
asymmetrical parietal thickening of the right colon with eccentric lumen heterogeneously enhanced after injection of iodinated

Figure 2: Endoscopic view of a ulcero-budding lesion reducing the colonic lumen.

Therapeutic Intervention

Anti-tuberculosis initiated

(2RHZE/4RH).

chemotherapy  was

Follow up and Outcomes

The clinical evolution was good with complete clearance
of the lesion after 6 months of anti-tuberculosis treatment.

Discussion

Extra pulmonary tuberculosis represents 15 to 30%
of tuberculosis cases, and occurs in order of frequency
in the lymph nodes, genitourinary, osteoarticular and
neuromeningeal areas [2]. Its incidence, which is still high
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in third world countries [4] it has also been on the rise in
developed countries since the 1970s. This is partly explained
by HIV infection, precariousness and immigration [3,5].
Abdominal location is a relatively frequent extra-pulmonary
form, representing 5 to 10% of all locations. A particular radio
clinic aspect is the pseudo-tumoral aspect; its frequency is
estimated at 5% Digestive pseudo-tumoral tuberculosis is
rare even in endemic countries. The diagnosis is difficult,
as the radiological findings are non-specific and often
suggestive of malignancy [6]. Digestive involvement may be
primary by direct ingestion of mycobacterium or secondary
to pulmonary lesions and transmitted by the hematogenous
or lymphatic route [7]. The pseudo-tumoral hypertrophic
form, more frequently described for pulmonary involvement,
is most often primary:. It affects young adults between 20 and
40 years of age. A slight female predominance is sometimes
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reported [8,9].

The clinical picture of digestive tuberculosis is generally
notvery specific, with weightloss (80%), fever (66%), painful
abdominal bloating (100%), constipation (40%), ascites
(40 to 100%), diarrhea (15%), and sometimes a dysenteric
syndrome in the case of recto-sigmoid localization, or even
a pseudo-tumor form (5%) [10]. The forms revealed by a
complication such as occlusion, hemorrhage or perforation
are possible and rarely described [11,12]. On imaging, the
diagnosis of pseudo-tumoral forms is quite difficult. The
appearance on CT scan of mesenteric adenopathy, parietal
infiltration peritoneal necrotic nodules or even agglutinated
bowel is always suggestive of a cancer at first sight [10].
The contribution of MRI in this abdominal location is non-
specific. These different radiological aspects can be seen in
other pathologies [13].

The diagnosis of intestinal tuberculosis is difficult due
to the poorly accessible and pauci-bacillary nature of the
lesions. Imaging has a great orientation value but lacks
specificity. Culture on a biopsy specimen is positive in only 10
to 20% of cases. Polymerase Chain Reaction (PCR) provides
a rapid response but has low sensitivity and specificity
[14,15]. Once retained, the therapeutic approach is to
maintain the initial anti-tuberculosis drugs. The duration of
treatment will depend on the active foci present. The World
Gastroenterology Organization Global Guidelines agree on
a treatment regimen identical to pulmonary tuberculosis,
namely 6 months of treatment (2RHZE+4RH).

Conclusion

Pseudo-tumoral tuberculosis of the colon remains very
rare. The main problem is its clear imaging resemblance to
tumor pathology. However, certain associated radiological
signs may point to tubercular involvement. But, most often,
the diagnosis will be retained after histological examination
of the surgical specimen.
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