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Gastrointestinal Tuberculosis with Cecum  
Involvement in a 33-Year-Old Woman 
 
 

 
Abstract 
Abdominal tuberculosis is one of the most prevalent forms of 
extra-pulmonary tuberculosis. Various regions of gastrointes-
tinal tract including cecum, terminal ileum, peritoneum, lym-
phatic system, and solid viscera can be affected by tuberculo-
sis. Here we report a 33-year-old woman presented with fever, 
chills, and a history of abdominal discomfort. Lymphadenopa-
thy was detected on physical examination. Contrast computed 
tomography of chest and abdomen showed patchy densities 
and thickening of the ileocecal wall respectively. Histological 
studies of the biopsy samples documented the existence of 
tuberculosis. 
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Introduction 

uberculosis (TB) has plagued the human beings since 
ancient times. Despite advances in medicine, TB is 
still a major problem in developing and some devel-

oped countries. Difficulty in controlling the disease is attributed 
to factors such as transglobal migration, increasing population 
age, socioeconomic deprivations, and the acquired immunode-
ficiency syndrome (AIDS).  

As long as pulmonary TB is a problem, extra-pulmonary TB 
is also a health problem.1 In order of frequency, the extrapul-
monary sites most commonly involved by TB are the lymph 
nodes, pleura, genitourinary tract, bones and joints, meninges, 
peritoneum, and pericardium. However, virtually all organ sys-
tems may be affected.2 Extra-pulmonary TB can be classified 
based on the pathogenesis into three groups. The first group 
comprises superficial mucosal foci resulting from the spread of 
infectious pulmonary secretions via the respiratory and gastroin-
testinal tracts. Such lesions were once almost inevitable complica-
tions of extensive cavitary pulmonary disease but are now rare.  

The second group comprises foci established by contiguous 
spread, such as from a subpleural focus into the pleural space. 
The third group comprises foci established by lymphohemato-
genous dissemination, either at the time of primary infection or, 
less commonly, from established chronic pulmonary or ex-
trapulmonary foci.3 Failure of pulmonary tubercular disease 
control resulted in increasing number of extra-pulmonary tu-
berculosis, such as abdominal tuberculosis.1 

Abdominal TB can affect the gastrointestinal tract, the peri-
toneum, lymph nodes of the small bowel mesentery, or the 
solid viscera including the liver, spleen, and pancreas. The 
gastrointestinal tract is involved in 66-75% of patients with 
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abdominal TB. The terminal ileum and the ileo-
cecal region are the most common sites, fol-
lowed by the jejunum and colon.4 
 
Case Presentation 
 
A 33-year-old woman presented with a history of 
4-month intermittent fever and chills. There was a 
history of abdominal discomfort and pain of 3 
weeks duration since a month ago. She also 
complained of weight loss during the last month. 
She had not been exposed to any ill people.  

Physical examination of head and neck, 
heart, lungs, extremities, and nervous system 
were normal. Apart from axillary lymphadenopa-
thy, nothing was remarkable on physical exami-
nation. No hepatosplenomegaly was found. 

In initial evaluation, erythrocyte sedimenta-
tion rate of 72 mm/hr and tuberculin skin test 
with induration exceeding 20 mm were de-
tected. The chest radiograph was normal but 
spiral computed tomography (CT) of thorax 
with and without contrast showed bilateral pe-
ripheral patchy densities of upper lobes with focal 
pleural thickening of the right side (figure 1). 
 

 
Figure 1: Bilateral peripheral patchy densities of upper 
lobes 
 

Bronchoalveolar lavage was done for de-
tection of malignancy. Also the specimen taken 
on the lavage was sent for detection of myco-
bacterium tuberculosis through acid fast bacilli 
staining and PCR technique. The report was 
negative in both studies. Abdominal CT re-
vealed marked thickening of cecal wall and 
terminal ileum with irregular lumen surface. 
Other parts of colon, liver, spleen, kidneys and 
other organs were normal (figure 2). 
Since inflammatory process was detected in 
abdominal evaluation and the patient had a 

 
Figure 2: Marked thickening of cecal wall with irregular 
lumen surface 
 
history of abdominal discomfort, lymphoma 
with abdominal source was suspected. 
Colonoscopic biopsy of cecum demonstrated 
eight soft pale tan tissue fragments measuring 
1.2 × 0.2 × 0.2 cm in gross view whereas mi-
croscopic view of the sections revealed ulcer-
ated colonic mucosa with polymorphous leuko-
cytic infiltration and epithelioid granulomas, 
consistent with tuberculosis. Acid fast staining 
and PCR for mycobacterium tuberculosis were 
positive on the biopsy specimen. There was an 
ulcerovegetan mass in cecum extended to 
terminal ileum (figure 3). 
 

 
Figure 3: Ulcerovegetan mass is seen in cecum extended 
to terminal ileum 
 

Axillary lymph node biopsy showed chronic 
necrotizing granulomatous lymphadenitis, consis-
tent with TB and large areas of granular eosino-
philic necrosis with surrounding epithelioid histio-
cytes and giant cells. Anti-TB drugs isoniazid 
(300 mg daily), rifampin (600 mg daily),  
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ethambutol (800 mg daily), and pyrazinamide 
(1200 mg daily) were administered. After sev-
eral weeks, abdominal pain and discomfort 
gradually decreased and finally disappeared. 
After 6 months, the patient's general condition 
was good and there was no abdominal pain. 
 
Discussion 
 
Gastrointestinal TB, once considered common, 
and then a relatively rare disease is now re-
emerging in association with AIDS and multi-
drug resistant Mycobacterium tuberculosis. 
Intestinal involvement with TB may be either 
primary from ingesting of the organism, or sec-
ondary usually from a pulmonary source.5 

Gastrointestinal TB can affect any part of 
the tract, from the mouth to the anus. The most 
common site is the ileocecal area. This is 
probably caused by several factors; I. A mas-
sive amount of lymphoid tissue, II. Physiologic 
stasis causing increased contact time between 
the bacteria and the intestinal lumen, III. In-
creased rate of fluid and electrolyte absorption, 
and IV. Minimal digestive activity, permitting 
greater contact time.1 

Other commonly involved sites are the co-
lon and the jejunum. Uncommon involvements 
of the esophagus, duodenum and small bowel 
in isolation have also been reported.6 

Clinical manifestations of gastrointestinal 
TB are non-specific. The most common com-
plaint is abdominal pain, occurring in approxi-
mately 80% of cases.1 Patients with primary 
TB may present with abdominal pain, fever, 
and a tender, fixed palpable mass in the ileo-
cecal area. Weight loss is more common in 
secondary intestinal tuberculosis. Only one 
third of the patients with gastrointestinal TB 
may present with diarrhea.5 The exact mecha-
nism for diarrhea is unknown but it may be 
caused by generalized inflammatory response 
of the intestine and the subsequent effect of 
the cytokines, leukotrienes, and prostaglandins 
on fluid and electrolyte transport.1 Hemorrhage 
and the presence of gross blood in the stool 
are distinctly uncommon.5 

Diagnosis of intestinal TB may be difficult 
radiologically and even histologically.5 Radio-
logical and histological manifestations of intes-
tinal TB may resemble other diseases such as 
Crohn’s, lymphoma, or malignancies.1 It must 
also be distinguished from regional enteritis, 
sarcoidosis, actinomycosis, amebiasis, carci-
noma, and periappendiceal abscess.5 In imag-
ing studies, chest radiology is usually normal, 
but evidence of pulmonary TB in chest radiog-
raphy or high resolution CT supports the diag-
nosis. Radiographs of the abdomen are useful 

in patients with intestinal obstruction and perfo-
ration.4 Lymphadenopathy is a common mani-
festation of abdominal TB. Mesenteric, omen-
tal, and peripancreatic lymph nodes are most 
commonly involved. Contrast enhanced CT 
shows peripherally enhancing lymph nodes 
with low density centers explained by a periph-
eral inflammatory reaction and central caseous 
necrosis. This appearance is highly suggestive 
but not pathognomonic of abdominal TB.7 In 
histological study, epithelioid cell granulomata 
that resembles Crohn’s disease makes the 
diagnosis difficult. However, the epithelioid cell 
granulomata with the peripheral rim and 
plasma cells, giant cells and central caseating 
necrosis, fibrosis, and calcification in healing 
lesions can be used as histological criteria for 
making differentiation.4,8 

The first line of treatment for abdominal TB 
is medical treatment.9 More recent reports 
show that 6 months of treatment is adequate 
for abdominal tuberculosis. Diagnosis in the 
early phase results in a good response to 
medical treatment. Patients usually show signs 
of improvements as early as 2 weeks after 
starting the treatment. Even patients with signs 
of incomplete gut obstruction have shown im-
provement and cessation of symptoms with 
medical treatment alone.1 Surgery for abdomi-
nal TB is reserved for patients who develop 
complications, such as obstruction, perforation, 
and stricture formation.1,4 Stomach and duo-
denum are involved in just 0.3-2.3% of patients 
with TB of the gut.10 Abdominal TB is a rare 
manifestation of extrapulmonary TB. In a study 
by Chen and co-workers 21 patients with ab-
dominal TB were identified during a 20-year 
period. Tuberculous peritonitis was noted in 11 
patients. The remaining patients were diagnosed 
as having TB of gastrointestinal tract (n = 6),  
urinary tract (n = 2), and pelvis (n = 2).11 

In another study by Akinkuolie and col-
leagues, the clinical records of 47 patients who 
diagnosed as having abdominal TB between 
January 1986 and December 2005 in Nigeria, 
were reviewed. Common presenting symptoms 
and signs were abdominal pain 76.6%, ascites 
59.6%, weight loss 53.2%, and fever 29.8%. 
Average duration of symptoms before presen-
tation was 3 months. Thirteen percent of the 
patients had earlier been treated for pulmonary 
tuberculosis in the hospital. Mantoux test was 
positive in 33% and ascitic fluid evaluation was 
diagnostic for TB in 29%. Chest radiography 
showed abnormal findings in 25% of the pa-
tients and laboratory evaluation of sputum 
samples showed acid fast bacilli in 14.3%.12 

PCR might be a rapid alternative for identifi-
cation of mycobacterium tuberculosis in culture 
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and allow for earlier setup of susceptibility test-
ing.13 Overall sensitivity and specificity of PCR 
are 100% and 99.7%, respectively. In the study 
by Smith and co workers, the sensitivity and 
specificity of PCR were 93% and 100%, re-
spectively.14 In another study by Webster and 
colleagues the Roche Amplicor Mycobacterium 
tuberculosis PCR test (RMtb-PCR) was com-
pared with mycobacterial culture, with the 
BACTEC 460 (Becton Dickinson, USA) system 
and inoculation on Lowenstein-Jensen media. 
The results were interpreted with an adjusted 
"gold standard" incorporating clinical diagnosis. 
The sensitivity, specificity, and positive and 
negative predictive values of RMtb-PCR com-
pared with the adjusted gold standard for clini-
cal specimens were 79%, 99%, 93%, and 
98%, respectively. This study demonstrates 
the value of a commercial nucleic acid amplifica-
tion kit for rapid diagnosis of Mycobacterium tu-
berculosis, particularly in smear-positive speci-
mens or BACTEC culture-positive specimens.15 
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