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ABSTRACT

Published Online: January 13, 2026

Intestinal tuberculosis is characterized by marked clinical and endoscopic
polymorphism. In its pseudotumoral form, it may closely mimic ileocecal Crohn’s
disease or colonic malignancy. Establishing the diagnosis remains a major challenge for
clinicians, particularly when immunosuppressive therapy is being considered or when
surgical intervention is planned.

We report the case of a 50-year-old Moroccan female initially diagnosed with probable
degenerated crohn's disease and referred for surgical intervention. The diagnosis was
subsequently corrected to intestinal tuberculosis.

Differentiating from Crohn’s disease is crucial, as
immunosuppressive therapy may be beneficial in inflammatory bowel disease but

potentially fatal in cases of misdiagnosed intestinal tuberculosis.
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INTRODUCTION

Intestinal tuberculosis is the sixth most common form of
extrapulmonary tuberculosis [1]. It is characterised by clinical
and endoscopic polymorphism, mimicking ileocecal Crohn's
disease and colonic tumours in its pseudotumour form. Its
diagnosis remains a real challenge for practitioners, but
molecular biology could contribute to establishing the
diagnosis and sparing patients from mutilating surgery and
immunosuppressive treatments that can be lifethreatening.

In this article, we report the case of a patient initially referred
for surgical treatment of complicated Crohn's disease, in
whom the final diagnosis of intestinal tuberculosis was made.

OBSERVATION

The patient was a 50-year-old Moroccan woman with no
comorbidities who had never been treated for tuberculosis
and had not been exposed to tuberculosis recently. The
diagnosis of Crohn's disease with probable degeneration was
initially made in private practice, based on clinical findings
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of right-sided pain associated with chronic watery diarrhoea
without rectal syndrome or subocclusive attacks, which had
been progressing for two months in the context of general
malaise and fever.

Laboratory tests revealed hypochromic microcytic anaemia at
11.7 g/dl, lymphopenia at 918, and elevated C-reactive
protein at 244 mg/l without biological malabsorption
syndrome or impact on the internal environment. Stool
culture and parasitological examinations were negative.

The patient underwent an abdominal and pelvic CT scan,
which revealed inflammatory gastric thickening, a 6 cm
polypoid formation in the cecal fundus, and deep
interaorticocaval and left latoaortic celiac mesenteric
lymphadenopathy measuring 1 to 2 cm (Figure 2). An initial
colonoscopy was performed in a private clinic, revealing a
circumferential ulcerative process in the caecal fundus,
encompassing the impassable ileocecal valve.

The histological study was consistent with subacute, chronic,
progressive colic inflammation with the presence of
epithelioid follicles and no evidence of tuberculoid
granuloma or malignancy; the appearance is consistent with
chronic inflammatory bowel disease such as Crohn's disease.
The slides were re-examined in another pathology laboratory,
which also concluded that the findings were consistent with
Crohn's disease.
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The patient was referred to us for further treatment. On
admission, the clinical examination revealed a febrile patient
with a temperature of 38°C and an altered mental state with a
PS of 2. There was marked abdominal tenderness in the right
iliac fossa. Examination of the lymph node areas was normal.
The biological assessment was supplemented by HIV
serology due to lymphopenia, which came back positive.
Procalcitonin was elevated at 3.5 ng/ml and there was slight
ASAT cytolysis at 79 [U/l. Tumour markers (CA19-9, ACE)
were normal.

A colonoscopy was repeated, revealing an ulcerative mass in

intestinal tuberculosis (Figure 2), with detection of the Koch's
bacillus bacterial genome by PCR on histological samples.
Fibroscopy revealed oesophageal candidiasis and antrofundic
erythematous gastritis.

The tuberculosis test using GenXpert in sputum samples was
positive.

The patient was transferred to the infectious diseases
department for comprehensive care, with the initiation of
antibacillary treatment in accordance with the 2RHZE/4RH
ministerial protocol. The outcome was unfavourable, marked
by the patient's death in the context of sepsis.

Figure 2: Ulcerated, polypoid mass extending from the cecal area to the ileocecal valve, suggestive of intestinal tuberculosis

DISCUSSION

Abdominal tuberculosis accounts for 5% of all tuberculosis
cases (1), and colonic involvement is observed in 2 to 3% of
patients (2).

The ileocecal region is commonly affected due to the high
concentration of lymphoid aggregates in this area and
possibly also due to prolonged contact between the bacilli and
the mucosa (3).

The differential diagnosis of intestinal tuberculosis in its
pseudotumour form is mainly with colonic cancer, but also
with Crohn's disease in its ileocecal location and, more rarely,
with amoeboma (4, 2, 5).

The symptoms and signs of intestinal tuberculosis are non-
specific and can closely resemble those of Crohn's disease. A

high degree of suspicion is necessary, otherwise the diagnosis
may be missed or delayed, and the initiation of
immunosuppressive therapy, which would normally be used
in the management of Crohn's disease, would lead to
increased morbidity and mortality in patients with intestinal
tuberculosis.

Most patients with intestinal tuberculosis generally
experience symptoms ranging from one month to one year
(3). Pain is the most common symptom, observed in
approximately 85% of patients, weight loss in 66%, fever in
35-50%, and diarrhoea in only 20% of patients (5). On
physical examination, abdominal tenderness is found in most
patients and an abdominal mass, usually in the right iliac
fossa, in 25 to 50% of patients.
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Colonoscopy with biopsies is the test of choice for diagnosing
intestinal tuberculosis (6, 7). The endoscopic features of
tuberculosis and Crohn's disease are very similar, as the
inflammatory response of the mucosa is the same in both
disecase processes. It can present in different ways:
circumferential infiltration, sometimes ulcerated, and
nodularity, along with deformation of the caecum and
ileocecal valve, strictures, the presence of multiple fibrous
bands, and polypoid lesions (6).

Colonic lesions vary in type: ulcerative, stenotic,
hypertrophic or diffuse (1). Certain endoscopic features may
point to a tuberculous origin of the lesions: transverse
ulcerations with regular contours surrounded by erythema
and friable pink nodules; short strictures not exceeding 30
mm; and pseudotumoral masses, as in our case (3).

As mentioned above, one of the major advantages of
endoscopic examination is the ability to perform biopsies,
which should be taken from the margins of the ulcers.
Biopsies should always be sent for culture and should also be
sent for BK PCR.

Histological examination of biopsies may be negative due to
the submucosal location of the caseating granuloma (8). They
were not contributory in our observation.

The presence of giant cell epithelioid granulomas with
caseous necrosis is suggestive (1). This caseous necrosis rules
out the possibility of Crohn's disease. Granulomas are more
frequently identified when biopsies are taken from the
margins of ulcers than from nodular lesions (9). Nevertheless,
granulomas with or without caseation are observed in less
than 50% of cases of intestinal tuberculosis, and the
diagnostic challenges are all the more complex as Crohn's
disease can also present with non-caseating granulomas (10)
PCR testing has shown up to 95% specificity and 82.6%
accuracy for the diagnosis of intestinal tuberculosis (3). Some
studies have found no variation in the performance of PCR
testing, regardless of whether histology shows granulomas
and whether the granulomas show caseation. One of the
advantages of using the PCR test is the speed with which the
diagnosis can be made. In one study, a definitive diagnosis of
tuberculosis was made using PCR within 24 hours.
Radiographic data are useful but non-specific. Abdominal
computed tomography has a sensitivity of approximately
67% (11). It is an essential tool because it can show the
location of the disease, the extent of the inflammatory process
and the involvement of the intestine, mesentery, peritoneum,
lymph nodes, solid organs and retroperitoneal disease. In one
study, asymmetric thickening of the colonic wall and enlarged
necrotic lymph nodes were strongly suggestive of intestinal
tuberculosis (3).

Medical treatment is often effective, and rapid resolution of
symptoms within 1 to 2 weeks is typical. Surgical treatment
is not standardised. It is mainly indicated for diagnostic
purposes or in complicated forms (massive haemorrhage,
perforation, obstruction, fistula, abscess).(12)

CONCLUSION

The case presented highlights the importance of considering
intestinal tuberculosis despite negative diagnostic tests,
especially in an endemic country such as ours.

It is crucial to distinguish intestinal tuberculosis from Crohn's
disease, as immunosuppressive treatment can be beneficial in
inflammatory bowel diseases but potentially fatal if intestinal
tuberculosis is misdiagnosed.Additionally, the psychological
impact of an initial cancer diagnosis on patients and their
families should not be underestimated.
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