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Case report 

Colonic tuberculosis masquerading as ascending colon carcinoma in a 
patient of FIGO Stage IIB cervical carcinoma following 
chemo-radiotherapy: A case report 
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A B S T R A C T   

Introduction and importance: Colonic tuberculosis may masquerade colonic carcinoma. Also, intestinal tubercu-
losis may mimic colonic carcinoma, Crohn's disease, ulcerative colitis, etc. 
Case presentation: A 40 years female was diagnosed with cervical carcinoma FIGO Stage IIB underwent chemo- 
radiotherapy. She was symptom-free for a few months and then she developed right-sided abdominal pain 
and abdominal fullness for 4 months. She underwent a colonoscopy that showed ulcerative growth and friable 
tissue in hepatic flexure of colon and histopathology and immunohistochemistry findings suggested non-Hodg-
kin's lymphoma or poorly differentiated carcinoma. Then right standard hemicolectomy was performed and 
histopathology showed tuberculosis. The patient received medications for tuberculosis and the patient improved. 
Clinical findings and investigations: Preoperatively suspected colonic carcinoma in developing countries (where the 
prevalence of tuberculosis is high) may sometimes come out as colonic tuberculosis in histopathology. The bi-
opsy sample taken from colonoscopy was examined by histopathology, which showed nonspecific results, and the 
case was mistakenly thought of as colonic carcinoma preoperatively. 
Interventions and outcomes: The case underwent right standard hemicolectomy and to the surprise, the excised 
specimen came out as tuberculosis. The patient received anti-tubercular drugs and the patient is symptomatically 
better. 
Relevance and impact: Colonic tuberculosis can mimic colonic carcinoma. Histopathology will confirm colonic 
tuberculosis and response to anti-tuberculosis drugs will verify the diagnosis. Though a patient undergoing 
chemotherapy may develop lymphoma, colonoscopic biopsy may not be conclusive. In any symptomatic patient 
with colonic stricture, surgery is the treatment of choice.   

1. Introduction 

Intestinal tuberculosis is common among the extra-pulmonary 
spectrum of tuberculosis seen in developing countries. Generally, in-
testinal tuberculosis mainly invades the ileocecal area and presents as a 
transverse ulcer. Isolated colonic tuberculosis is not common among 
intestinal tuberculosis. Apart from this, because of nonspecific symp-
toms, it is difficult to discriminate from other intestinal diseases like 
Crohn's disease, ulcerative colitis, colon cancer. Intestinal tuberculosis 
should be diagnosed based on overall considerations, including clinical 
manifestations, colonoscopy findings, and biopsy. The recent de-
velopments in colonoscopy, biopsies and acid-fast bacilli (AFB) smears 
can enable an early diagnosis [1]. There are reported cases of intestinal 

tuberculosis mimicking colon cancer and Crohn's disease. Here we 
report a case of a female of FIGO Stage IIB cervical carcinoma [2] 
following chemo-radiotherapy whose colonoscopy findings were sug-
gestive of poorly differentiated carcinoma or non-Hodgkin's lymphoma 
and underwent right standard hemicolectomy. But to the surprise, the 
histopathology showed colonic tuberculosis and the patient is improving 
after anti-tuberculosis drugs. This case report is reported according to 
SCARE criteria [3]. 

2. Presentation of the case 

A 40 years female was diagnosed with cervical carcinoma FIGO Stage 
IIB whose MRI findings showed an eccentric lesion of 1 * 1.3 * 1.7 cm in 
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the posterior and right lateral cervix with extension into right para-
metrium with obliteration of posterior fornix. She underwent 3 cycles of 
chemotherapy with cisplatin (1 cycle per week) and 3 cycles of External 
Beam Radiotherapy (EBRT) for 25 days (6 sessions per week) followed 
by 3 cycles 8 Gray (Gy) to the high-risk clinical target volume (HRCTV) 
brachytherapy (1 cycle per week) [4]. 

Following chemo-radiotherapy, cytopathology from the vaginal 
vault showed superficial and intermediate squamous epithelial cells 
along with few parabasal cells and radiation-associated changes. 

She was doing well and symptom-free for one and half months after 
cessation of the therapies for cervical carcinoma. Then, she insidiously 
started to have right lower abdominal pain and abdominal fullness. 
According to her, the symptoms were mild and bearable. Besides her 
economic condition was also unfavorable. So she herself decided not to 
seek any medical attention. 

But when the severity of symptoms increased, she finally presented 
to our OPD with a history of right-sided abdominal pain and abdominal 
fullness for 4 months. She had constipation. And she also had few epi-
sodes of postprandial vomiting and a few episodes of malena. Apart from 
these symptoms, she also had back pain, dry cough in the evening and 
easy fatigability. Clinical examination reveals no pallor, no palpable 
mass and no lymphadenopathy. She had no allergy history. She did not 
have family history of gastrointestinal and gynecological malignancy. 
She is non-smoker, non-alcoholic and consumes non-vegetarian diet. 

Her total count was 5500/ml and her hemoglobin of 13.9 g/dl. The 
liver function test and renal function tests were within the normal range. 
Chest x-ray was normal. Colonoscopy suggested procto-sigmoiditis 
(likely due to radiation) as well as ulcerative growth and friable tissue 
in the hepatic flexure of the colon (Figs. 1 and 2). A biopsy sample was 
taken during Colonoscopy. The histopathology showed multiple frag-
ments of colonic mucosal tissue having dispersed atypical cells in the 
lamina propria. These calls had scant cytoplasm and nuclei were round 
to oval, had coarse nuclear chromatin, prominent nucleoli and mitosis 
were seen. This histopathology suggested the differential diagnosis of 
non-Hodgkin lymphoma and poorly differentiated carcinoma. And 
further immunohistochemistry was done from the sample which showed 
CK was negative and LCA (CD45) was positive (can be positive in both 
neoplastic and non-neoplastic lymphoid cells) and these findings did not 
confirm non-Hodgkin lymphoma. 

Her CECT showed asymmetrical circumferential thickening spanning 
a length of 8 mm is noted in hepatic flexure of colon. There was het-
erogeneous enhancement in the post contrast images with maximum 
thickness of 12 mm. Shouldering was noted in the proximal aspect of the 
thickening. In addition, approx. 7 * 5 mm sized hypo dense subtle rim 
enhancement lesion was noted in segment II of liver. CECT findings were 
preoperatively suggestive of carcinoma of hepatic flexure of colon with 
hepatic metastasis (Fig. 3). 

CEA was 1.4 ng/ml, CA-125 was 13.1 U/ml and CA-19.9 U/ml was 

21.2. 
Based on these findings, a provisional diagnosis of carcinoma hepatic 

flexure of colon with liver metastasis was made. The patient underwent 
right standard hemicolectomy with side-to-side anastomosis. The sus-
picious liver metastasis was also addressed with metastasectomy. 
Intraoperative findings showed a firm circular mass in the distal 
ascending colon measuring 2 cm * 2 cm (Fig. 4). 

The histopathological report revealed necrotizing granulomatous 
colitis suggestive of tuberculosis, with no evidence of malignancy 
(Figs. 5 and 6). Even the lymph nodes showed granulomas and Lang-
erhans giant cells (Fig. 7). 

Then, anti-tuberculous therapy as per national tuberculosis guide-
lines was initiated with daily doses of isoniazid 300 mg, rifampicin 600 
mg, pyrazinamide 1500 mg, and ethambutol 900 mg for 2 months fol-
lowed by isoniazid and rifampicin for 4 months. The patient is recov-
ering well and she is on regular follow-up. 

3. Discussion 

Tuberculosis is common in the developing world. Among extra in-
testinal manifestations, intestinal TB is common. Ileocecal TB is the 
common variety and isolated colonic tuberculosis is rare [5]. The in-
testinal TB is increasing with the rise in numbers of high-risk patients 
such as HIV-infected individuals, patients with chronic renal disease, 
and immunosuppressed patients on immunosuppressive or prolonged 
steroid therapy. Most reported colonic TB cases in non- 
immunosuppressed individuals come from South Asian belt where 
prevalence of pulmonary TB is also more [6,7]. The most common 
presentation is abdominal pain and abdominal mass (90% and 58% of 
patients, respectively) [8]. They also have nonspecific symptoms like 
weight loss and loss of appetite. Colonic tuberculosis may have altered 
bowel habits and malena. 

Since clinical presentation of colonic malignancy, colonic TB, 
Crohn's disease and ulcerative colitis may be similar, preoperative 
diagnosis can be difficult [9,10]. Some authors recommend a trial of 
anti-tuberculous chemotherapy in patients with high clinical suspicion 
of TB even in the absence of the classic features of TB, after ruling out 
other causes like cancer and Crohn's disease by histopathological ex-
amination [11]. 

TB and colon cancer may also coexist and there are some reported 
cases of coexistence of these two [11]. This coexistence may be of high 
frequency necessitating the need for epidemiological and histopatho-
logical investigations into the aetiological relationship between the two 
diseases [12]. 

Colonoscopy and biopsy, histopathology and bacteriological study of 
biopsy specimens can diagnose intestinal TB in 60% of patients without 
the need for resectional surgery [6]. Fig. 1. Procto-sigmoiditis (likely due to radiation) as well as ulcerative growth 

and friable tissue in the hepatic flexure of the colon. 

Fig. 2. Friable tissue in the hepatic flexure of the colon.  
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However, the colonoscopic features are quite variable. Typical co-
lonoscopy shows circumferential ulceration or a single ulcer with an 
elevated or nodular margin surrounded by hyperemic mucosa [5]. Co-
lonoscopy may also show nodules, deformed segment of the colon/ 

Fig. 3. Asymmetrical circumferential thickening at the hepatic flexure of colon (white arrow) and shouldering in the proximal aspect of the thickening.  

Fig. 4. Resected specimen of the colon and terminal ileum with appendix, 
showing the stricturing lesion near the hepatic flexture (black arrow). 

Fig. 5. Sections of ascending colon show multiple epitheloid cell submucosal 
granulomas, caseous necrosis and multinucleated Langerhans giant cells (white 
arrow). Underlying lamina propria shows moderate chronic lymphoplasmacytic 
infiltration (black arrow). 

Fig. 6. Central caseous necrosis and few Langerhans giant cells (white arrow) 
which is surrounded by collar of lymphocytes. 

Fig. 7. Langerhans giant cells (white arrow) over lymph nodes.  
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cecum, polypoid lesions or pseudo-polyps, strictures, and less 
commonly, fibrous bands forming mucosal bridges [5]. Histopathology 
reveals well-formed granuloma which may have caseation or may have 
confluence of granulomas. Some may have acid-fast bacilli [13]. 

Tuberculous lesions may mimic carcinoma in 20% of cases and acid- 
fast bacilli (AFB) may not be isolated at all [8]. Polymerase chain re-
action (PCR) analysis of a colonic biopsy may reveal AFB of the myco-
bacterium tuberculosis. PCR is also valuable in the differentiation 
between intestinal TB and Crohn's disease [14]. 

Contrast-enhanced CT (CECT) has a major role to suggest the diag-
nosis of abdominal tuberculosis. Peritoneal TB is most common and 
presents with ascites. Lymphadenopathy is most commonly presented as 
necrotic nodes at mesenteric, peripancreatic, periportal, and upper 
paraaortic regions. Commonest site of bowel involvement is ileocecal 
region, with the commonest pattern of involvement being circumfer-
ential bowel wall thickening without bowel stratification with mild 
luminal narrowing [15]. Other features are cecal amputation, ileocecal 
thickening and inflammation, shortening of the ascending colon, gaping 
of the ileocecal valve, mesenteric adenopathy, a misty mesentery, 
diffuse omental infiltration, loculated high-density ascites, an enhancing 
peritoneum with or without an omental line, nodularity of the surface of 
the mesenteric leaves, and transperitoneal permeation [16]. Other 
commonly observed radiological findings include strictures, colitis and 
less frequently polypoid lesions [16]. Complications like perforations 
and fistulae may also be seen [15]. 

In our case, the preoperative scenario of the carcinoma cervix misled 
us and we approached towards evaluation of carcinoma. Colonoscopy 
findings were more indicating towards carcinoma. Postoperative histo-
pathology was a surprise, which came out tuberculosis. And the patient 
responded well to anti-tuberculosis drugs. 

Our colonoscopic biopsy sample suggested the differential diagnosis 
of non-Hodgkin lymphoma and poorly differentiated carcinoma. As 
immunohistochemistry was done from that sample showed CK was 
negative and LCA (CD45) was positive (can be positive in both 
neoplastic and non-neoplastic lymphoid cells) [17] and these findings 
could be of non-Hodgkin lymphoma. Since the chemotherapeutic agents 
can cause lymphoma [18], we thought our case could be of lymphoma 
too. There were some reported cases of atypical presentation of lym-
phoma too [19]. to our surprise, even the immunohistochemistry came 
out inconclusive. 

Here, intraoperative findings showed colonic stricture and symp-
tomatic colonic stricture mandates resection [20]. 

Apart from tuberculosis, sometimes carcinoma may masquerade 
Crohn's disease too [21]. A clinician should always keep these scenarios 
in mind. 

4. Conclusion 

Though colonic tuberculosis is rare, it can mimic colonic carcinoma. 
Though a patient undergoing chemotherapy may develop lymphoma, 
colonoscopic biopsy may not be conclusive. In any symptomatic patient 
with colonic stricture, surgery is the treatment of choice. 
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