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Abstract
The diagnosis of tuberculosis (TB) is challenging to make due to the non-specific signs and symptoms that
patients usually present with. Furthermore, the endoscopic appearance of colonic TB is not specific and can
mimic other more common pathologies such as Crohn’s disease and colonic malignancy. We report the case
of a 66-year-old female who presented for a routine screening colonoscopy and was diagnosed with
disseminated TB after histopathological examination of the discovered polyps.
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Introduction
Tuberculosis (TB) is one of the 10 most common causes of death worldwide and the leading cause of death
from a single infectious agent. A total of 1.4 million people died from TB in 2019 [1]. TB most commonly
affects the lungs, but can also be extra-pulmonary [2]. Mycobacterium tuberculosis can infect the
gastrointestinal (GI) tract, most commonly in the terminal ileum, small intestine, and colon [3-7]. GI TB is
the sixth most common site of extra-pulmonary TB, and before the development of antitubercular drugs,
autopsies showed that GI tract was involved in more than 90% of the cases [5].

Patients usually present with non-specific symptoms such as abdominal pain, abdominal distention, weight
loss, decreased appetite, and may also have diarrhea and vomiting. Signs are non-specific as well, including
malnutrition, ascites, abdominal distention, or a palpable mass [3-9]. On colonoscopy, colonic TB can
present as ulcerative or nodular lesions, strictures, and, less frequently, as colon polyps [4,7,8,10]. Given the
vague presentation and varied endoscopic findings of colonic TB, a high degree of clinical suspicion is
needed to make this diagnosis. We present the case of a 66-year-old female who had colonic polyps on a
screening colonoscopy and was diagnosed with disseminated TB after the histopathological examination of
the polyps.

This case was previously presented as a poster at the American College of Gastroenterology annual scientific
meeting (virtual platform) October 23-28, 2020.

Case Presentation
A 66-year-old female with past medical history significant for hypertension and goiter was referred to the GI
clinic by her primary care physician for a screening colonoscopy. She had no prior colonoscopy. She was
born in the Philippines and moved to the United States 20 years ago. The patient only complained of fatigue
and denied loss of appetite, weight loss, abdominal pain, nausea, vomiting, change in bowel habits, or rectal
bleeding. Her physical examination, including abdominal examination, was unremarkable. She had no family
history of GI malignancy and denied any tobacco, alcohol, or illicit drug use.

On colonoscopy, three sessile polyps between 2 and 4 mm in size were identified in the ascending colon
(Figure 1), in addition to a 5 mm hyperplastic sessile polyp in the cecum. Polyps were resected and biopsies
were sent for evaluation. Histopathological evaluation of the resected polyps from ascending colon revealed
mucosal granulomas with caseating necrosis (Figure 2). Acid-fast bacilli (AFB) and fungal stains were
negative. Upon receiving the pathology report, a chest X-ray was performed and showed a collapsed right
upper lobe associated with a central lung mass concerning for TB versus malignancy. Computed tomography
(CT) scan of the chest was done which showed a 10 cm mass centered in the right upper lobe and
paramediastinal region with cavitation. Moreover, nodular pleural thickening, hilar and right internal
mammary adenopathy, and diffused nodular opacities were identified.
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FIGURE 1: Endoscopic image showing a small sessile polyp in the
ascending colon.

FIGURE 2: Photomicrograph of colonoscopic biopsy specimen showing
granulomas with caseating necrosis.

The patient was referred to the pulmonary clinic for further evaluation of the lung mass. Sputum AFB smear
and culture were done and were positive for M. tuberculosis. The patient underwent CT-guided biopsy of the
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lung mass, and histopathological examination was diagnostic for pulmonary TB. She received antitubercular
treatment with rifampin, isoniazid, ethambutol, and pyrazinamide for nine months, and her fatigue
subsequently resolved. Repeat sputum smear and culture were negative for M. tuberculosis. Given the
resolution of symptoms after treatment, a colonoscopy was not repeated, and a follow-up chest CT showed a
regression of the lung mass size and associated adenopathy.

Discussion
GI TB is not uncommon and remains a significant problem in immunosuppressed individuals and those born
in endemic countries. While the incidence of pulmonary TB is decreasing, the incidence of extra-pulmonary
TB is increasing, which may be due to the improvement in life expectancy, increased predominance of
females in the population, and the decrease of BCG vaccines worldwide [11]. In the last two decades, the
incidence of GI TB, including colonic TB, has been increasing, which may be attributed to the increased
incidence of HIV infections and the rising use of immunosuppressive drugs [5]. One study showed that co-
infection of TB with HIV can be as high as 73% [12]. TB is also a concern in patients receiving biological
agents for conditions like inflammatory bowel disease and rheumatoid arthritis [7,13]. Reported studies
found that 39.5% of GI TB is accompanied by another source of infection where the lung is the most common
site [5].

GI TB most commonly occurs in the terminal ileum, which is attributed to the abundance of lymphoid tissue
and physiological stasis allowing for more contact between the M. tuberculosis bacilli and the mucosa. One
retrospective multi-center study showed that in 104 patients with GI TB, 44.2% had terminal ileum
involvement, 34.6% had small intestine involvement, and 27.8% had colonic TB [5]. Colonic TB
preferentially affects the ileocecal valve, followed by ascending, transverse, descending, and the sigmoid
colon [7]. Our patient had three polyps in the ascending colon which turned out to be TB after
histopathological examination.

Colonic TB presents with non-specific signs and symptoms such as abdominal pain, weight loss, decreased
appetite, fever, nights sweats, diarrhea, and vomiting. The most common physical examination findings are
abdominal distention, palpable mass, ascites, hepatomegaly, palpable lymph nodes, and splenomegaly [3-
8,11]. This enigmatic presentation contributes to the delay in diagnosis and management. Our patient’s only
symptom was fatigue without associated pulmonary or GI symptoms, and her physical examination was
rather unremarkable which made for a difficult diagnosis.

Diagnosis of colonic TB can be done by colonoscopy combined with histopathologic and bacteriologic
examination. Findings on colonoscopy can range from non-specific ulcerations, nodular lesions, strictures,
and, less commonly, polyps [4,7,8,14,15]. These nondescript endoscopic findings make colonic TB easily
mistaken with other colonic pathologies such as Crohn’s disease and malignancy leading to significant
delays in the diagnosis and management as well as unnecessary surgical interventions. The histopathologic
examination usually reveals caseating epithelioid granulomas which are very specific for TB [7,8,14]. One
retrospective study of 50 patients with colonic TB from India reported that granulomas were seen only in
18% of cases, and caseation was not detected in any case. Because of the widespread use of colonoscopy,
colonic TB may be detected earlier, and therefore, the classical features of colonic TB, including caseation,
are not seen [8]. AFB has been reported in 50-100% of GI TB cases, and several studies reported that AFB
could not be detected on histological examination of the biopsy [8]. Although AFB was not detected in the
three sessile polyps of our patient, the histopathologic examination of the specimens along with the sputum
AFB stain and culture were diagnostic for colonic TB.

In general, GI TB is very responsive to medical therapy, hence, early diagnosis and treatment can prevent
unnecessary surgical interventions [15]. Patients diagnosed with GI TB should receive at least six months of
antitubercular therapy, which can be extended to nine or 12 months, although no difference in effectiveness
has been reported [3,6,7,16,17]. Surgical intervention is usually reserved for cases with complicated
intestinal obstruction, perforation, abscess, or fistula formation. Even in cases with stricture formation,
medical treatment results in significant improvement in most cases [16]. Some reported studies suggest a
follow-up colonoscopy in two to three months after completing medical treatment [3]. On the other hand,
given the majority of colonic TB cases that resolve with medical treatment, other studies do not
recommend repeat colonoscopy if the patient is asymptomatic [7,16]. Our patient received the antitubercular
regimen for nine months, with good clinical response, and hence, repeat colonoscopy was not performed.

Conclusions
This case highlights the vague presentation of TB, which can present as a few unimpressive appearing small
polyps in the colon. In an asymptomatic patient, a colonoscopy may rarely play a role in the diagnosis of TB.
The subtle endoscopic findings of small and benign appearing sessile polyps in the colon require a high level
of suspicion to obtain biopsies for histopathologic investigation. The pathologic findings on colonoscopy
triggered a workup that surprisingly found pulmonary TB with colon involvement in this patient with no
clinical symptoms of TB except fatigue. When performing a routine colonoscopy in asymptomatic screening
patients, it is important to be aware of the subtle endoscopic findings that may diagnose GI TB and lead to
the discovery of disseminated TB.
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