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Abstract
Gastrointestinal tract is commonly affected by tuberculosis; however isolated tuberculous
involvement of the rectum is rare. We report a relatively uncommon case of isolated rectal
tuberculosis in a 31 year old female, who presented with rectal bleeding and painful defaecation.
It clinically and radiologically mimicked malignancy but biopsy showed tuberculosis. Patient
was started on AntiKoch’s treatment (AKT) and patient responded well. A brief discussion of
the case and review of literature is presented.

Introduction

T

uberculosis (TB) of gastrointestinal tract
(GIT) may be primary or secondary to a
primary focus elsewhere. Primary intestinal
tuberculosis is usually because of bovine
tubercle bacilli through milk. Decreased
incidence of primary tuberculosis has been
seen due to pasteurization of milk. 1 Rectal
TB can present with annular stricture or with
ulceration of mucosa with fibrosis. Its
radiological and endoscopic appearances may
be extremely similar to malignant rectal
lesion and only biopsy can clinch the
diagnosis. So histopathology is the key for
the diagnosis of rectal tuberculosis.2 W e
present a case of rectal tuberculosis which
simulated malignancy and responded well to
antituberculous treatment.
Case Report
A 31 year old female presented with bleeding per
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rectum and altered bowel habits since 3 months. Per
rectal bleeding during defaecation was associated with
pain. There was no history of tenesmus. Patient was
not having history of Koch’s or Koch’s contact in the
past. Clinically she was having pallor. Per abdomen
examination was unremarkable. On per rectal
examination there was hard annular growth about 5
cm from anal verge which was bleeding on touch.
Her biopsy was taken and clinical impression of rectal
malignancy was formed. Ultrasonography of pelvis
and abdomen was normal. Barium enema showed an
annular lesion in rectum suggestive of growth in
rectum (Fig.1). Computed tomography showed a
longitudinal growth 8 cm in length and about 5 cm
from anal verge having irregular margins suggestive
of malignancy with widening of presacral space (Figs.
2, 3). Per rectal biopsy was suggestive of tuberculous
proctitis. Erythrocyte sedimentation rate of the patient
was 81 mm at the end of 1 hr and Mantoux test was
strongly positive. Patient's TB polymerase chain
reaction (PCR) of the tissue was also highly suggestive
of tuberculosis. The patient was started on four drug
Anti-Koch’s Treatment (AKT) of Cap. Rifampicin(R)
450 mg, Tab. Isoniazid (H) 300 mg, Tab. Ethambutol
(E) 800 mg, Tab. Pyrizanamide (Z) 1500 mg for three
months and two drugs HR for six months. Patient
responded well to AKT and after nine months of
follow-up she is completely asymptomatic and her
rectal growth has also receded in size.

Discussion
Tuberculosis of GIT can involve any portion
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Fig. 3 : CT scan showing circumferential (annular)
thickening of rectum.
Fig. 1 : Barium enema showing growth in the rectum
with narrowing.

Fig. 2 : CT scan showing growth in the rectum with
widened presacral space.

of bowel extending from oesophagus to anus
however; involvement of bowel distal to
ileocaecal junction is infrequently seen.1
Anorectal tuberculosis may present in six
forms as; i) fistula in ano, which is the
commonest manifestation; ii) ulcer with
undermined edge which is the next frequent
form; iii) stricture which is short annular and
firm with nodular surface which needs to be
differentiated from malignancy, iv) multiple
small mucosal ulcer as a part of miliary
disease, v) lupoid form presenting as a sub
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mucosal nodule with mucosal ulceration,
vi) verrucous form with smooth warty
excrescences.3 Bockus et al have reported 70%
of cases of primary infection with tuberculosis
to have hyperplastic or hypertrophic forms
while secondary lesions to be of ulcerative
types in GIT. 4
Colorectal tuberculosis is common in
developing countries; however, its diagnosis
is difficult. Abdominal pain, fever, anorexia,
weight loss, and change in bowel habit are
seen in more than 50% of the patients.5 Since
tuberculosis causes obliterative endarteritis,
massive bleeding per rectum associated with
colonic TB is rare. However, massive
haematochezia is associated with rectal TB
resulting from mucosal trauma caused by the
scybalous stool traversing the stricturous
segment.6 Our patient too, presented with
per rectal bleeding and pain during defaecation
but without tenesmus. Patient had hard
annular growth about 5 cm from anal verge
and was bleeding on touch.
In absence of pulmonary tuberculosis,
diagnosis of rectal tuberculosis is very difficult
as it mimics Crohn’s disease or malignancy. 7
Usually after clinical suspicion all patients
are subjected to barium enema or CT scan
which most of the times mimics malignancy
on appearance. Puri et al recommended
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tuberculosis as a possible aetiology in isolated
rectal strictures and advised exclusion of
malignancy on two separate biopsies.2
Granulomas are demonstrated in 27% of
biopsies and cultures are positive in 36% of
cases. 3 In view of the negative cultures and
stains for mycobacterium tuberculosis, a
polymerase chain reaction is recommended.2
Perirectal and perianal fibrosis will cause
stricture and show widened presacral space
on CT scan.6 Histopathology is the important
investigation from the point of diagnosis in
tuberculosis of rectum. 8
Provisional diagnosis of carcinoma rectum
was considered in our patient in view of the
barium enema findings of circumferential
rectal narrowing, and on computed tomogram
widened presacral space and mucosal
irregularity with longitudinal stricture.
However, proctoscopic biopsy revealed
granulomatous lesion with caseation which
is characteristic of tuberculosis. Even TB
PCR was highly suggestive of Koch’s.
Antitubercular drugs have changed the
dismal outlook for patients with secondary
tuberculous enteritis. Chemotherapy also has
made surgery safe and often curative. Many
reports
however
suggest
that
the
hypertrophic
form
of
gastrointestinal
tuberculosis do not respond to drug therapy.1,5
Surgical treatment may be required if: a)
Stenosis persists after 3 to 6 months of
antitubercular treatment. b) It is difficult to
differentiate from malignancy. c) Malignancy
and tuberculosis coexist. 5
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Our patient responded well to AKT. Hence
surgery was not required. This is an unusual
case of hyperplastic form of rectal TB
responding well to AKT. Hence, we can treat
a patient of rectal tuberculosis by
chemotherapy rather than subjecting the
patient to abdominoperineal resection by
misdiagnosing the case as malignancy.
However, further studies are requested to
support this fact.
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