
Case Report
Abdominopelvic Mass Revealing Tuberculosis in a Young Woman
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Tuberculosis is an infectious disease caused by Mycobacterium tuberculosis and remains a health problem, especially in developing
countries. Abdominal location represents 5 to 10% of all locations. The clinical symptoms are not very specific, and the discovery of
an abdominal mass in a context of deterioration of general state may wrongly lead to the diagnosis of a tumor. Radiological
explorations remain sensitive in the detection of abdominal masses but they cannot prejudge their etiology. Surgical exploration
is sometimes the only recourse either for diagnostic purposes or complications, and the diagnosis can only be confirmed by
bacteriological and histological examinations of the surgical specimen. We report the case of abdominopelvic mass and lymph
nodes revealing tuberculosis.

1. Introduction

Tuberculosis is a curable infectious disease but remains a
health problem in developing countries. Its abdominal local-
ization represents 5 to 10% of all locations [1].

Symptoms of abdominal pseudotumors are not specific,
and diagnosis can often be missed and mimic malignancy.
Tuberculosis must be evoked particularly in an environment
with high endemicity.

Our observation concerns a case of pseudotumoral
lymph node tuberculosis in a young woman confirmed by
polymerase chain reaction (PCR) for detection of Mycobac-
terium tuberculosis and histological examination of the sur-
gical specimen.

2. Case Report

An 18-year-old female patient with no notable pathological
history, consulted for chronic pain in the right iliac fossa
evolving in a context of anorexia and weight loss of 10 kg in
4 months. On general examination, the patient was apyretic,

conscious, and hemodynamically stable, and her conjunctiva
was normally colored. The physical examination revealed a
subumbilical mass mobile in both superficial and deep
planes, undefined borders, and extending into the right iliac
fossa; no hepatomegaly, splenomegaly, or lymphadenopathy
was detected. Other systemic examinations were unremark-
able. Her blood investigations were normal; her chest X-ray
was also normal. The abdominal CT scan (Figure 1) showed
two contiguous, well-limited, rounded formations with thick
fluid content and thin, regular walls, they measured, respec-
tively, 20mm at the level of the right iliac fossa and 72mm
at the abdominopelvic level, under the umbilicus. The pelvic
magnetic resonance imaging (Figure 2) showed a median
intraperitoneal pelvic mass hyposignal on T1 and hyper-
signal on T2 and regular parietal enhancement after injection
with mural nodules, it measured 77 × 81 × 80mm; this mass
was supravesical, coming into contact with the ileal intes-
tines, the sigmoid, and the uterus behind it, keeping a separa-
tion line.

Laparotomy exploration showed a mesenteric mass close
to the ileocaecal region, solid hyper vascularized with some
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ileocaecal lymph nodes (Figure 3); the appendix and the ova-
ries appeared normal; a monobloc resection of the mass with
the satellite lymph nodes was performed without intestinal
resection (Figure 4). The postoperative course was simple,
and she was discharged home after 4 days in good general
condition.

Microscopic pathologic examination was in favor of a
necrotizing granulomatous lymphadenitis which was highly
indicative of tuberculosis (Figures 5 and 6). Polymerase chain
reaction (PCR) test of the specimen was positive for Myco-
bacterium tuberculosis.

Quadruple therapy for tuberculosis with isoniazid, rifam-
picin, pyrazinamide, and ethambutol was prescribed for a
two-month initial phase of treatment followed by a four-
month continuation phase of isoniazid and rifampicin. In
patient’s follow-up, general condition was good and no prob-
lem was reported.

3. Discussion

Extrapulmonary tuberculosis represents an increasing per-
centage of all forms of tuberculosis, reaching 20-40%
depending on the series [2], its abdominal location accounts
for 5-10% of all locations, and abdominopelvic tuberculosis is
the sixth most common form [1].

Tuberculosis lymph node involvement is rare in its pri-
mary abdominal localization, its encysted form remains an
atypical presentation, and diagnosis can often be missed
and mimic malignancy [3].

The diagnosis of this disease is difficult, and the symptom-
atology is very varied and not specific andmay wrongly lead to
tumoral pathology. The clinical features are dominated by the
alteration of the general state (80%), abdominal pain (60%)

Figure 1: Abdominal computed tomography scan showing
abdominopelvic mass.

Figure 2: Magnetic resonance imaging showing abdominopelvic
mass.

Figure 3: Intraoperative view of an abdominopelvic mass with
satellite nodes.

Figure 4: Operative specimen showing abdominopelvic mass.
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and transit disorders (40%); the discovery of a palpable mass
(20 to 25%) and more rarely a complication (occlusion, haem-
orrhage or perforation) may be revealing [4].

Chest X-ray shows suggestive images in case of associated
pulmonary involvement [5].

On imaging studies, the diagnosis of pseudotumor tuber-
culosis is very difficult. The CT appearance of agglutinated
bowel, parietal and surrounding organ infiltration, mesen-
teric adenopathy, and even peritoneal nodules is always sug-
gestive of cancer in the first instance [6].

Abdominal CT is indeed sensitive in detecting abdominal
masses but cannot prejudge their etiology.

The contribution of magnetic resonance imaging in this
abdominal localization is nonspecific, this examination
shows lesions in hyposignal T1 with a variable T2 signal dur-
ing lymph node and visceral localizations [7]. These nonspe-
cific radiological aspects can be seen in other pathologies; in
the lymph node form, the diagnosis is made with lymphoma,
lymph node metastases, or Whipple’s disease. Digestive pari-
etal involvement with agglutination of bowel may suggest a
lymphoma, a carcinoid tumor, or even a carcinoma. In the

solid organs, in particular the liver, the main differential diag-
noses are represented by hepatocarcinoma in its hypodense
form, lymphoma, hydatid cyst, and sarcoidosis [8].

Our patient presented a chronic abdominal pain in a
context of deteriorating general condition, and the comple-
mentary examinations evoked in the first place an abdomi-
nopelvic cystic mass.

Surgery is sometimes the only recourse, either for diag-
nostic purposes or complications such as stenosis, occlusion,
a compressive mass, perforation, or fistula. The surgical pro-
cedure depends on the operative finding and must remain as
conservative as possible [9].

Surgical exploration will not determine the tubercular
origin of these pseudotumoral forms, and diagnosis will only
be made after bacteriological and histological examinations
of the surgical specimen, as in the case of our patient [10].

Histopathological diagnosis of tuberculosis is usually
observed in the presence of granulomatous inflammation
and caseous necrosis. Molecular techniques such as PCR
have high sensitivity and specificity for diagnosing tuberculo-
sis [11].

Antituberculosis treatment should be initiated after bacte-
riological and anatomopathological confirmation on the surgi-
cal specimen for a period of six months: four drugs
(isoniazide/rifampicin/pyrazinamide/ethambutol) for two
months followed by two drugs (isoniazide/rifampicin) for four
months, even for patients who are a priori cleared by surgical
resection [12].

4. Conclusion

Abdominal pseudotumoral tuberculosis remains rare even in
endemic areas, and its diagnosis is difficult because it can be
confused on imaging with a tumor pathology, which often
justifies recourse to surgical exploration, and the diagnosis
is confirmed after bacteriological and histological examina-
tions of the surgical specimen.
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