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Abstract: Intestinal tuberculosis in its rare pseudotumoral form can mimic cancer or Crohn’s disease, creating a diagnostic
challenge that delays appropriate management. Histology is often nonspecific, and polymerase chain reaction constitutes an
essential diagnostic tool.

The inappropriate initiation of immunosuppressive therapy may worsen the condition. Malabsorption of
antituberculosis drugs should be considered in cases of therapeutic failure.

We report the case of a 46-year-old man initially treated for Crohn's disease due to chronic abdominal pain, diarrhea,
and ileocecal lesions. Abdominopelvic computed tomography scan showed thickening of the ileal loops, with the first
colonoscopy revealing ileocecal ulcerations. Biopsies were suggestive of non-necrotizing granulomatous colitis. The patient
received corticosteroids and immunosuppressive therapy without improvement.

The persistence of symptoms led to a second colonoscopy, whose biopsies revealed a positive polymerase chain reaction
for Mycobacterium tuberculosis, justifying the initiation of antituberculosis treatment.

After two months of antituberculosis treatment without improvement, a new colonic evaluation revealed an ulcerated,
budding, friable, and bleeding cecal mass, with another positive polymerase chain reaction for Mycobacterium tuberculosis,
confirmed during subsequent endoscopic examinations. In the absence of resistance to antituberculosis drugs, therapeutic
adjustment was undertaken, suspecting impaired drug absorption.

This case highlights the importance of considering intestinal tuberculosis in the differential diagnosis of ileocecal
masses. A multidisciplinary approach integrating clinical, histological, radiological, and molecular data is essential to avoid
diagnostic and therapeutic errors.
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I INTRODUCTION [1]. This ambiguity can lead to delayed diagnosis and
inappropriate treatments, which may result in potentially

The incidence of intestinal tuberculosis has increased in severe complications. The pseudo-tumoral form, although
parallel with the global rise in tuberculosis prevalence and rare, represents a particularly challenging pitfall [2]. The aim
occurs mainly in endemic areas. It may mimic Crohn’s of this study is to describe a case of pseudo-tumoral intestinal
disease or even neoplasia, both clinically and endoscopically tuberculosis, in order to highlight diagnostic pitfalls and
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emphasize the importance of a rigorous differential diagnosis
in endemic regions.

1. PATIENT AND OBSERVATION

A 46-year-old man, a former chronic smoker who quit
in 2014, had been followed as an outpatient since March 2024
for suspected ileocolic Crohn’s disease. The clinical picture
included abdominal pain and chronic diarrhea.
Abdominopelvic computed tomography showed
multisegmental thickening of the terminal ileal loops,
suggesting  chronic  inflammatory  bowel  disease.
Colonoscopy revealed multiple ulcerations at the ileocecal
junction, and histological examination of the biopsies
indicated non-necrotizing granulomatous colitis, compatible
with either Crohn’s disease or tuberculous ileitis.

The patient received tapering corticosteroid therapy,
azathioprine, and mesalazine, with no significant clinical
improvement. An appendectomy was performed in July 2024,
but no histological analysis was carried out.

The persistence of symptoms led to hospitalization in
February 2025. The patient presented with a deterioration of
general condition, diffuse abdominal pain, fever at 38°C, and
night sweats. Laboratory tests revealed anemia (hemoglobin
= 8.4 g/dl), leukopenia (white blood cells = 2,650/mms),
severe lymphopenia (lymphocytes = 650/mm3), and an
elevated C-reactive protein (CRP) level of 86.6 mg/l. The
QuantiFERON test was positive, but sputum smears for
Mycobacterium  tuberculosis were negative. Human
Immunodeficiency Virus serology was negative.

Abdominal computed tomography revealed diffuse and
regular thickening of the small bowel loops, extending to the
terminal ileal loop, with celiomesenteric lymphadenopathy
and pelvic effusion. An enteroscopy computed tomography
confirmed ileal and cecal thickening with fat stranding
(Figure A). Colonoscopy showed an ulcerated and stenotic
ileocecal valve, along with geographic-shaped ulcerations.
Intestinal biopsies with polymerase chain reaction for
Mycobacterium tuberculosis were positive, allowing the
diagnosis of intestinal tuberculosis to be established.
Azathioprine was discontinued and first-line anti-tuberculosis
therapy was initiated.

However, due to the absence of therapeutic response
after two months, rehospitalization was required in April
2025. The patient presented with severe anemia (hemoglobin
= 6.9 g/dL) and hypoalbuminemia (20 g/L) with clinical signs
of malnutrition such as lower-limb edema. The endoscopy
performed at that time showed an approximately 4cm
ulcerated and budding mass in the cecal recess, friable and
bleeding, highly suggestive of a tumor (Figure B). The
ileocecal valve was stenosed and ulcerated. Polymerase chain
reaction testing for Mycobacterium tuberculosis on the new
biopsies was again positive, with no resistance mutations to
rifampicin or isoniazid. Histological analysis did not show
malignancy but acute inflammatory changes.
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Given the persistence of symptoms despite appropriate
antituberculosis therapy, a new colonoscopy in May 2025
confirmed the persistence of the pseudo-tumoral mass, with a
positive PCR for Mycobacterium tuberculosis. The
hypothesis of antituberculosis drug malabsorption was
considered, and dose adjustments were done. After 6 months
of follow-up, the patient is asymptomatic, with resolution of
digestive and infectious manifestations and a return to normal
body weight.

This case strikingly illustrates the ability of intestinal
tuberculosis to mimic a malignant tumor clinically,
endoscopically, and radiologically and the diagnostic
difficulty presented by atypical or persistent forms despite
treatment.

. DISCUSSION

In endemic countries, intestinal tuberculosis remains
underdiagnosed, although it represents a significant cause of
digestive pathology [3,4]. Our case illustrates the persistent
diagnostic challenges, even in a hospital setting, and the risk
of confusion with inflammatory or neoplastic diseases.

The ileocecal region is the most frequent site due to
local conditions favoring bacillary implantation: stasis, high
lymphoid density, and strong absorptive activity. The clinical
presentation is often nonspecific: abdominal pain, chronic
diarrhea, fever, weight loss, and general health deterioration.
These signs may suggest Crohn’s disease or colonic cancer,
leading to diagnostic delay [5].

The pseudo-tumoral form is rare but constitutes a true
diagnostic trap [3,6]. It presents as an ulcerated, budding
mass, sometimes stenosing, mimicking a malignant tumor. In
our case, the endoscopic and radiological findings (mass in
the cecal recess, parietal thickening, lymphadenopathy)
initially suggested a digestive cancer. This confusion has
been described in several studies and sometimes leads to
unnecessary surgeries before histological confirmation [7].

Our patient initially received immunosuppressive
treatment for suspected Crohn’s disease. This approach,
common in areas with high and worsen the pseudo-tumoral
presentation [2,8]. This phenomenon highlights the need for
a rigorous differential diagnosis before initiating any
immunosuppressive treatment. Histology alone does not
always allow a clear distinction between tuberculosis,
Crohn’s disease, or cancer. In this context, polymerase chain
reaction testing for Mycobacterium tuberculosis on digestive
biopsies is a major tool [6,9]. Its sensitivity (65%) and
specificity (93-100%) are high. In our case, repeated
polymerase chain reaction positivity on the biopsies made it
possible to avoid an unnecessary colectomy. The World
Gastroenterology  Organisation Global Guidelines on
digestive tuberculosis emphasize the crucial importance of
polymerase chain reaction in tuberculosis control strategies,
especially in its atypical digestive forms [1].

Antituberculous treatment (Rifampicin, Isoniazid,
Pyrazinamide, Ethambutol) remains the cornerstone of
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management. However, in some patients particularly those
with extensive ulcerative-necrotic forms malabsorption may
compromise treatment efficacy [10]. Dose adjustments,
nutritional support (albumin, iron), and close clinical
monitoring are therefore required.

V. CONCLUSION

The case presented illustrates a rare but emblematic
form of pseudo-tumoral intestinal tuberculosis. It highlights
the need to integrate clinical, endoscopic, histological, and
molecular data to establish a reliable diagnosis. PCR for
Mycobacterium tuberculosis (BK) in particular represents a
decisive turning point in guiding therapy. In endemic settings,
only a rigorous, informed multidisciplinary approach can
prevent diagnostic pitfalls and harmful treatments.
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FIGURES: Lesion Imaging

A: CT Scan Image Showing Thickening of the Terminal
lleum (Arrow)

B: Endoscopic Image Revealing a Pseudo-Mass in the Cecal
Base (Star)
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