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  ABSTRACT  
Tuberculous Colitis, Crohn’s 

Disease, Xpert MTB/RIF 

 Two disorders that present similarly in terms of both clinical features 

and colonoscopy findings are tuberculous colitis and Crohn’s disease 

(CD). In this patient had previously colonoscopic and mucosal biopsy 

with an indication of chronic diarrhea and hematoschezia. Colonoscopic 

results was suspected CD. The patient also performed a biopsy. Staining 

of tissue biopsy only with Hematoxylin-Eosin because early diagnosis is 

CD. After treatment with sulfasalazine 2x500 mg for 6 weeks, there was 

no clinical improvement. Patients still complain of nausea, vomiting, 

frequent diarrhea and bloody stools. That's why an alternative diagnosis 

is thought to be intestinal TB. The patient planned for additional 

examinations, IGRA test and stool Xpert MTB/RIF. Result of IGRA test 

is positive and stool Xpert MTB/RIF were low detected and sensitive to 

rifampicin. Based on clinical data, laboratories and endoscopic results, 

patient was diagnosed as colonic TB and given category 1 anti 

tuberculosis treatment. After nine month therapy result of stool Xpert 

MTB/RIF is not detected. Patient feel no complain until 1 year post 

therapy. 
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1. INTRODUCTION 

Tuberculosis (TB) is a worldwide public health problem, and has been nicknamed ‘‘the great mimicker’’ 

due to its clinical and serological expression. TB affects one third of the population, predominantly in 

developing countries. Without treatment, the mortality rate from TB is high about 70% within 10 years of 

being diagnosed [1]. Extrapulmonary TB occurs in approximately 20% of TB cases in immunocompetent 

patients. Abdominal TB can occur at any age but is less common in children. It is more frequently seen in 

young adults and peaks at 20-40 years of age. It constitutes about 12% of extra- pulmonary TB and about 

10% of all cases under the age of 10 years [2]. Although the ileocecal region is the most commonly affected 

site, tuberculous enteritis can involve any aspect of the GI tract [3]. TB Colitis is reported in 2-3% of 

patients with abdominal TB [4]. Manifestations of TB Colitis can be non-specific and mimic many 

conditions, including malignancies causes diagnosis more difficult to be accurately determined. Findings 

from endoscopy and radiological imaging are countless, and depend on the stage of the disease and the time 
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at which investigations are carried out. Hence, diagnosis can be difficult. Until recently there is no single 

method to identify intestinal TB accurately, various investigative methods have been used to aid in the 

diagnosis of TB Colitis [4]. Making the distinction between tuberculous colitis and Crohn’s disease (CD) 

can be a major diagnostic challenge because both are chronic granulomatous disorders with similar clinical 

presentations and histopathological features [5]. Early diagnosis and initiation of antituberculous therapy 

and surgical treatment are essential to prevent morbidity and mortality [6]. 

 

2. Case Description 

A 18 years old female presented at the emergency department with chief complaints of diarrhea and 

vomiting. Which is suffered since 3 days before hospitalized, no mucus and blood. Nausea and vomiting 

since 2 weeks ago and became worst since the last 7 days. Colic pain in lower stomach since 2 days ago. 

Patients can not eat and drink because they vomit every time they eat and drink. Patients also complaints of 

frequent bloody diarrhea, sometimes only blood for 1.5 years ago. Because of that, patient often admitted to 

hospital due to anemia and to have blood transfusions. Last bleeding occur in 1 week before admitted about 

100 ml blood in stool. Patients also complain of pale, weakness and fatigue since 2 weeks. There is no fever 

and night sweats. There are no complaints of cough with contain mucus or blood. Patient also decreased 

appetite since 1 year. Weight loss of 10 kg in 4 months Past medical history is inflammatory bowel disease 

with drugs sulfasalazine 500 mg once daily and Omeprazole 20 mg once daily. But after treatment for 6 

weeks the patient felt no improvement and still have nausea, vomiting, bloody diarrhea or bloody stool. 

Patients get blood transfusion several times due to anemia. Hypertension and diabetes mellitus are not 

found. There was no history of taking drugs other than drugs from doctors, herbs, smoking, and alcohol. No 

family member has a history of illness such as a patient. 

 

At presentation, she was alert and fatigue. Her vital signs were as follows: BP 110/70, HR 96 bpm, 

respiratory 20 cycles/minutes, temperature 36,5 oC. Physical examination was unremarkable. Her 

laboratory examination was as follows: Hb 12,6 g/dL; WBC 6790/µl; Platelets 297000/ µl; Random Blood 

Sugar 72 mg/dL; Creatinine 0,22 mg/dL; BUN 2 mg/dL; AST 34 U/L; ALT 10 U/L; Albumin 3 g/dL; 

Sodium 123 mmol/L; Potassium 3,6 mmol/L; Chloride 80 mmol/L, HbsAg non-reactive; rapid HIV was 

non reactive. 

 

ECG results are normal rhythm. Thorax photo was normal. Colonoscopic results is clinical IBD (Crohn's 

disease) on figure 1 and histopathologic finding was Colitis Chronic Suppurative (figure 2) 

 

 
Figure 1. Granulomatous appearance (cobble stone) on mucosal colon on colonoscopic 
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Figure 2. Histologic with Hematoxylin-Eosin staining: Colitis Chronic Suppurative 

 

In this patient after treatment with sulfasalazine 2x500 mg for 6 weeks, there was no clinical improvement. 

Patients still complain of nausea, vomiting, frequent diarrhea and bloody stools. The patient was admitted to 

the hospital several times because of his complaints and blood transfusion was carried out due to anemia. 

That's why an alternative diagnosis is thought to be intestinal TB. The patient planned for additional 

examinations, IGRA test and stool Xpert MTB/RIF. Result of IGRA test is positive and stool Xpert 

MTB/RIF were low detected and sensitive to rifampicin. Based on clinical data, laboratories and 

endoscopic results, patient was diagnosed as colonic TB and given category 1 anti tuberculosis treatment. 

After nine month therapy result of stool Xpert MTB/RIF is not detected. Patient feel no complain until 1 

year post therapy. 

 

3. Discussion 

Mycobacterium tuberculosis (TB) infection is still common in many countries [7]. TB can involve virtually 

any organ in the body. There are various ways tuberculosis can spread into the abdomen and gastrointestinal 

tract, from ingestion, hematogenous spread and direct spread from other adjacent infected structures [2]. 

Classically, gastrointestinal TB may present with fever, weight loss, anorexia, abdominal pain, nausea, 

vomiting, or diarrhea. Hematochezia is a less common presentation. The ileocaecal region is the most 

common site of gastrointestinal involvement and hemorrhage due to tuberculosis [8], [9]. Two disorders 

that present similarly in terms of both clinical features and colonoscopy findings are tuberculous colitis and 

Crohn’s disease (CD). Despite their similar features, however, their pathogenesis and therefore treatment 

differ. Appropriate anti tuberculous therapy (ATT) administration leads to complete cure in most cases of 

tuberculous colitis, whereas CD is a progressive relapsing illness unaffected by ATT. Differentiating 

tuberculous colitis from other disorders is therefore important in its management [9]. 

 

Both CD and tuberculous colitis form part of the granulomatous enteritis group, although the mechanism of 

the granuloma formation is different in each case. Tuberculous colitis favors the use of macrophage and 

lymphocytes, camouflaging it from the hosts’ immune system. However, there is a depleted intestinal 

barrier and increase in antigen permeability in CD, which produces an exaggerated immune response with 

the formation of granulomas. The presence of caseating granulomas has historically been the gold standard 

to confirm TB colitis. However, these symptoms are only found in a small proportion of patients (22-40%) 

and it is also possible to find non-necrotising granulomas. Therefore, it is necessary to concentrate on other 

characteristics which can be more helpful for a differential diagnosis, such as their size, number and 

distribution. Typically, tuberculous colitis presents multiple (five or more per area), confluent and very 

large (> 400 μm) granulomas. CD presents disorganized, non-confluent and small granulomas (< 200 μm) 

that affect the mucosal layer. Other indicators in the diagnosis of tuberculous colitis include 

disproportionate inflammation of the surface submucosa and the presence of clusters of epithelioid 

histiocytes. The latter are associated with higher diagnostic specificity of 94%. Finally, techniques such as 

immunohistochemistry (IHC) to identify markers such as CD73 may also be useful. CD73 is expressed in 

the mesenchymal stem cells that surround the granulomas formed by ITB. They are not present in those 

related with CD [1]. 
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With regard to laboratory findings, there may be non-specific alterations such as an increase in acute phase 

reactants (ESR and CRP), anemia or changes in nutritional parameters such as hypoproteinemia, 

hipoalbuminemia or lower transferrin saturation. On the other hand, new laboratory techniques have been 

developed, such as the IGRA (Interferon Gamma Release Assay). This allows the detection of interferon-g 

produced by lymphocytes exposed to MT. This test has a greater sensitivity and specificity with respect to 

TST (81% and 85%, respectively) and is associated with a lesser degree of false negatives in 

immunocompromised patients. Nevertheless, IGRA tests do not differentiate between active and latent 

infection and the results may be influenced by immunosuppressive treatments [1]. 

 

Histologic diagnosis with Ziehl-Nielsen stain shows acid-fast bacilli and granuloma, however less than 30% 

of biopsies show bacilli. On the other hand, real-time PCR assay in colonic tissue only has a sensitivity of 

40-75% [13]. Culturing intestinal biopsy specimens is expensive, and has been shown to be of low yield in 

previous studies. None of the patients studied by Singh et al. were positive on culture and only 3 out of 50 

intestinal biopsy specimens in the study by Shah et al. showed positive cultures [7]. 

 

A promising alternative solution is the use of polymerase chain reaction (PCR) tests for MTB (PCR- MTB) 

on intestinal mucosal samples (obtained via endoscopy or surgery) or fecal samples. Several studies have 

evaluated the role of PCR-MTB for the diagnosis of ITB, with mixed results. Ramadass et al. reported a 

sensitivity and specificity of 79% and 88% in the analysis of fecal PCR respectively, whereas Gan et al. 

reported a sensitivity and specificity of 64.1% and 100%, respectively, using PCR of intestinal mucous 

samples [10]. 

 

CT is the most helpful imaging modality to assess intraluminal and extra luminal pathology, and disease 

extent to diagnosis beetween Crohn’s disease, lymphoma, or carcinoma. The most common CT finding is 

concentric mural thickening of the ileocecal region, with or without proximal intestinal dilatation. 

 

MDCT showed that abdominal tuberculous lymphadenopathy involved predominately the mesenteric, upper 

and lower para-aortic, periportal, and pancreaticoduodenal regions [11]. The diagnosis of tuberculous colitis 

will comply with any of the following: (1) presence of caseating granulomas on histology of disease tissue 

(intestine, colon, peritoneum, or lymph nodes), (2) demonstration of acid-fast bacilli (AFB) on smear or on 

histological section, (3) positive culture for acid-fast bacilli, (4) histological or microbiological confirmed 

TB at extraintestinal site, (5) positive result of TB-PCR (6) highly suspected cases considered by the 

combination of clinical, endoscopic, and histological features and sensitive response to anti-TB drugs [5], 

[12]. 

 

Therapy with standard anti tuberculous drugs is usually highly effective for intestinal TB. Compliance with 

treatment is the main determinant of outcome and directly observed therapy is highly recommended. 

Traditionally the 9 month ATT was given to the patients with abdominal TB’s however it is now proven 

that the 6-month therapy is as effective as 9-month therapy in patients with intestinal TB and may have the 

additional benefits of reduced treatment cost and increased compliance [13]. Drug resistance is increasingly 

common in strains of MTB and may contribute to recurrent or persistent disease in patients correctly 

diagnosed as having TB but not showing clinical, endoscopic or histological response to treatment with first 

line chemotherapy for TB. In one series of 30 patients with tuberculous colitis in Taiwan, 13% had MDR 

TB [11]. 

 

4. Conclusion 

It has been reported, A female patient, 18 years old with chief complaint chronic diarrhea and recurrent 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 44, Issue 05, October, 2021 

  

1477 
 

hematoschezia. Initial diagnose for this patient was inflammatory bowel disease (Crohn’s Disease). After 

treatment with sulfasalazine 2x500 mg for 6 weeks, there was no clinical improvement. After that patient 

have several examination, colonoscopic with biopsy, histologic, IGRA test, stool Xpert MTB/RIF. Based on 

clinical feature, physical examination, laboratories, colonoscopic and hystologic findings, patient was 

diagnosed as colonic TB. These patients were given category 1 anti tuberculosis treatment for nine month. 

Patient have clinical improvement after therapy and no complain after 1 year post therapy. 
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