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Introduction

Despite the downward trend, tuberculosis (TB) remains one
of the top 10 causes of death worldwide.1 However, the
median of days until diagnosis has remained high, reflecting
the lower suspicion of the disease, both by the population
and by health professionals.2

Traditionally associated with pulmonary involvement,
Mycobacterium tuberculosis can disseminate through he-
matogenous spread or direct extension from a primary focus,
resulting in extrapulmonary manifestations in about 15% of
all cases.3

Involvement of any part of the gastrointestinal tract
accounts for 2%, skin occurs in 1.5% of the cases, and perianal
involvement is extremely rare, with an incidence of 0.7% of

the total reported extrapulmonary manifestations. Even
more unusual, it is a perianal TB in a patient without clinical
pulmonary disease.2,4

Proctology TB manifestations can range from a variety of
clinical conditions. Anal ulceration and fistula are the most
frequent ones, but they can present as pilonidal sinus,
recurrent perianal abscess, inguinal lymphadenopathy,
anal fissures, anal masses, and strictures. These lesions often
mimic inflammatory bowel disease, pyoderma gangreno-
sum, or malignancy of the anus and rectum.5

For this reason, the diagnosis of TB should be considered
in cases of non-healing or recurrent perianal lesions. Myco-
bacterium tuberculosis culture and histologic examination
should be conducted, since the early start of treatmentwith a
prolonged course of anti-TB regimen could lead to complete
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Abstract As it is an infrequent etiology, the diagnosis of perianal tuberculosis is challenging,
especially in the absence of a pulmonary focus. TB should be considered in the
differential diagnosis of perianal ulcers, fistulas, abscesses, mainly in non-healing and
recurrent anal lesions. Treatment with anti-TB agents can provide complete recovery.
Furthermore, these lesions are often diagnosed later after complete histopathological
and mycobacterial results, where the benefit of avoiding morbid multiple surgeries by
effective anti-TB treatment is lost.
We reported a rare case of an immuno-competent patient with perianal TB, which was
the first manifestation of the disease. A fit-and-well man in his 20s presented a large
perianal abscess. Unexpectedly, his chest X-ray showed a rounded hyper-transparency
in the left lung. The abscess was drained. Posterior investigation with culture analysis
from pus swabs and sputum revealed the presence of Mycobacterium tuberculosis
complex infection. After completing the 6 months of oral administration of anti-TB
drugs, the patient was asymptomatic.
By highlighting this unusual manifestation, we aim to improve clinicians’ awareness of
perianal TB, facilitating early recognition and appropriate management.
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resolution of complications in majority of patients, avoiding
in the morbidity of multiple surgeries.6

Case Report

A male in his 20s presented to the Emergency Department
with a fever associated with pain and swelling in the perine-
um in the past 5 days. His pastmedical historywas irrelevant.

Proctological inspection showed redness, swelling, and
tenderness in the right perineum. On physical examination, a
7 centimeters mass from the anal verge over the 9 o’clock
position, with fluctuance and perianal pus discharge was
noted.

Apart from raised white cell count (total white cell count:
18.5�109/L, reference range 3.6-11�109/L) and raised C-
reactive protein level (12.44mg/dL, reference range 0-0.5
mg/dL), other blood parameters were within normal limits.

A surgical incision and drainage were proposed to the
patient.

Unexpectedly, in the preoperative study, chest radiogra-
phy showed a rounded hyper-transparency in the upper
third of the left lung (►Fig. 1).

Intraoperative findings revealed a large abscess cavity in
the right perineum, about 10 centimeters, without evidence
of fistulas. Approximately 80 cubic centimeters of foul-
smelling white creamy pus was drained and sent for micro-
biology and mycobacterial analyses, then the wound cavity
was washed and laid open for dressings.

In view of these findings, thoracic Computed Tomography
(CT) was performed and confirmed a sizeable cavitated
image in the apical-posterior segment of the upper lobe of
the left lung,measuring about 6�3.8 centimeters in the axial
plane, surrounded by numerous centrilobular micronodules
in “tree-in-bud”. Other micronodules with identical charac-
teristics are observed spread over practically the entire left
lung. This set of findings was characteristic of pulmonary TB.
(►Fig. 2)

The patient did not present the typical symptoms of TB
and denied any pulmonary complaints.

Mycobacterial culture from pus swabs indicated the pres-
ence of Mycobacterium tuberculosis complex.

Following culture analysis in the sputum confirmed My-
cobacterium tuberculosis.

The patient tested negative for human immunodeficiency
virus, hepatitis B/C, and venereal diseases.

Treatment consisting of RHZE (rifampicin, isoniazid, pyr-
azinamide, and ethambutol) was started and the patient’s
clinical course was favorable. He was discharged on the 5th
postoperative day.

After completing the 6 months of oral administration of
anti-TB drugs, the patient was asymptomatic. No apparent
underlying disease was detected at the 6-month follow-up
examination.

Discussion

Perianal TB, a rare manifestation of the Mycobacterium
tuberculosis infection, primarily affects immunocompro-
mised patients.2

Fig. 1 Rounded hyper-transparency in the upper third of the left lung
on chest radiography.

Fig. 2 CT scan showing characteristic findings of pulmonary TB: cavitated image in the apical-posterior segment of the upper lobe of the left
lung, abundant centrilobular micronodules in “tree-in-bud” and other micronodules spread over practically the entire left lung.
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This enigmatic condition challenges our understanding of
TB pathogenesis and necessitates a comprehensive explora-
tion of its clinical characteristics, diagnostic challenges, and
management strategies.

Immunocompetent individuals are typically equipped
with a robust immune system capable of effectively com-
batting Mycobacterium tuberculosis infection. However,
several factors, such as local tissue damage, fecal contami-
nation, and genetic susceptibility, may contribute to the
development of perianal TB in these patients.3

The exact mechanisms underlying this unexpected man-
ifestation remain unclear, warranting further research to
comprehend the interplay between host factors and myco-
bacterial virulence.

Therefore, it is necessary to thoroughly assess not only
immunocompromised individuals but also immunocompe-
tent patients, as TB can also manifest in this population, as
noted in our case.

In relation to possible mechanisms of dissemination, the
ingestion of sputum containing active pulmonary disease
bacilli is the most frequent, in addition to hematogenous
dissemination of a pulmonary focus, lymphatic dissemination
of intestinal or genitourinary disease from regional lymph
nodes, or even direct propagation from adjacent organs.3

The diagnosis of TB infection can be made based on an
association between clinical findings with at least one of the
following criteria: histopathological demonstration of case-
ating granulomatous necrosis; positive acid-fast bacilli stain
from the biopsied tissue; positive TB polymerase chain
reaction (PCR) on tissue or specimen; or histopathological
confirmation of granuloma in a cluster with rapid response
to anti-mycobacterium treatment.5,6

Accurate diagnosis of perianal TB relies on a complex
approach, encompassing clinical evaluation, radiological im-
aging, and microbiological investigations. Histopathological
examination of tissue samples, together with the identifica-
tion of acid-fast bacilli, remains the gold standard for defini-
tive diagnosis. However, the paucibacillary nature of
perianal TB and the need for invasive procedures can pose
difficulties in obtaining adequate diagnostic specimens.

Perianal TB generally occurs secondarily to or coexists
with a lung lesion.3

In suspected cases or after confirmation, chest radiogra-
phy and CT scans are priority exams. In addition, patients
should also be evaluated with an ultrasound, CT or magnetic
resonance of the abdomen, and colonoscopy to identify
possible gastrointestinal involvement.3

Clinically, perianal TB often presents with nonspecific
symptoms, including perianal pain, swelling, and discharge.
Due to the similarity of these symptoms to other perianal
conditions, such as perianal abscesses or fistulas, establish-
ing an accurate diagnosis could be a challenge, requiring a
high level of suspicion. The lack of awareness and limited
clinical suspicion for perianal TB in immunocompetent
patients leads to misdiagnosed cases.

Perianal TB patients often experience a prolonged period
of disease prior to diagnosis and initiation of treatment, as
frequent misidentification of perianal TB and frequently

mistaken for other more prevalent perianal conditions,
such as Crohn’s disease, pyoderma gangrenosum, hidrade-
nitis, sarcoidosis, herpes simplex. Consequently, a majority
of patients present with chronic and recurrent lesions that
have exhibited resistance to numerous pharmacological and
surgical interventions.6,7

To the best of our knowledge, fewer than 60 cases of
perianal TB have been reported in the literature.

In a comprehensive review, Tago et al.4 studied 58 cases of
perianal TB (abscess, fistula, and ulceration) reported from
1970 to 2014 worldwide, and found that the duration of
persistent perianal lesions was much longer in patients
without active pulmonary TB (APTB) than in those with
APTB. In this sample, only 18.6% of those patients had
underlying diseases related to immunodeficiency.

Almost all the literature on the subject is case reports, the
most frequent being skin ulcerations, fistulas, and, more
infrequently, abscesses or necrotizing fasciitis.

Recently, Lip et al,6 reported a case of a patient with a
perianal ulcerating tumor, who succumbed 2 days postoper-
atively, probably to a pre-existing undiagnosed disseminated
TB with perianal sepsis.

While perianal TB typically has a low mortality rate, its
severe form of necrotizing fasciitis with the underlying
immunocompromised state can result in a mortality rate
of as high as 50%.6,7

Perianal TB does not resolve spontaneously and, if not
properly treated, it can lead to death by miliary spread.

Perianal TB treatment includes a medical regimen but
may require a surgical approach, mainly in abscesses.

The description of a case with perianal TB is per se of
interest since this form of tuberculosis is very atypical and
diagnosis is delayed.

We presented a challenging diagnostic case of perianal TB
in an immunocompetent patient, in which cutaneous peria-
nal disease was the only TB symptom, with no previous or
current abdominal TB history. The patient’s condition posed
a significant diagnostic hurdle, and, in our opinion, exoge-
nous inoculation probably occurred after local trauma.

Conclusion

Exploring the underlying mechanisms responsible for perianal
TBinimmunocompetent individualsmayoffervaluableinsights
into the pathogenesis of tuberculosis and potentially pave the
wayfornoveltherapeuticinterventions.Comprehensiveknowl-
edge and further research in this domainare crucial for refining
diagnostic algorithms and improving patient outcomes.

As we embark on this exploration, it becomes evident that
perianal tuberculosis in immunocompetent patients repre-
sents a medical puzzle that demands meticulous investiga-
tion and collaboration between clinicians, researchers, and
public health authorities.

By databasing and investigating this condition, we can
achieve earlier detection, effective management, and ulti-
mately, better patient care.

Given the disease’s epidemiological significance, accurate
diagnosis and careful patient follow-up were of maximum
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importance, with potential impact on quality of life, and the
associated high morbidity and mortality rates.4
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