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Abstract | Case Report

Extra-pulmonary tuberculosis is becoming more and more frequent, especially in endemic countries such as Morocco,
it is manifested by very variable and non-specific clinical pictures which can be the cause of a diagnostic and
therapeutic delay. We report the case of a 31-year-old woman, in whom a laparotomy was indicated for a
retroperitoneal mass fistulized to the skin, allowing the diagnosis of tuberculosis.
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INTRODUCTION

Tuberculosis is a major public health problem
in Morocco and in the world due to its frequency and
severity. The extra-pulmonary form represents almost a
third of the cases of tuberculosis declared in Morocco
[1]. The abdominal location is relatively frequent and
represents 5 to 10% of all locations [2]. It can be
manifested by atypical and misleading clinical pictures
confusing with a inflammatory or neoplastic pathology,
hence the importance of evoking tuberculosis in front of
asuggestive epidemiological context, concomitant
pulmonary involvement, or history of tuberculosis. If
the diagnosis is made early with adequate management,
anti-bacillary treatment is often effective with a good
clinical and radiological evolution [3].

OBSERVATION

This is a 31-year-old patient, with no particular
pathological history, who consulted for abdominal pain
in the right iliac fossa evolving for 6 months from her
admission, complicated 15 days later by the appearance
of a mass in the right iliac fossa, all evolving in a
context of apyrexia and conservation of general
condition. Somatic examination found an afebrile
patient, hemodynamically and respiratory stable.
Abdominal examination revealed a 10 cm mass,
painful, tense in the right iliac fossa with adjacent signs
of inflammation, associated with tenderness in the left
iliac fossa. An abdominal ultrasound was requested and
showed bilateral latero-uterine tubular formations, with
thin walls, containing some parietal fringes, with
anechoic content realizing the aspect in fishing net,

measuring 72*61 mm on the right and 70*59 on the
left, making evoke a bilateral pyosalpinx. Faced with
the diagnostic uncertainty, abdominal-pelvic magnetic
resonance imaging was requested, showing bilateral
confluent collections of the iliopsoas muscles with an
enhanced wall after injection of contrast product
containing a few more marked air bubbles on the left,
most voluminous measuring 70*82 mm. It was
associated with irregularity and erosion of the vertebral
endplates at the L4-S1 level with a small prevertebral
collection suggestive of spondylodscite. A chest x-ray
was requested, was normal. Biologically, we noted a
slight increase in CRP to 53, 32 mg/I with the rest of the
biological assessment which returned to normal. The
search for Koch's bacillus in the sputum was negative.

In view of the bilaterality of the retroperitoneal
abscess, one of which is fistulized to the skin, the
indication for surgery was raised. The patient was
operated by a mini-laparotomy under the umbilical
allowing on the one hand, the exploration of the
peritoneal cavity as well as the uterus and its annexes
which were of normal aspect and on the other hand the
drainage of the abscesses of the two sides. A sample of
pus and the abscess shell were sent to the bacteriology
and anatomo-pathology laboratory, which suggested a
granulomatous inflammatory reaction with caseous
necrosis in favor of caseofollicular tuberculosis. The
post-operative follow-up was simple, the patient was
put on anti-bacillary treatment on leaving the hospital
and was transferred to the neurosurgery department for
the management of her tuberculous spondylodscitis.
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Figure 1: Image showing the right iliac fossa mass at the
pre-skin fistulization phase

Figure 2: Abdomino-pelvic MRI showing bilateral
iliopsoas muscle collections

COLLECTION

Figure 3: Erosions of the vertebral plates of L4-S1 with a
prevertebral collection in favor of a spondylodscite

DISCUSSION

Tuberculosis is a transmissible and non-
immunizing  infectious  disease, caused by
Mycobacterium Tuberculosis whose reservoir is human
and transmission is airborne. The pulmonary
localization is the most frequent but the bacillus of
Koch can reach several organs realizing the extra-
pulmonary tuberculosis. Abdominal involvement
occupies the 3rdthplace of interest to 5% to 10% of all
locations [2].

Apart from peritoneal tuberculosis, the most
affected abdominal viscera are the small intestine
(44%), the cecum (35%) and the ileocecum (16%) [4].
Liver damage is very rare estimated at 1%. Splenic
involvement is often associated with liver damage.
Pancreatic  involvement is  exceptional. Renal
involvement in the context of uro-genital involvement
represents 3% [5].

Bone damage (tuberculous spondylodiscitis or
Pott's disease, osteoarthritis) can cause spinal cord
compression from a retroperitoneal mass or psoas
abscess [6].

Diagnosis of extra-pulmonary forms is often
difficult, especially outside TB-endemic countries
where the diagnosis is rarely suspected initially. On the
diagnostic level, the absence of specificity of the signs
of calls, and the great polymorphism of the disease
explaining the diagnostic delay [7-9].

Retroperitoneal tuberculosis can manifest itself
most often by abdominal pain [10, 11], or more rarely
by a palpable mass [12-14], which can simulate an
inflammatory or neoplastic pathology, especially if an
alteration in the general state is associated. It can
involve the retroperitoneal organs (nothing, adrenal
glands) responsible for a clinical picture consisting of
macroscopic hematuria or low back pain [15]. Somatic
examination must be carried out systematically in
search of other tuberculous localization, in particular
pleuropulmonary and lymph nodes.

Like the clinic, biology is not specific.
Biological examinations often show an inflammatory
syndrome of varying intensity. This sign is of little
interest for the diagnosis.

Ultrasound, computed tomography (CT) and
nuclear magnetic (MRI) signs are not specific, revealing
a psoas abscess, retroperitoneal lymphadenopathy or a
mass at the expense of the retroperitoneal organs
without being able to confirm the tuberculous nature
[16, 17]. Thus, the great polymorphism of the radio-
clinical picture, the limits of biological and
bacteriological examinations combined with the
ambiguity of imaging, explain the use of exploratory
surgery in the face of a suspicious mass of
undetermined origin [18].
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Surgical treatment therefore retains its place in
the event of complications such as an abscess, a
compressive or fistulized mass, as is the case in our
patient [3,19]. The anti bacillary treatment is always
indicated whether it is in first or in 2thintention in
addition to surgery.

CONCLUSION

Retroperitoneal tuberculosis presents a clinical
and radiological polymorphism that can delay the
diagnosis until the stage of complications, hence the
interest of evoking it in the face of any retroperitoneal
mass, especially in endemic countries. The treatment
surgery retains its place in the event of complications,
making it possible to establish the diagnosis of certainty
and subsequently to initiate antibacillary treatment until
recovery.
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