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Abstract

Retroperitoneal tuberculosis is a rare disease that can mimic many conditions and lacks specific

clinical manifestations, which makes it difficult to diagnose. As a consequence, it can be misdiag-

nosed as a malignant tumour. Endoscopic ultrasonography-guided fine-needle aspiration

(EUS-FNA) can obtain specimens of the lesion site from areas that might be inaccessible using

more traditional biopsy methods. A 60-year-old female patient was admitted with a 3-month

history of intermittent upper abdominal pain accompanied by nausea. Imaging found pancreatic

uncinate process and retroperitoneal lymph nodes at the horizontal part of the duodenum.

EUS-FNA found necrotic matter, multinucleated giant cells and epithelioid cells consistent with

the signs of tuberculosis bacilli infection, although typical noncaseous granuloma and Mycobacterium

tuberculosis were not observed. Retroperitoneal tuberculosis was considered as the diagnosis. After

anti-tubercular therapy, the signs and symptoms quickly improved and a repeat computed tomog-

raphy scan found that the space-occupying lesion had reduced in size. By using EUS-FNA, the

cytological and histopathological findings can be obtained in a timely manner to facilitate an earlier

diagnosis and avoid unnecessary procedures such as laparotomy or surgery.
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Introduction

Tuberculosis is one of the most common
public health problems worldwide.1

Abdominal tuberculosis, accounting for

5% of all cases of tuberculosis, is a severe
extrapulmonary tuberculosis.2 Abdominal
tuberculosis is intra-abdominal and involves
the abdominal lymph nodes, spleen, liver

and gastrointestinal tract.3 Abdominal
tuberculous can be confused with other dis-
eases, such as tumours, cysts, inflammation
and lymphadenectasis.4 Thus, it is challeng-

ing to diagnose and manage abdominal
tuberculosis because of the lack of specific
clinical signs and the availability of imaging
and pathological examinations. It is impor-

tant to diagnose and treat abdominal tuber-
culosis earlier.

This current case report describes a rare

case of a retroperitoneal space-occupying
lesion in which the tuberculosis aetiology
was examined by ultrasonography-guided
fine-needle aspiration (EUS-FNA) biopsy

and there was a favourable outcome after
the use of antitubercular medications.

Case report

In May 2015, a 60-year-old female farmer
was admitted to the Department of
Gastroenterology, Lishui Municipal Central

Hospital, Lishui, Zhejiang Province, China
due to upper abdominal pain. Three months
before admission, she suffered intermittent
upper abdominal pain accompanied by

nausea. Upon admission, she presented with
paroxysmal middle to upper abdominal pain,
which was characterized by paroxysmal colic
not radiated to other sites. Her medical his-

tory revealed chronic viral hepatitis B for
3 years, which required medical treatment
with lamivudine and adefovir dipivoxil. She
denied a history of hepatitis and tuberculosis.

A physical examination revealed slight
tenderness over the epigastric region.
A routine laboratory examination revealed

inflammatory leukocytosis (white blood
counts of 4.0� 109/l, neutrophil percentage
of 80.0%), mild anaemia (haemoglobin of
105 g/l, mean corpuscular volume of 89.3 fl)
and hepatitis B (surface antigen, hepatitis
B e antigen and hepatitis B core antibody
positive), which was associated with a weak
positive T-SPOT test and a high erythrocyte
sedimentation rate (ESR: 110mm/h). Liver
function tests, tumour biomarkers, renal
function, electrolytes and purified protein
derivative (PPD) tests were within normal
limits. Chest computed tomography (CT)
and magnetic resonance cholangiopancrea-
tography (MRCP) were normal. After the
completion of enhanced CT, the tube wall
in the horizontal segment of the duodenum
was irregularly thickened in the arterial
phase axial position (Figures 1a and 1b),
portal vein phase axial position (Figure 1c)
and coronal position (Figure 1d). Multiple
nonuniform enhancement and circular
enhancement lymph nodes with different
sizes were observed around it.

Based on the above results, clinicians ini-
tially suspected that this patient may have a
duodenal tumour with multiple lymph node
metastases in the abdominal cavity and par-
tial involvement of the pancreatic uncinate
process. The possibility of tuberculosis
could not be excluded. Then a gastroscopy
was performed and an ulcer of approxi-
mately 0.8� 1.2 cm in size was observed in
the duodenum with clear borders and
slightly hyperplastic surrounding mucosa.
The histopathological examinations were
as follows (at the horizontal part of the
duodenum): chronic mucositis (active)
accompanied by erosion, with visible gran-
ulation tissue (Figure 2). Specific staining
showed the following: acid-fast staining
found no acid-fast bacilli; and periodic
acid–Schiff found no fungus. So a duodenal
tumour was excluded.

An endoscopic ultrasound revealed that
the pancreatic body and tail were normal in
structure, with the pancreatic duct at the
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pancreatic body and tail slightly dilated,

with a diameter of approximately 0.3 cm.

The pancreatic uncinate process was

found to have a hypoechoic space-

occupying lesion of unclear boundary

(Figures 3a and 3b).
A further EUS-FNA was performed and

an Olympus 22G ultrasound puncture

needle was used for the procedure. A total

of two passes were performed and the pro-

cess was smooth. FNA cytological exami-

nation (FNA for space-occupying lesion at

the uncinate process) found an eosinophilic

necrotic substance in the smear, suspicious

epithelioid cells and multinucleated giant

cells, suggesting tuberculous inflammation

(Figures 4a–4d). These results revealed

that the lesions described in the uncinate

process were retroperitoneal tuberculosis

instead of lymph nodes.
Combining the histopathological exami-

nations, high ESR and weak positive

T-SPOT, retroperitoneal tuberculosis was

first considered. A short course of anti-

tubercular therapy was started with

300mg isoniazid oral administration once

a day, 450mg rifampicin oral administra-

tion once a day, 1500mg pyrazinamide

oral administration once a day and 750mg

ethambutol oral administration once a day

Figure 2. Fine needle aspiration biopsy provided the following pathological findings in a 60-year-old female
farmer that presented with upper abdominal pain and a 3-month history of intermittent upper abdominal
pain accompanied by nausea: (a) chronic mucositis (active) accompanied by erosion (magnification� 100;
haematoxylin & eosin) and (b) visible granulation tissue (magnification� 200; haematoxylin & eosin). The
colour version of this figure is available at: http://imr.sagepub.com.

Figure 1. Enhanced computed tomography imaging of the abdomen of a 60-year-old female farmer that
presented with upper abdominal pain and a 3-month history of intermittent upper abdominal pain accom-
panied by nausea: (a & b) the tube wall in the horizontal segment of the duodenum was irregularly thickened
in the arterial phase axial position (black arrow); (c) portal vein phase axial position and (d) coronal position.
Multiple non-uniform enhancement and circular enhancement lymph nodes with different sizes can be seen
around it (white arrows).
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Figure 3. Endoscopic ultrasound of the abdomen of a 60-year-old female farmer that presented with upper
abdominal pain and a 3-month history of intermittent upper abdominal pain accompanied by nausea dem-
onstrated the following: (a) the pancreatic body and tail were normal in structure, with the pancreatic duct
at the pancreatic body and tail being slightly dilated with a diameter of approximately 0.3 cm. The pancreatic
uncinate process was found to have a hypoechoic space-occupying lesion of unclear boundary and (b) the
puncture needle accurately entered the process of the pancreas to obtain the fine needle aspiration sample.

Figure 4. Fine needle aspiration biopsy provided the following cytological findings in a 60-year-old female
farmer that presented with upper abdominal pain and a 3-month history of intermittent upper abdominal
pain accompanied by nausea: (a) eosinophilic necrotic substance (magnification� 200; haematoxylin &
eosin); (b & c) multinucleated giant cells (magnification� 100/400, respectively; haematoxylin & eosin) and
(d) suspicious epithelioid cells (magnification� 400; haematoxylin & eosin). The colour version of this figure
is available at: http://imr.sagepub.com.
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for 10 days. The abdominal pain gradually

disappeared and the ESR was significantly

decreased (ESR 50mm/h). Approximately

5 months later, an abdominal CT showed

no obvious thickening of the tube wall in

the horizontal part of duodenum, clear fat

space around the duodenum, small lymph

nodes around the horizontal part of duode-

num and retroperitoneum, showing uni-

form enhancement (Figures 5a–5d).
This case report was reviewed and

approved by the Ethics Committee of

Lishui Municipal Central Hospital, Lishui,

Zhejiang Province, China (no. 2023-210).

Written informed consent to publish this

information was obtained from the patient.

The reporting of this case report conforms

to CARE guidelines.5

Discussion

Abdominal tuberculosis is uncommon; it

can be confused with many diseases, such

as carcinoma, lymphoma, cystic neoplasia,

and retroperitoneal tumours, which always

causes a delay in its diagnosis.4 The intra-

abdominal involvement of abdominal

tuberculosis is generally observed in the

abdominal lymph nodes, spleen, liver and

gastrointestinal tract.3

In this current case, the tuberculosis was

located in the retroperitoneal area, which is

extremely rare. The patient denied a history
of tuberculosis exposure and there was no
associated lung involvement observed in the
patient. For example, the chest CT was
normal. Of all tuberculosis cases, gastroin-
testinal tuberculosis accounts for 5%; of
which ileocecal tuberculosis cases are the
most common, while duodenal tuberculosis
cases are very rare, accounting for only
2.5% of gastrointestinal tract tuberculosis
cases, and these mostly affect young
women below 40 years of age.1–3 With
regard to the types of extrapulmonary
tuberculosis, the pancreas is the least
involved organ and most relevant reports
are case reports worldwide.6 Therefore,
there are no exact statistics on the incidence
rate. Even for systemic miliary tuberculosis
involving the lung and liver, the pancreas is
rarely involved, which is thought to be due
to trypsin interfering with the implantation
of Mycobacterium tuberculosis in the pan-
creas.7 Due to the non-specific clinical man-
ifestations, which lacked special symptoms
such as abdominal pain, fever, night sweats,
loss of appetite, weight loss, jaundice, diar-
rhoea or peripheral lymph node enlarge-
ment, pancreatic tuberculosis is often
misdiagnosed as a malignant tumour.8 The
current patient was considered for tumour
admission at the time. Several reported
cases underwent laparotomy due to the

Figure 5. Approximately 5 months after hospital admission, enhanced computed tomography imaging of
the abdomen of a 60-year-old female farmer that presented with upper abdominal pain and a 3-month
history of intermittent upper abdominal pain accompanied by nausea showed no obvious thickening of the
tube wall in the horizontal part of duodenum (black arrows), a clear fat space around the duodenum, small
lymph nodes around the horizontal part of duodenum and retroperitoneum, showing uniform enhancement
(white arrows); (a & b) the arterial phase axial position; (c) portal vein phase axial position and (d) coronal
position.
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preoperative suspicion of malignancy and
the final postoperative pathological exami-
nation was pancreatic tuberculosis.9,10

Many cases of pancreatic tuberculosis
are confirmed by postoperative pathologi-
cal examination.11,12 Recent findings sug-
gest that EUS-FNA is very important in
the treatment process of pancreatic solid
space-occupying lesions without pulmonary
tuberculosis.13 If the results of EUS-FNA
indicate a granuloma, but there is no case-
ous necrosis and negative acid fast staining,
then PPD, ESR and T-SPOT tests should
be undertaken.13 If these tests are positive,
tuberculosis should be considered clinically
and further tuberculosis tests should be
conducted.13 This current case also con-
firms this approach. Various non-typical
symptoms are observed in abdominal tuber-
cular infections, but this current case only
presented with upper abdominal pain and
nausea. The current treatment of tubercular
infections has been well developed over
many years; but the core challenge remains
the precise diagnosis. When given the cor-
rect diagnosis and treatments, this current
patient soon recovered.

Despite the increasing development
of imaging technology and the availability
of other diagnostic tests, the diagnosis of
abdominal tuberculosis remains difficult.
The diagnosis of duodenal tuberculosis
still relies on deep tissue biopsy for finding
granulomatous inflammation.14 At present,
the most common and effective means for
this is just endoscopy and biopsy. An endo-
scopic examination of the current case
observed no specific manifestations, but
there were general ulcers at the lesion
sites, multiple small ulcers, irregular bound-
aries that might have been accompanied by
nodular thickening or peripheral nodules.
At an intermediate or advanced stage of
the infection, an obvious rigid canal wall
and intestinal stenosis may be observed.15

However, it is difficult to undertake a
biopsy for tuberculosis when the infection

is in the submucosa. During sampling, the
specimen is shallow for the endoscopic
forceps, so it is difficult to obtain the submu-
cosal tuberculous granuloma. Thus, patholog-
ical results for relevant lesions often show
inflammatory tissue changes and a correct
diagnosis cannot be made by the results.16

Endoscopic ultrasonography-guided fine-
needle aspiration is an examination method
that uses fine needle aspiration at the lesion
site under the real-time guidance of endo-
scopic ultrasonography to obtain specimens
of cells, tissues or body fluids for cytological
and/or pathological diagnosis. In this cur-
rent case, her symptoms and signs were
non-specific and an imaging examination
did not provide valid signs. The cytological
results obtained by EUS-FNA should pro-
vide the most powerful evidence. The target
organs for EUS-FNA include the mediasti-
num, perigastric area, pancreas and most of
the peripancreatic area, perirectal and pelvic
areas. EUS-FNA is a less invasive, safe and
efficient technique for obtaining pathologi-
cal tissue than traditional biopsy methods,
which can be used to obtain histopathologi-
cal evidence of the pancreatic biliary tract
and surrounding lesions; and currently it
might become the best method for the diag-
nosis of pancreatic space-occupying lesions
of unknown origin.17 A meta-analysis
showed that the combined sensitivity and
specificity of EUS-FNA in the diagnosis of
pancreatic solid lesions were 86.8% and
95.8%, respectively.18 EUS-FNA is consid-
ered to be a safe procedure with a complica-
tion rate of approximately 1% and a
mortality rate of approximately 0.02%.19

The main complications are haemorrhage,
infection, pancreatitis and pneumothorax.19

With a highly effective diagnostic rate, min-
imal trauma and a low complication rate,
multiple or repeated passes may be per-
formed by EUS-FNA for biopsy.

In conclusion, this current case report
demonstrates that sometimes retroperitoneal
space-occupying lesions involving multiple
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organs are not neoplastic lesions but tuber-
culosis of the lymph nodes. Extrapulmonary
lymphatic tuberculosis can involve multiple
organs and by using EUS-FNA, the cytolog-
ical and histopathological findings can be
obtained in a timely manner to facilitate an
earlier diagnosis. This approach should also
help to avoid laparotomy or surgery, making
a definite diagnosis as early as possible,
which should reduce the misdiagnosis rate
and reduce the trauma to patients caused
by various medical procedures.
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