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Abstract: Tuberculosis remains a frequent pathology in Africa and particularly 
in Morocco despite diagnostic and therapeutic progress. Peritoneal localization 
represents the most frequent form of intra-abdominal localization and is the 
second cause of exudative ascites after peritoneal carcinosis. The aim of our 
study is to determine the epidemiological and clinical aspects, and to evaluate 
the diagnostic and therapeutic difficulties. 
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INTRODUCTION 
Tuberculosis is a major public health 

problem in Morocco and in the world. 
Extrapulmonary tuberculosis accounts for nearly 
one third of reported cases of tuberculosis in 
Morocco [1]. Abdominal localization is relatively 
common and accounts for 5-10% of all localizations 
[2]. Abdominal tuberculosis can affect all organs and 
have atypical aspects both clinically and 
radiologically [3]. 

 
The pseudotumor form is a particular form, 

rare, which can erroneously point to malignant 
tumor pathology, especially since the 
symptomatology evolves in a context of altered 
general condition.  This diagnosis is difficult and 
often unrecognized. It should be evoked in the 
presence of a suggestive epidemiological context [3], 
concomitant pulmonary involvement, or a history of 
tuberculosis. Imaging is of great help in the positive 
diagnosis, mainly thanks to radioguided samples [4]. 
Once histological evidence is obtained, antibacillary 
treatment is often effective with a spectacular 
clinical and radiological evolution [5]. 

We report a retrospective study of 1 case of 
abdominal pseudotumor tuberculosis in an 
immunocompetent patient, collected in the 
department of gastroenterology at the Mohammed 
VI University Hospital of Marrakech, while 
highlighting the epidemiological and clinical 
particularities of this association as well as the 
difficulties of diagnosis and therapeutic 
management. 

  

OBSERVATION 
The patient was 31 years old, multiparous, 

with no notable pathological history, admitted for 
abdominal distension associated with chronic liquid 
diarrhoea at the rate of 3-4 stools per day without 
mucus or blood, all of which had been evolving for 6 
months in a context of feverish sensation and 
profound general deterioration. 

  
Clinical examination showed a cachectic 

patient. Her vital parameters were normal and she 
was not febrile. Her abdomen is distended with 
diffuse pain, particularly in the right and left iliac 
fossae, and on percussion there is a diffuse dullness. 
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 A puncture of ascites fluid was performed 
which showed a protid-rich ascites: macroscopic 
appearance, hematic, total protein: 63.5g/l, 
Leukocytes: 2560 /mm3, PNN: 768, mononuclear 
cells: 2560élm/mm3), the search for malignant cells: 
negative, ADA in fluid Ascite: 30UI/l and Absence of 
acid-fast bacilli. The CA125 level was high (1766 
IU/l) and the sputum was negative for BK. 

  
Chest X-ray came back noramle, Abdominal-

pelvic ultrasonography revealed ascites of great 
abundance partitioned, uterus of normal size and 
left ovary is increased in size and non-vascularized. 

  
The thoracic-abdominal-pelvic CT scan 

showed:On the thoracic level, presence of sub-

centimetric lymph nodes visible in Barety's lodge, 
FAP. Absence of pleuropericardial effusion. At the 
abdomino-pelvic level, the right ovary was normal in 
appearance, normo vascularized on color Doppler, 
measuring 3.23 x 1.41 cm, the left ovary was swollen 
compared to the contralateral ovary, measuring 4.12 
x 2.The left ovary was swollen compared with the 
contralateral ovary, measuring 4.12 x 2.52 cm, with 
two multipartitioned cystic formations (thin 
partitions), not vascularized on colour Doppler and 
without any detectable endocystic vegetations, no 
deep adenopathy and presence of a large peritoneal 
effusion visible in Morisson's space, perihepatically 
at the level of the two parietal-colonic gutters, and at 
the pelvic level. 

 
 

 
Fig-1: CT scan of the left ovary swollen in relation to the contralateral ovary, with two multipartitioned cystic 

formations (thin partitions), non-vascularized and without detectable endocystic vegetations and presence of a large 
peritoneal effusion 
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The decision of exploratory laparotomy was 
taken during which the exploration objectified the 
presence of umbilical hernia with uncomplicated 
epiploic content, multiple pelvic and abdominal 
adhesions with epiplo-parietal granulations and the 
adnexa are covered with granulations, a liberation of 
adhesions was carried out with sampling of the 
peritoneal liquid, multiple biopsies are taken and 
sent in pathology and bacteriology. 

  
Cytological examination of the two slides 

after staining with papanicola or shows on a 
hemorrhagic and inflammatory background made of 
lymphocytes, plasma cells, neutrophil polynuclear 
cells and macrophages, the presence of a few 
clusters of dystrophic mesothelial cells without 
notable cytonuclear atypia. A fibro-fatty fragment 
weighing 1.2g and measuring 2.5x2x0.5cm was 
found. It is brownish beige in colour and has a firm 
consistency. It was included in its entirety. 
Microscopy: On histological examination, the tissue 
is fibrofatty with confluent granulomas of variable 
size. They are made of lymphocytes, plasma cells, 
epithelioid cells and giant cells of Langhans type. 
Foci of caseous necrosis are also present. Absence of 
tumor proliferation within the limits of the specimen 
received. In view of this aspect. In the light of these 
results, the diagnosis of pelvi-peritoneal 
tuberculosis was retained. The patient was put 
under antibacillary treatment with 2ERHZ/4RH. 
  

DISCUSSION 
This clinical case illustrates the difficulty of 

diagnosing peritoneal TB mimicking peritoneal 
carcinosis. Peritoneal TB is a curable disease 
whereas peritoneal carcinosis is pathology of poor 
prognosis. The clinical signs in both cases can be 
quite similar making the differential diagnosis 
difficult. 

 
Peritoneal tuberculosis, which accounts for 

1-2% of all forms of TB, can develop anywhere in the 
abdominal-pelvic cavity, but it mainly involves the 
omentum, intestinal tract, liver, spleen or female 
genitalia in addition to the parietal and visceral 
peritoneum [6]. The pathophysiology of peritoneal 
tuberculosis is often hematogenous dissemination 
from a primary pulmonary focus [7]. The main risk 
factors for peritoneal tuberculosis are HIV-infected 
patients, diabetes mellitus and the presence of an 
underlying malignancy [8]. 

 
The symptomatology is polymorphic and 

not very specific, and may sometimes simulate 
ovarian cancer. Indeed, pelvic pain, abdomino-pelvic 
masses, ascites and weight loss in a picture of 

altered general condition may inaugurate the clinical 
picture in both pathologies. However, other clinical 
signs may be present, such as menstrual disorders 
like dysmenorrhea and amenorrhea, or urinary signs 
[9]. Infertility may be present in 5 to 10% of cases, 
and concomitant pulmonary or digestive 
involvement may point to this diagnosis, but is not 
constant and may be missed in 30 to 50% of cases 
[10]. 

 
Many studies in developing countries have 

shown that women are often misdiagnosed as 
having ovarian cancer, and it is only during surgery 
that the diagnosis of peritoneal tuberculosis is made 
[11]. 

 
Bacteriology of ascites can help in the 

diagnosis of peritoneal TB, but it has a low negative 
predictive value and cultures can take up to six 
weeks [12]. 

 
Among other diagnostic tools, CA 125 values 

can be used, often being elevated in ovarian 
carcinoma. However, CA 125 values can also be 
elevated in other conditions, such as an 
inflammatory state, making this cancer antigen 
aspecific for peritoneal TB [5]. 

 
As for the chest X-ray, it can be perfectly 

normal in 40% of TB patients, as was the case with 
our patient. Finally, tuberculin skin tests can 
diagnose tuberculosis infection, but a negative result 
does not rule out the disease. On the other hand, a 
positive tuberculin test does not indicate whether 
the infection is active or latent [13]. 

 
Therefore, the definitive diagnosis of 

peritoneal TB is currently often made during surgery 
where intraoperative biopsies are collected and 
analyzed [14]. 

 
Two studies using an enzyme-linked 

immunosorbent assay (ELISA) in the diagnosis of 
extrapulmonary TB have shown promising results, 
but more research is needed [15]. 

 
The treatment of pelvic tuberculosis is 

essentially medical. According to the World Health 
Organization and the American Thoracic Society, 
treatment for 6 months with intensive quadruple 
therapy (isoniazid, rifampicin, ethambutol, 
pyrazinamide) for two months, followed by 4 
months of maintenance treatment with daily dual 
therapy (isoniazid, rifampicin) is recommended [16, 
17]. 
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Surgical treatment may be indicated in case 
of a compressive or fistulized mass to flatten the 
caseous cavities [18]. The prognosis of pelvic 
tuberculosis is related to infertility in young women. 
The risk of tubo-ovarian infertility is estimated at 
39% [19]. 
 

CONCLUSION 
Pseudotumoral peritoneal tuberculosis is a 

rare and curable infectious disease. Its clinical, 
radiological and biological symptomatology 
simulates either a malignant ovarian tumour or a 
bilateral hydrosalpinx associated with ascites. The 
prognosis is related to tubo-ovarian infertility. 
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