


Perianal tuberculosis, a Rare Extra-Pulmonary Form: A Case Report


ABSTRACT:
Gastrointestinal localizations of tuberculosis account for approximately 1% of cases of extra-pulmonary tuberculosis, and anoperineal localizations are sporadically reported in the literature. In this article, we present a case of tuberculous anal fistula in 64-year-old male, which showed favorable evolution with medico-surgical treatment. Establishing the diagnosis of anal localization is not always easy. We also discuss the diagnostic modalities and management approaches for this pathology.
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INTRODUCTION:
Abdominal tuberculosis is defined as Mycobacterium tuberculosis infections of the gastrointestinal tract, peritoneum or intra-abdominal solid organs. It constitutes about 12% of extrapulmonary TB and 1–3% of total tuberculosis. Abdominal TB is relatively uncommon in Taiwan compared with pulmonary tuberculosis, although it still remains a serious health threat. Ano-perianal tuberculosis may be associated with abdominal TB either as an extension of the original lesion or because of its spread via the lymphatics. [1]
The diagnosis of anal tuberculosis is often challenging and requires systematic investigation, particularly in endemic countries and when there is a suggestive clinical context. Histological examination of fistulectomy specimens is crucial for diagnosis[2]. Due to the rarity of this extra-pulmonary form of tuberculosis, we report a case of tuberculous anal fistula and discuss the diagnostic modalities and management strategies based on existing literature.
This case report holds significance because rare cases and their clinical manifestations provide valuable insights for other practitioners who may face similar situations. Detecting the disease at an early stage offers the best chance for cure. Early suspicion also allows doctors to take necessary precautions to protect themselves and the community.
CASE PRESENTATION
Patient Information: A 64-year-old male with no significant medical history and no tuberculosis in his surroundings, presented with symptoms suggestive of tuberculosis, including intermittent fever, especially nocturnal, anorexia, and weight loss, without any other associated signs especially rectal bleeding and diarrhea. Proctologic Examination, the examination revealed an ulcerated-looking and productive anal fistula with an external orifice at 8 o'clock at the posterior aspect of the upper thigh and an internal orifice at 8 o'clock (Figure 1). 
[image: C:\Users\azet\Contacts\Desktop\article\bk anal\images\WhatsApp Image 2023-06-08 at 23.15.06.jpeg]
Figure 1: External orifice at 8 o'clock at posterior aspect of the upper thigh
Diagnostic Process: Chest radiography, laboratory tests, and colonoscopy results were normal. 
Therapeutic Intervention: Under spinal anesthesia the patient underwent fistulotomy plus seton placement (Figure 2). Samples were taken for routine microbiology culture, which confirmed the presence of tuberculosis.
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Figure 2: Post-operative appearance of the fistulotomy plus seton
Pathological Study: Histology revealed the presence of epithelioid and giant cell granulomas (Figure 3).
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Figure 3: Epithelioid and giant cell granulomas on low power (x40)

Follow-up: At 8 weeks postoperatively, the seton fell off, and the patient received antibacillary treatment for a period of 9 months. The patient was followed up for 8 months after surgery, with no recurrence observed, and complete healing of the wound (Figure 4).
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Figure 4: Appearance after complete healing of the wound
HIV status: The diagnostic assessment included HIV status, which was found to be unknown
DISCUSSION: 
Tuberculosis can affect various parts of the gastrointestinal tract, including the peritoneum, stomach, duodenum, ileocaecal region, colon, and rectum. Perianal involvement however is a rare extra-pulmonary form of tuberculosis, and most published cases are reported as case reports[1], [3]
Several pathways of tuberculosis dissemination exist. Anal contamination typically arises from the ingestion of respiratory secretions containing significant quantities of Mycobacterium tuberculosis bacilli. Other proposed mechanisms for the presence of tubercle bacilli in the perianal region include hematogenous dissemination from the primary lung focus during childhood, followed by reactivation, and direct extension from nearby organs, facilitated by lymphatic channels originating from infected nodes, occasionally, contamination may occur through inoculation or ingestion of food contaminated with tuberculosis bacilli[4], [5].
Among the reviewed case reports, males were more commonly affected than females, with the majority of cases occurring during the fourth decade of life [1], [3]. Shukla et al. [6] reported that 15.6% of patients undergoing surgical repair of anal fistula in a tuberculosis-endemic region were found to have tuberculosis upon histopathological examination. The incidence of tuberculosis has increased due to the onset of acquired immunodeficiency syndrome [7]. Four clinical forms of anal tuberculosis have been described: verrucous, ulcerated, lupus, and military [8]. Currently, the most common form (60% to 100% of cases) appears to be a simple or complex fistula, often presenting with an abscess at the anal margin [9]. Differentiating tuberculosis fistula from a cryptoglandular fistula is challenging, as there are no specific functional signs or preferred sites [8], [10]. These long-standing fistulas are often complex and recurrent despite appropriate surgical treatment [8], [10]. The tuberculin skin test remains a valuable diagnostic tool, with a positive result in 75% of cases [11]. Histological or bacteriological analysis is essential for the definitive diagnosis of anal tuberculosis. The typical histologic lesion is the presence of epithelioid and giant cell tubercles surrounding a zone of caseous necrosis, although the presence of caseation is not always consistent and can pose diagnostic challenges, particularly in cases of Crohn's disease with anoperineal involvement [9]. Diagnosis can also be achieved by direct examination (Ziehl-Nielsen stain) and culture for Koch's bacillus in anal lesions. To expedite the diagnostic process (which usually takes 3 to 4 weeks), newer techniques such as polymerase chain reaction (PCR), GeneXpert, and histopathology (HPE) have been introduced. PCR-based detection of TB has shown significantly higher sensitivity compared to histopathology and GeneXpert [12]. 
Surgical treatment of the fistula aims to ensure good drainage of infected lesions and flattening of the fistulous tract. The approach may involve one or multiple stages depending on the location of the fistulous tract relative to the sphincter apparatus [9], [13]. In regions with multi-drug resistant TB, additional antibiotics such as Streptomycin may be added to the standard four-drug antibiotic therapy regimen [14].
Recurrences are infrequent once anti-tuberculous therapy has commenced [15]. Thus, early diagnosis is imperative in such patients to mitigate recurrences and avoid further surgical interventions for this readily treatable condition [4], [15].
Conclusion:
This case illustrates the diagnostic challenges, requiring a combination of clinical suspicion, histopathology, and microbiology. A multidisciplinary approach, including both medical and surgical treatments, proved effective.
Tuberculosis of the anal region, though rare, should be considered in cases of chronic anal fistula, especially in endemic areas, this underscores the importance of early recognition and comprehensive management strategies to prevent recurrences and unnecessary surgical interventions in patients with tuberculous anal fistulas [15]. 
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