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Abstract

Gastrointestinal localizations of tuberculosis account for 
approximately 1% of cases of extra-pulmonary tuberculo-
sis, and anoperineal localizations are sporadically reported 
in the literature. In this article, we present a case of tuber-
culosis anal fistula that showed favorable evolution with 
medico-surgical treatment. We also discuss the diagnostic 
modalities and management approaches for this pathology.
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Introduction

The diagnosis of anal tuberculosis is often challenging and 
requires systematic investigation, particularly in endemic coun-
tries and when there is a suggestive clinical context. Histological 
examination of fistulectomy specimens is crucial for diagnosis 
[1]. Due to the rarity of this extra-pulmonary form of tubercu-
losis, we report a case of tuberculosis anal fistula and discuss 
the diagnostic modalities and management strategies based on 
existing literature.

Patient and observation

Patient information: A 64-year-old male with no significant 
medical history and no tuberculosis in his surroundings present-
ed with symptoms suggestive of tuberculosis, including inter-
mittent fever, especially nocturnal, anorexia, and weight loss, 
without any other associated signs.
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Proctologic examination: The examination revealed an ul-
cerated-looking anal fistula with an external orifice at 8 o’clock 
at the root of the thigh and an internal orifice at 8 o’clock (Fig-
ure 1). 

Diagnostic process: Radiography, laboratory tests, and colo-
noscopy results were normal. 

Therapeutic intervention: The patient underwent fistulot-
omy plus seton placement (Figure 2). Samples were taken for 
routine microbiology culture, which confirmed the presence of 
tuberculosis. 

Pathological study: Histology revealed the presence of epi-
thelioid and giant cell granulomas (Figure 3). 

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 sur-
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Figure 1: External orifice at 8 o’clock at the root of the thigh.

Figure 2: Post-operative appearance of the fistulotomy plus seton.

Figure 3: Epithelioid and giant cell granulomas.

Figure 4: Appearance after complete healing of the wound.

gery, with no recurrence observed, and complete healing of the 
wound (Figure 4). 

Discussion

Perianal involvement is a rare extra-pulmonary form of tu-
berculosis, and most published cases are reported as case re-
ports [2,3]. Among the reviewed case reports, males were more 
commonly affected than females, with the majority of cases 
occurring during the fourth decade of life [2,3]. Shukla et al. 
[4] reported that 15.6% of patients undergoing surgical repair 
of fistula-in-ano in a tuberculosis-endemic region were found 
to have tuberculosis upon histopathological examination. The 
incidence of tuberculosis has increased due to the onset of ac-
quired immunodeficiency syndrome [5]. Four clinical forms of 
anal tuberculosis have been described: verrucous, ulcerated, 
lupus, and military [6]. 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 [7]. Dif-
ferentiating tuberculosis fistula from a cryptoglandular fistula 
is challenging, as there are no specific functional signs or pre-
ferred sites [6,8]. These long-standing fistulas are often complex 
and recurrent despite appropriate surgical treatment [6,8]. The 
tuberculin skin test remains a valuable diagnostic tool, with a 
positive result in 75% of cases [9]. Histological or bacteriological 
analysis is essential for the definitive diagnosis of anal tubercu-
losis. 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 [7]. 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 his-
topathology (HPE) have been introduced. PCR-based detection 
of TB has shown significantly higher sensitivity compared to 
histopathology and GeneXpert [10]. Surgical treatment of the 
fistula aims to ensure good drainage of infected lesions and flat-
tening 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 [7,11]. In regions with multi-
drug resistant TB, additional antibiotics such as Streptomycin 
may be added to the standard four-drug antibiotic therapy regi-
men [12].
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