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INTRODUCTION

In the Republic of Korea, the incidence of tuberculosis has de-
creased due to early diagnosis and treatment of pulmonary tu-
berculosis, improvement of nutritional status, and better public 
health (1). The incidence of extrapulmonary manifestation in pa-
tients with tuberculosis has increased compared to that in the 
past with 13.7 patients for every 100000 people in 2014 (2, 3). 
Abdominal tuberculosis is the most common condition of extra-

pulmonary tuberculosis, and lymphadenopathy is the most com-
mon form of abdominal tuberculosis (4). Fistulous tract forma-
tion caused by intestinal tuberculosis is rare, and fistula formation 
due to intra-abdominal lymphadenitis is even rarer. We report a 
case of nodo-colonic fistula caused by intra-abdominal tubercu-
lous lymphadenitis during treatment with anti-tuberculous med-
ication.
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Recently, the overall incidence of tuberculosis has decreased, but the incidence of 
an extrapulmonary manifestation in patients with tuberculosis has increased in the 
Republic of Korea. Although intestinal tuberculosis is not infrequent, a fistula 
caused by tuberculosis is a rare condition. A 23-year-old man presented with fever, 
diarrhea and right lower quadrant pain. A computed tomography (CT) scan revealed 
a lobulated, peripherally enhancing, low density mass in the mesentery. The patient 
underwent laparoscopic biopsy for necrotic lymph node, and intra-abdominal tu-
berculous lymphadenitis was diagnosed. Four months after initiating treatment with 
anti-tuberculous medication, the patient developed fever together with lower ab-
dominal pain. A follow-up CT scan revealed a fistulous tract that had developed be-
tween the initially noted lymphadenopathy and the proximal ascending colon. Lapa-
roscopic right hemicolectomy was performed as a curative treatment. This case 
suggests that a nodo-colonic fistula may occur as a paradoxical response in patients 
with intra-abdominal tuberculous lymphadenitis during treatment with anti-tuber-
culous medication.
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CASE REPORT

A 23-year-old man was referred to our hospital because of 
right lower quadrant pain and diarrhea. The patient presented 
with complaints of fever and abdominal pain for about two 
weeks prior. No abnormality was detected on colonoscopy, which 
was performed at another hospital. The patient presented with a 
blood pressure of 120/80 mm Hg, pulse rate of 88/min, and body 
temperature of 38.1°C. Laboratory findings showed mild eleva-
tion of inflammatory markers such as the erythrocyte sedimenta-
tion rate and C-reactive protein level. Culture of blood and urine 
samples showed negative results. Findings suggestive of pulmo-
nary tuberculosis were not detected on plain radiographs of the 
chest or on a sputum smear and culture for acid-fast bacilli.

An abdominal computed tomography (CT) scan revealed a 
lobulated, peripherally enhancing, low density mass in the mes-
entery of the right lower quadrant, indicating necrotic lymphade-
nopathy (Fig. 1A). The patient underwent a laparoscopic biopsy 
to confirm the diagnosis. Laparoscopic excision was not feasible 
because of the presence of severe adhesions. Moreover, examina-
tion of intraoperative frozen sections revealed a granuloma, sug-
gestive of tuberculosis. Histopathological examination showed 
chronic granulomatous inflammation with necrosis, and a poly-
merase chain reaction test for Mycobacterium tuberculosis was 
positive. The diagnosis was confirmed as tuberculous lymphade-
nitis, and anti-tuberculous treatment with isoniazid, rifampicin, 
ethambutol, and pyrazinamide was administered.

Symptoms improved initially, but after four months, the pa-
tient suddenly developed fever, chills, and lower abdominal pain. 
The patient underwent a follow-up CT scan for evaluation of the 
previous lymphadenopathy. The CT scan showed that the previ-
ous tuberculous lymphadenopathy had increased in size and now 
contained tiny air bubbles. Fistula formation was noted between 
the lymphadenopathy and the proximal ascending colon (Fig. 
1B, C). The patient underwent laparoscopic right hemicolectomy. 
Histopathological examination revealed chronic granulomatous 
inflammation with necrosis associated with tuberculosis and its 
involvement with the intestinal wall, pericolic soft tissue, and 
lymph nodes (Fig. 1D-F). The fistulous tract between the tuber-
culous lymphadenopathy and the proximal ascending colon was 
also observed on the gross specimen. After a few weeks, the 
symptoms were relieved. They were attributed to the abscess and 

the fistula. The patient took anti-tuberculous medication for 6 
months and was followed clinically.

DISCUSSION

In 2014, the number of newly notified patients with tuberculo-
sis in the Republic of Korea was 34869 cases (68.7 patients per 
every 100000 persons) and about one-fifth of them (6963 cases; 
13.7 patients per every 100000 persons) had extrapulmonary 
manifestations (3, 5). Abdominal tuberculosis is the most com-
mon form of extrapulmonary tuberculosis, and lymphadenopa-
thy is the most common manifestation of abdominal tuberculosis 
(4). On the CT scans, the majority with lymphadenitis showed 
enlarged lymph nodes with central low attenuation and a periph-
eral enhancing rim. Other observations include a conglomerate 
mass, enlarged homogeneous attenuated lymph nodes, and sev-
eral small homogeneous lymph nodes. This case was considered 
primary intra-abdominal tuberculous lymphadenitis with no evi-
dence of pulmonary tuberculosis.

Nagi et al. (6) reported that 7.6 percent of patients with gastro-
intestinal tuberculosis had localized perforation and fistula. Fis-
tula may form anywhere near the site of gastrointestinal tubercu-
losis, but the most common location is the ileum. Rare cases of 
tuberculous fistulas have been seen in the Republic of Korea. A 
case of choledocho-duodenal fistula, two cases of intestinal tu-
berculosis with a duodenal fistula, and two cases of nododuode-
nal fistula have been reported (7, 8).

In this case, the diagnosis was a confirmed tuberculous lymph-
adenitis by the initial biopsy examination, and clinical improve-
ment with anti-tuberculous medication was expected. Although 
the symptoms were relieved initially, the patient subsequently de-
veloped severe abdominal pain. The follow-up CT scan showed 
the formation of an intra-abdominal abscess and fistula which 
were managed surgically.

Cho et al. (9) reported paradoxical responses in non-HIV-in-
fected patients with peripheral lymph node tuberculosis. Al-
though these patients did not have intra-abdominal tuberculous 
lymphadenitis, 20% of patients with lymphadenopathy in the 
cervical, submandibular, axillary and inguinal areas showed par-
adoxical responses after receiving anti-tuberculous medication. 
Increasing size of the enlarged lymph nodes, discharging sinuses, 
and new enlarged lymph nodes were noted. In this case, it was 
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presumed that the tuberculous lymphadenitis, in the healing pro-
cess, lead to the formation of the intra-abdominal abscess and 
the fistulous tract to the proximal ascending colon. This observa-
tion, corresponding to the two cases of nododuodenal fistula 
during anti-tuberculous treatment, was regarded as a paradoxical 
response of tuberculous lymphadenitis to the medication.

Generally, the mainstay of treatment for a fistula caused by in-
testinal tuberculosis is conservative management, including anti-

tuberculous medication. Surgical management may be consid-
ered based on clinical symptoms. Spontaneous closure of the fistula 
may not occur even after four or six weeks of treatment (10).

In conclusion, this is a rare case of fistula formation, extending 
from intra-abdominal tuberculous lymphadenitis to the proxi-
mal ascending colon during anti-tuberculous treatment. To the 
best of our knowledge, there is no published literature describing 
a nodo-colonic fistula. It is crucial for radiologists to know the 

Fig. 1. A 23-year-old male patient with a diagnosis of intra-abdominal tuberculous lymphadenitis.
A. Initial abdominal CT scan demonstrates a lobulated, peripherally enhancing low-density mass (arrow) in the mesentery of the right lower 
quadrant.
B. Follow-up abdominal CT scan obtained four months later, shows an increase in the size of the mass, development of internal tiny air bubbles 
(empty arrow), and a fistulous tract (arrowheads).
C. Coronal reconstructed CT scan shows a fistulous tract extending to the proximal ascending colon (arrowheads).
D. Gross specimen obtained in the operation room shows a penetrating rod in accordance with the fistulous tract.
E. Histopathologic feature on this photomicrograph shows a pink, amorphous region in the center of a granuloma ringed by epithelioid cells, 
suggesting caseous necrosis (hematoxylin-eosin stain; high power field).
F. Another macroscopic view shows mural defects (arrowheads) suggesting fistula formation in the proximal ascending colon (hematoxylin-eosin 
stain; low power field).
CT = computed tomography
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various manifestations of tuberculosis in a country where it is en-
demic. A tuberculous fistula could be cured by conservative 
treatment. Therefore, radiologists might advise surgeons regard-
ing the treatment options, thus preventing unnecessary surgeries.
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항결핵제 치료 중 복강 내 결핵성 림프절병증에서 발생한  
림프절-대장 누공: 증례 보고

남경선 · 배경은* · 정명자 · 이지혜 · 강미진 · 김재형 · 김수현

최근 결핵의 전반적인 발병률은 감소하고 있으나 폐외결핵 환자의 비율은 한국에서 증가하고 있다. 장결핵은 드물지 않게 

발생하지만 결핵으로 인한 누공은 흔하지 않다. 23세 남자가 발열, 설사, 우하복부 통증을 보였다. CT에서 괴사성 림프절

이 관찰되었고 복강경을 이용한 조직생검에서 복강내 결핵성 림프절염으로 진단되었다. 항결핵제 치료를 시작하고 4개월 

뒤 환자는 갑자기 열감과 하복부 통증을 호소하였다. CT에서는 이전에 있던 림프절병증과 근위 상행결장 간의 누공이 관찰

되었다. 복강경하 우측 대장절제술을 시행한 후 증상은 호전되었다. 본 증례는 항결핵제 복용 중 복강내 결핵성 림프절병

증 환자에서 역설적으로 림프절-대장 누공이 발생할 수 있다는 것을 보여준다.
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