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Anoperlneal Tuberculosis in an HIV Patient

Thisisacase of apreviousy healthy 40-year old Caucasian
male patient presenting on admission with progressive anal
ulcerative lesion and perianal fistulain the last two months
with purulent discharge, painful bowel movements and no
blood in stool or diarrhea. He has had a recent diagnosis of
HIV and Hepatitis C infection, without further medical work
up to date. He denied loss of weight, sweating, fever, anorexia,
abdominal pain, dysphagia, cough or any other respiratory
symptoms. He was a current tobacco smoker and revealed a
past history of abuse in alcohol and intravenous drugs. He
also denied having any form of tubercul osis diagnosed in the
past.

L aboratory studies showed normal val ues of haemoglobin,
haematocrit, total leukocyte count, platelets and erythrocyte
sedimentation rate. Liver enzymes and renal function tests
were a sowithinthenormal range. His chest x-ray wasnormal.

Figure 1. Ulcerated polipoid structure protruding through the anus
(white arrow) and perianal fistula with purulent discharge (black arrow).

Flgure 2A- Hemaoxylmleosne dtain of t|$ue showmg granuloma with necrosis (400x) B- Ziehl-Nielsen stan preparatlon showmg acid-fast bacillus (x400).

The physical examination showed no lymphadenopathy, and no pal pable mass or organomegaly were detected on abdominal
examination. Anoperineal examination showed an ul cerated polipoid structure protruding through the anus and aperiana fistula
with purulent discharge (Figure 1). Therest of hisphysical examination was unremarkable.

Biopsy of the anorectal lesion was performed. Hematoxylin/eosine stain of tissue showed inflammation and granulomawith
necrosis (Figure 2a). Ziehl-Nielsen stain preparation was positive for acid-fast bacillus (Figure 2b).

Patient’'s CD4 was 176 cells'mm? and HIV-1 RNA was 231.748 (5.36 1 og) copies. Patient was started on antiretrovirals (ZDV/
3TC/EFV) and treatment with tubercul ostatics was also begun with isoniazid, rifampicin and pyrazinamide. After 30 days,
perianal fistulahad dramatically reduced. The patient gained weight and had great relief of local pain. By theend of treatment (six
months), the lesions were totally heal ed.

Two hypothesis can explain anal involvement by TB: swallowing of respiratory secretions containing large quantity of
Koch'sbacillusor following reactivation of alatent focus[1,2,4].

Fistulaisthe most frequent lesion of anorectal and perianal TB (80% to 91% of cases). Thelong duration of perianal lesions
is very characteristic, as is recurrence of fistula despite well-managed surgical treatment, which indicates that histological
investigationsto look for TB on the excised tissue should be conducted in all cases, especialy in AIDS patients. The ul cerated
form of anal TB usually presents as a superficial ulceration and it may be very painful, or the patient may have only few
symptoms|[1,6]. Although theincidence of TB isincreasing in HIV patients, especialy in extra-pulmonary forms, anoperineal
regionisrarely affected [1,4].
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Anal tuberculosisislesscommon and has adistinct clinical presentation, when compared to other forms of gastrointestinal
TB. Tuberculousfistulae are usually multiple, with pain, local swelling and anal discharge, sometimes purulent. Constitutional
symptoms as anorexia, fever, weight loss or malaise usually are not present [2]. Differential diagnosisof anal TB must be done
specially with Crohn’sdisease, dueto similar clinical, radiol ogical and endoscopic features[1,7].

Histological examination is mandatory if the patient has had or still has tuberculosis elsewhere in the body [1,6]. Stool
culturesarerarely useful and they are not routinely performed [7, 8]. Thetypical histological lesion isthe epithelioid and giant
cell tubercle around a zone of caseous necrosis, but the characteristic caseation is not always present. Diagnosis can aso be
done by finding acid-fast bacillusin anal lesions by direct examination; cultureisalso possible. [1,6].

Thisbrief case report depictsan uncommon etiological cause of anal ulceration and perianal dischargeinaHIV patient. The
authors conclude that the diagnosis of TB has to be considered in the differential diagnosis of anoperineal ulcers and fistulae,
especialy in AIDS patients, since treatment with antitubercul ous agents may provide complete recovery [1,4].
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