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Case Report: Unveiling the
hidden: a rare case of
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presenting as peritoneal
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Background: Endometrial tuberculosis (TB) is a rare form of extrapulmonary TB,
particularly uncommon in postmenopausal women. Its atypical presentation,
characterized by nonspecific symptoms, often leads to misdiagnosis, particularly
when it is confused with malignancies. Moreover, peritoneal tuberculosis,
although rare, can further complicate the diagnostic process due to its clinical
manifestations that resemble those of various cancerous conditions. The
coexistence of both endometrial and peritoneal TB in the same patient is
particularly unusual and presents a significant diagnostic challenge.

Case presentation: We report the case of a 49-year-old perimenopausal woman
who presented with chronic pelvic pain, ascites, and postmenopausal bleeding.
Initial imaging raised suspicion for peritoneal carcinomatosis. However,
histopathological and microbiological investigations confirmed the diagnosis of
endometrial and peritoneal tuberculosis. The diagnosis was established by the
detection of acid-fast bacilli and granulomas in the biopsies from the
endometrium and peritoneum. The patient was successfully treated with a
standard anti-TB regimen, showing a favorable clinical response and gradual
resolution of symptoms.
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Conclusion: This case underscores the importance of considering tuberculosis
in the differential diagnosis of pelvic pathologies, particularly in endemic regions
where TB is prevalent. It highlights the need for thorough investigation in cases of
atypical pelvic symptoms in patients with risk factors, even in the absence of clear
pulmonary symptoms. Including tuberculosis in the differential diagnosis could
prevent misdiagnosis and allow for more prompt and appropriate management.

endometrial tuberculosis, peritoneal tuberculosis, extrapulmonary tuberculosis,
perimenopause, case report

Introduction

Genital tuberculosis (GTB) accounts for approximately 9-44%
of extrapulmonary tuberculosis in women and is diagnosed in 1-
19% of women with infertility, depending on geographic region and
population studied (1, 2). However, its true prevalence remains
underestimated due to its frequently asymptomatic nature.

Its clinical presentation is often nonspecific, ranging from chronic
pelvic pain to abnormal uterine bleeding, and may mimic gynecologic
malignancies, leading to diagnostic delays (1). This case is unique
because it highlights a rare coexistence of endometrial and peritoneal
tuberculosis in a 49-year-old woman, initially misdiagnosed as
peritoneal carcinomatosis based on imaging findings.

The overlapping clinical and radiologic features with advanced
ovarian cancer underscore the importance of including tuberculosis
in the differential diagnosis, especially in endemic regions (3).
Accurate diagnosis in our case was achieved only through
histopathological examination and molecular testing, emphasizing
the crucial role of tissue biopsy in distinguishing tuberculosis from
malignancy (3).

Patient information

A 49-year-old perimenopausal woman presented with a 6-
month history of chronic pelvic pain, abdominal bloating,
unintentional weight loss, and postmenopausal vaginal bleeding.
She had no personal or familial history of malignancy or
tuberculosis, and no known contact with TB-infected individuals.

Clinical findings

On examination, mild abdominal distension, lower abdominal
tenderness, and moderate ascites were noted. No pelvic masses were
palpable. Gynecological examination revealed no cervical abnormalities,
and the uterus was of normal size on bimanual exam.
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Timeline

* 6 months prior to presentation: Onset of pelvic pain,
abdominal bloating, and weight loss.

* First consultation: Identification of postmenopausal bleeding,
elevated CA-125, and imaging findings suggestive of
peritoneal carcinomatosis.

» Initial diagnostic approach: Transvaginal ultrasound
followed by attempted outpatient endometrial sampling
with Pipelle (non-diagnostic due to scant tissue).

Subsequent steps: Decision for diagnostic laparoscopy due to
diagnostic uncertainty and concern for advanced malignancy.

* Histopathologic confirmation: Endometrial and peritoneal
biopsies consistent with tuberculosis.

* Treatment initiation: Anti-tuberculous regimen started.

* 3 months post-treatment: Resolution of bleeding and ascites.

e 12-month follow-up: Asymptomatic status, normalized
CA-125, and regression of lesions on imaging.

Diagnostic assessment

Initial laboratory evaluation revealed an elevated CA-125 level of
265 U/mL, while CEA and CA 19-9 were within normal limits, and
HIV serology was negative. Transvaginal ultrasonography was
performed; however, images could not be archived at the time of the
examination. The ultrasound demonstrated irregular endometrial
thickening with hyperechoic foci. Considering the patient’s age and
clinical presentation, an endometrial biopsy using a Pipelle device was
attempted but yielded insufficient tissue for diagnosis. Due to persistent
abnormal bleeding and imaging findings suggestive of peritoneal
carcinomatosis, further diagnostic evaluation was deemed necessary.

Contrast-enhanced CT revealed ascites, omental caking, peritoneal
thickening, and nodularity (Figures 1, 2). Although malignancy was
suspected, peritoneal fluid cytology showed no malignant cells, and
tumor markers were not strongly suggestive. A formal staging workup,
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FIGURE 1

Axial (a) and sagittal (b) sections of a contrast-enhanced abdominopelvic CT scan obtained during the portal venous phase, demonstrating
hypodense and irregular endometrial thickening (red arrow), accompanied by a significant peritoneal effusion (white star) and thickening of the

pelvic peritoneal layers (white arrow).

including thoracic imaging, was performed. Multidisciplinary tumor
board discussion favored a diagnostic laparoscopy in the absence of a
conclusive diagnosis by noninvasive means.

Diagnostic laparoscopy (Figure 3) revealed classic signs of
peritoneal tuberculosis: numerous whitish tubercles, dense
adhesions, and granulomatous plaques. Biopsies were taken from
the peritoneum and endometrium. Histopathological analysis
confirmed caseating granulomas with Langhans giant cells,
characteristic of tuberculosis (Figure 4). GeneXpert MTB/RIF
assay on peritoneal fluid was positive for Mycobacterium
tuberculosis, and cultures were initiated. No evidence of
malignancy or dysplasia was identified on histology, and
thorough sectioning ruled out synchronous endometrial

carcinoma with granulomatous reaction.

Diagnosis

Endometrial tuberculosis with associated peritoneal
tuberculosis, mimicking peritoneal carcinomatosis.

Therapeutic intervention

The patient was treated with standard first-line anti-
tuberculous therapy:

* Rifampicin 600 mg/day

* Isoniazid 300 mg/day

* Pyrazinamide 1500 mg/day
* Ethambutol 1200 mg/day

This intensive phase lasted for two months, followed by a four-
month continuation phase with rifampicin and isoniazid. No
significant adverse events were reported during treatment, and
adherence was confirmed through monthly follow-ups.

Follow-up and outcomes

Three months after initiating treatment, postmenopausal
bleeding had ceased, and the patient reported marked

FIGURE 2

Axial contrast-enhanced CT images acquired during the portal venous phase reveal micronodular infiltration of the peritoneal fat, characteristic of an
‘omental cake’ morphology (red arrow), alongside peritoneal soft tissue nodules (white arrow) with peritoneal effusion and diffuse thickening of the

peritoneal layers (black arrow).
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FIGURE 3

Laparoscopic findings: white peritoneal tubercles, adhesions, and granulomas confirming the diagnosis.

symptomatic improvement. Repeat CA-125 level had decreased to
28 U/mL. Given the favorable clinical and biological response, no
follow-up imaging was performed. At one-year follow-up, the
patient remained asymptomatic, with normal laboratory
parameters and a normal gynecologic examination.

Patient perspective

The patient expressed optimism following her diagnosis and
treatment. She reported significant improvement in symptoms,
including reduced pelvic pain and postmenopausal bleeding, which
had previously affected her quality of life. Satisfied with the care
provided, she remains hopeful for a full recovery, feeling reassured
about her health moving forward.

Informed consent

The patient provided written informed consent for publication
of her clinical details and images.

Discussion

Endometrial tuberculosis (TB) is an uncommon manifestation
of genital TB, often presenting with nonspecific symptoms such as
abnormal uterine bleeding, pelvic pain, or infertility. Its rarity and
variable clinical presentation pose a diagnostic challenge,
especially when it mimics malignancies such as peritoneal
carcinomatosis. In this case, the patient exhibited extensive
peritoneal involvement, ascites, and imaging features highly

FIGURE 4

(a) Peritoneal tissue with epithelioid and gigantocellular granulomas; (b) endometrial mucosa largely rearranged by a dense inflammatory and
granulomatous infiltrate of epithelioid and gigantocellular granulomas associated with numerous neutrophils and eosinophils. The few residual
endometrial glands (White arrow) are the site of exocytosis of inflammatory elements, without hyperplasia.
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suggestive of metastatic ovarian or endometrial cancer, leading to
an initial misdiagnosis.

The differentiation between endometrial TB and peritoneal
carcinomatosis is critical, as their management and prognosis
differ significantly. Imaging modalities such as ultrasound, CT,
and MRI may reveal ascites, omental caking, and peritoneal
thickening—findings commonly associated with peritoneal
carcinomatosis (1, 2). However, these radiological features are not
pathognomonic and can also be seen in infectious diseases,
including TB peritonitis (3). In our case, despite the strong
suspicion of malignancy, histopathological examination and
microbiological studies confirmed TB, emphasizing the
importance of tissue diagnosis in ambiguous presentations.

Several recent reports have highlighted a global increase
in extrapulmonary tuberculosis (EPTB), particularly in
immunocompromised individuals—including those with HIV,
diabetes, or receiving immunosuppressive therapy—as well as in
populations residing in TB-endemic regions. According to the
WHO Global Tuberculosis Report 2022, extrapulmonary forms
now represent up to 20-25% of all TB cases worldwide, and over
50% in some high-burden regions, such as sub-Saharan Africa and
Southeast Asia (4). The rising prevalence is attributed not only to
increased HIV co-infection but also to improved diagnostic
awareness and use of molecular testing methods like GeneXpert (5).

The hematogenous or lymphatic spread of Mycobacterium
tuberculosis to the endometrium and peritoneum can occur either
as a primary genital infection or secondary to latent TB reactivation
(6). In our patient, the absence of pulmonary involvement and the
lack of typical systemic symptoms, such as fever or weight loss,
further complicated the diagnosis.

From a clinical reasoning standpoint, this case illustrates a typical
example of anchoring bias: the diagnostic process was initially
oriented toward gynecologic malignancy due to the patient’s
perimenopausal status, ascites, and imaging suggestive of
carcinomatosis. The absence of endometrial sampling prior to
laparoscopy—such as a simple Pipelle biopsy—represented a missed
opportunity for a less invasive diagnosis. Moreover, the absence of
elevated CA-125 or constitutional symptoms did not prompt a
reconsideration of alternative diagnoses such as TB. This highlights
the importance of maintaining a broad differential, especially in
endemic settings, and guarding against premature closure.

The decision to proceed with diagnostic laparoscopy was made
in the context of extensive peritoneal involvement with inconclusive
noninvasive findings. In our institution, laparoscopy is preferred
when peritoneal carcinomatosis is suspected but cannot be
confirmed radiologically or cytologically. It provides direct visual
inspection and biopsy, enabling both diagnostic accuracy and
avoidance of unnecessary extensive surgery.

Endometrial tuberculosis can closely mimic advanced
gynecologic malignancies due to its tendency to cause adhesions,
ascites, and mass-like lesions (7). Previous studies have reported
cases where endometrial or peritoneal tuberculosis presented
similarly to ovarian cancer, often leading to unnecessary surgical
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interventions (8, 9). Therefore, a high index of suspicion is essential,
especially in patients from endemic regions or those with risk
factors such as prior TB exposure or immunosuppression (10). In
a retrospective cohort study of 138 patients initially suspected of
ovarian cancer, 5.7% were ultimately diagnosed with pelvic
tuberculosis (11). These patients exhibited clinical symptoms and
radiological features suggestive of malignancy, including complex
adnexal masses, ascites, and elevated CA-125 levels, which
complicated the differential diagnosis.

This diagnostic challenge is particularly concerning because
genital tuberculosis may lead to unnecessary and sometimes
extensive surgical procedures, such as exploratory laparotomies or
adnexectomies, driven by the initial suspicion of cancer. However,
appropriate anti-tuberculous treatment usually results in complete
resolution without the need for invasive surgery (11).

These findings emphasize the importance of comprehensive
diagnostic assessment and maintaining vigilance for tuberculosis,
particularly in areas with high prevalence. Use of additional
diagnostic modalities, such as endometrial or laparoscopic biopsy
for histological confirmation, along with specific imaging
techniques, should be prioritized to avoid overtreatment (11).

The cornerstone of treatment for genital tuberculosis remains a
prolonged course of anti-tuberculous therapy (ATT), typically
comprising a multidrug regimen of rifampicin, isoniazid,
pyrazinamide, and ethambutol for an initial intensive phase,
followed by a continuation phase with rifampicin and isoniazid
(12). According to WHO guidelines, the standard duration for
drug-susceptible extrapulmonary TB, including genital and
peritoneal forms, is six months, although longer regimens may be
considered in complex or relapsing cases (4, 12).

Several studies have demonstrated that ATT alone is highly
effective in achieving microbiological cure and symptom resolution,
even in advanced presentations involving ascites, pelvic adhesions,
or mass-like lesions that mimic malignancy (13). A prospective
cohort study by Sharma et al. (13) involving 112 women with
genital TB in endemic regions found a complete clinical response in
over 90% of cases after six months of ATT, with resolution of
bleeding, pain, and radiologic abnormalities.

In our patient, first-line anti-tuberculous therapy resulted in
marked clinical improvement within three months, supporting both
the diagnosis and the efficacy of medical management. Importantly,
early diagnosis and timely initiation of therapy can prevent
irreversible tissue damage, preserve reproductive function in
younger women, and avoid unnecessary surgical interventions,
especially when the disease mimics gynecologic malignancies.

Conclusion

This case highlights the diagnostic challenge of endometrial and
peritoneal TB in perimenopausal women, where symptoms often
mimic malignancy. A high index of suspicion, thorough
histopathological evaluation, and early initiation of treatment are
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essential for optimal outcomes. Multidisciplinary collaboration
between gynecologists, radiologists, and infectious disease
specialists is crucial to prevent misdiagnosis and unnecessary
surgical interventions.

Data availability statement

The original contributions presented in the study are included
in the article/supplementary material. Further inquiries can be
directed to the corresponding author/s.

Ethics statement

Written informed consent was obtained from the participant/
patient(s) for the publication of this case report.

Author contributions

MG: Methodology, Software, Writing - original draft. MM:
Conceptualization, Writing — original draft. GA: Formal Analysis,
Writing - original draft. AA: Conceptualization, Writing — review &
editing. WB: Software, Writing — review & editing. NB: Methodology,
Writing - original draft. FD: Data curation, Writing — review & editing.
LH: Methodology, Writing - original draft. NM: Project
administration, Writing — review & editing. CB: Validation, Writing
- review & editing. OS: Validation, Writing - review & editing.

References

1. Pang Y, Li Y, Xu D, Sun X, Hou D. Differentiating peritoneal tuberculosis and
peritoneal carcinomatosis based on a machine learning model with CT: a multicentre
study. Abdom Radiol (NY). (2023) 48:1545-53. doi: 10.1007/s00261-022-03749-1

2. Sharma JB, Sharma E, Sharma S, Dharmendra S. Female genital tuberculosis:
Revisited. Indian ] Med Res. (2018) 148:S71-83. doi: 10.4103/ijmr.IJMR_648_18

3. Abi El Hessen T, Saleem S, Hani RH, Chadli FZ, Makarem JA. Peritoneal
tuberculosis mimicking peritoneal carcinomatosis in an immunocompetent patient.
Cureus. (2022) 14:€31464. doi: 10.7759/cureus.31464

4. Bagcchi S. WHO's global tuberculosis report 2022. Lancet Microbe. (2023) 4:e20.
doi: 10.1016/S2666-5247(22)00359-7

5. Zumla A, Chakaya ], Centis R, D'Ambrosio L, Mwaba P, Bates M, et al.
Tuberculosis treatment and management—an update on treatment regimens, trials,
new drugs, and adjunct therapies. Lancet Respir Med. (2023) 11:45-64. doi: 10.1016/
$2213-2600(22)00323-4

6. Tzelios C, Neuhausser WM, Ryley D, Vo N, Hurtado RM, Nathavitharana RR.
Female genital tuberculosis. Open Forum Infect Dis. (2022) 9:0fac543. doi: 10.1093/ofid/
ofac543

7. Abbassi H, Guerbej E, Bannour B, Bannour I, Nfikha Z, Boughizane S, et al. When
peritoneal tuberculosis mimics advanced ovarian cancer: A laparoscopic case from an
endemic region. Radiol Case Rep. (2025) 20:2588-93. doi: 10.1016/j.radcr.2025.02.012

Frontiers in Oncology

06

10.3389/fonc.2025.1607025

Funding

The author(s) declare that no financial support was received for
the research and/or publication of this article.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative AI was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

8. Purbadi S, Indarti J, Winarto H, Putra AD, Nuryanto KH, Utami TW, et al.
Peritoneal tuberculosis mimicking advanced ovarian cancer case report: Laparoscopy
as diagnostic modality. Int ] Surg Case Rep. (2021) 88:106495. doi: 10.1016/
jijscr.2021.106495

9. Yousefi Z, Saied S, Jafarian AH, Jalili J. Peritoneal tuberculosis mimicking ovarian
cancer: A report of two cases. ] Obstetrics Gynecol Cancer Res. (2022) 1. doi: 10.17795/
jogcr-8089

10. Sharma JB, Jain SK, Pushparaj M, Roy KK, Malhotra N, Zutshi V, et al.
Abdomino-peritoneal tuberculosis masquerading as ovarian cancer: a retrospective
study of 26 cases. Arch Gynecol Obstet. (2010) 282:643-8. doi: 10.1007/s00404-009-
1295-6

11. Devi L, Tandon R, Goel P, Huria A, Saha PK. Pelvic tuberculosis mimicking
advanced ovarian Malignancy. Trop doctor. (2012) 42:144-6. doi: 10.1258/
td.2012.120076

12. Nahid P, Dorman SE, Alipanah N, Barry PM, Brozek JL, Cattamanchi A, et al.
Official American thoracic society/centers for disease control and prevention/infectious
diseases society of America clinical practice guidelines: treatment of drug-susceptible
tuberculosis. Clin Infect Dis. (2016) 63:¢147-95. doi: 10.1093/cid/ciw376

13. Sharma JB. Current diagnosis and management of female genital tuberculosis. J
Obstet Gynaecol India. (2015) 65:362-71. doi: 10.1007/s13224-015-0780-z

frontiersin.org


https://doi.org/10.1007/s00261-022-03749-1
https://doi.org/10.4103/ijmr.IJMR_648_18
https://doi.org/10.7759/cureus.31464
https://doi.org/10.1016/S2666-5247(22)00359-7
https://doi.org/10.1016/S2213-2600(22)00323-4
https://doi.org/10.1016/S2213-2600(22)00323-4
https://doi.org/10.1093/ofid/ofac543
https://doi.org/10.1093/ofid/ofac543
https://doi.org/10.1016/j.radcr.2025.02.012
https://doi.org/10.1016/j.ijscr.2021.106495
https://doi.org/10.1016/j.ijscr.2021.106495
https://doi.org/10.17795/jogcr-8089
https://doi.org/10.17795/jogcr-8089
https://doi.org/10.1007/s00404-009-1295-6
https://doi.org/10.1007/s00404-009-1295-6
https://doi.org/10.1258/td.2012.120076
https://doi.org/10.1258/td.2012.120076
https://doi.org/10.1093/cid/ciw376
https://doi.org/10.1007/s13224-015-0780-z
https://doi.org/10.3389/fonc.2025.1607025
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

	Case Report: Unveiling the hidden: a rare case of endometrial tuberculosis presenting as peritoneal carcinomatosis
	Introduction
	Patient information
	Clinical findings
	Timeline
	Diagnostic assessment
	Diagnosis
	Therapeutic intervention
	Follow-up and outcomes
	Patient perspective
	Informed consent

	Discussion
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	Publisher’s note
	References




