
Although its etiology has not been completely un-
derstood, several etiologic theories have been pro-
posed, such as a chronic inflammatory reaction
against an unknown antigen or a defect in immu-
noregulation resulting in an excessive proliferati-
on of B lymphocytes and plasma cells in lymphoid
organs (1,3).             

Histologically, lesions of CD are divided into thre-
e types, as hyaline-vascular, plasma- cell and mi-
xed. The most common is the hyaline-vascular
type (accounting for 85%-90% of cases), and it is
found in localized form in 90% of cases, but rarely
in multicentric form. This type of CD predomina-
tes in the mediastinum and is very rare in the me-
sentery (1,6,7). Ultrasonography, CT and magne-
tic resonance imaging (MRI) have been proven to
be helpful in diagnosing CD (3,4).   

The differential diagnosis must include infectious
and inflammatory lesions such as lymphadenitis,
tuberculosis, sarcoidosis, toxoplasmosis, cytome-
galovirus, mononucleosis, and human immunode-
ficiency virus (HIV). Likewise, some tumors must
be included, such as lymphoma, sarcoma, metas-
tasis, neural tumor, and thymoma (8).    

The treatment for localized forms of CD is comple-
te surgical excision (6). In our case, a complete
surgical excision was made and no evidence of tu-
mor recurrence has been detected in the two years
since surgery. 

In conclusion, hyaline vascular CD in localized
form is very rare in the mesenteric root in the me-
dical literature. This rare and benign disease sho-
uld be considered in the differential diagnosis of
mesenteric mass in the abdomen.

654

REFERENCES
1. Gangopadhyay K, Mahasin ZZ, Kfoury H. Castleman dis-

ease (giant lymph node hyperplasia). Arch Otolaryngol
Head Neck Surg 1997; 123: 1137-9.

2. Rahmouni A, Golli M, Mathieu D, et al. Castleman disease
mimicking liver tumor: CT and MR features. J Comput
Assist Tomogr 1992; 16: 699-703. 

3. Meador TL, McLarney JK. CT features of Castleman dis-
ease of the abdomen and pelvis. Am J Roentgenol 2000;
175: 115-8. 

4. Garber SJ, Shaw DG. Case report: the ultrasound and com-
puted tomography appearance of mesenteric Castleman
disease. Clin Radiol 1991; 43: 429-30.  

5. Su IH, Wan YL, Pan KT, et al. Symptomatic mesentery
Castleman disease mimicking a pancreatic tumor. J Clin
Imaging 2005; 29: 348-51.   

6. Keller AR, Hochholzer L, Castleman B. Hyaline-vascular
and plasma-cell types of giant lymph node hyperplasia of the
mediastinum and other locations. Cancer 1972; 29: 670-83.

7. Goodisson DW, Carr RJ, Stirling RW. Parotid presentation
of Castleman’s disease: report of a case. J Oral Maxillofac
Surg 1997; 55: 515-7.

8. Inoue Y, Nakamura H, Yamazaki K, et al. Retroperitoneal
Castleman’s tumors of hyaline vascular type: imaging
study. Case report. Clin Imaging 1992; 16: 239-42. 

Mehmet ASLAN1, Muharrem B‹T‹REN2, 
Cengiz BÖLÜKBAfi3, Abdullah ÖZGÖNÜL4, 
Serdar BOZKAYA4

Department of 1Internal Medicine Clinic, Özel Ercifl Capa
Medical Center, Ercifl, Van
Departments of 2Pathology, 3Gastroenterology and 4General
Surgery, Harran University, School of Medicine, fianl›urfa

Manuscript received: 11.07.2010 Accepted: 20.02.2011

doi: 10.4318/tjg.2011.0314

Address for correspondence: Abdurrahim SAYILIR
Türkiye Yüksek ‹htisas Teaching and Research Hospital, 
Department of Gastroenterology, Ankara, Turkey
E-mail: drabdurrahim@gmail.com

Abdominal tuberculosis mimicking gastric 
submucosal tumor

Midenin submukozal tümörünü taklit eden abdominal tüberküloz

To the Editor,

A 40-year-old man complaining of upper abdomi-
nal pain had been referred to us for a suspected

gastric tumor. The computed tomography of the
abdomen revealed a 5x4 cm mass arising from the



gastric body with several accompanying lympha-
denopathies (Figure 1A). His medical history inc-
luded only a splenectomy after traumatic injury
20 years ago. On admission, his laboratory fin-
dings were as follows: white blood cell (WBC) co-
unt 14160/mm3, hemoglobin (Hb) 12.7 g/dl, eryt-
hrocyte sedimentation rate (ESR) 60 mm/h, C-re-
active protein (CRP) 4.42 mg/dl (0-5), alkaline
phosphatase 373 U/L (40-129), and gamma- glu-
tamyl transferase 162 U/L (8-61). Gastroscopy
showed a protruding lesion, appearing submuco-
sal, with normal-appearing mucosa except for a
small ulcer on the top, about 4-5 cm in size, over
the body of the stomach on the side of the lesser
curvature. Endosonography showed heterogeneo-
us echoic lesion indistinguishable from the layers
of the gastric wall, measuring about 51x31 mm
(Figure 1B). Endoscopic- and ultrasonography-
guided biopsies were nondiagnostic. The patient

underwent diagnostic laparotomy that revealed
multiple intraabdominal lymphadenopathies, the
largest of which was adherent to the stomach. Ex-
cisional lymph node biopsy demonstrated necroti-
zing granulomatous inflammation with foci of
Langerhans giant cells. Acid-fast staining did not
reveal any acid-fast bacilli, but a polymerase cha-
in reaction (PCR) test for tuberculosis was positi-
ve. Thus, a diagnosis of tuberculous lymphadenitis
was made.

Abdominal tuberculosis may involve the gastroin-
testinal tract, peritoneum, lymph nodes, or solid
viscera; however, the peritoneum and abdominal
lymph nodes are the most common sites (1). Tu-
berculous lymphadenitis can mimic malignancy,
especially when adherent to adjacent organs. PCR
test of the biopsy specimen provides a faster, alter-
native route for diagnosis with high specificity (2).
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FFiigguurree  11.. AA.. Computed tomography of the abdomen revealed a 5x4 cm mass arising from the gastric body. BB.. Endosonography sho-
wed a heterogeneous echoic lesion indistinguishable from the layers of the gastric wall, measuring about 51x31 mm.
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