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TUBERCULOSIS IN ELDERLY

Toshinobu YOKOYAMA, Toru RIKIMARU, Rumi GOHARA,
Yoshiko SUEYASU, and Hisamichi AIZAWA

Abstract We compared patients with active tuberculosis
treated at Kurume University Hospital between cases 65 years
and above and below 65. The comparison included immuno-
logic and clinical features. Anergy to tuberculin skin tests
with purified protein derivative (PPD) was evident in 7% of
patients under 65 and in 14% of those over 65. Older patients
had fewer lymphocytes in peripheral blood and lower serum
concentrations of interferon (IFN)-y than younger patients.
Complications were more frequently seen in patients above
65, but the time required for negative conversion of sputum
cultures did not differ by age. Adequacy of the regimen of
chemotherapy and the sensitivity to anti-mycobacterial drugs
were the most important determinants of the time for negative

conversion of sputum culture. Major clinical problems of old

tuberculosis patients were concurrent diseases, bed ridden
states, necessity of nursing care, and poor performance status
of patients.
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Fig. Comparison of number of lymphocytes in
the peripheral blood on and not on hemodialysis
patients
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TUBERCULOSIS IN PATIENTS UNDERGOING HEMODIALYSIS

Toshinobu YOKOYAMA, Toru RIKIMARU, Rumi GOHARA, Hisashi WATANABE,
and Hisamichi AIZAWA

Abstract We studied patients who were diagnosed as active
tuberculosis while undergoing hemodialysis at Kurume
University Hospital. The observation included immunologic
and clinical features. Cellular immunity was depressed in our
patients undergoing hemodialysis, as evident from the
decreased numbers of lymphocytes and anergy to tuberculin
skin tests with purified protein derivative (PPD). Further, in a
few patients, hemodialysis was shown to eliminate IFN-y
from the blood. Various antituberculous chemotherapy
regimens have been studied in hemodialysis patients.
Although the incidence and mortality of tuberculosis have
been reported to be higher in hemodialysis patients than in the
general population, the clinical outcome of our cases was
favorable in this study. One important notice is to recognize

promptly peripheral neuropathy while treating tuberculosis
associated with hemodialysis, and this could be prevented by
the adequate use of pyridoxine.

Key words : Tuberculosis, Hemodialysis, Tuberculin reac-
tion, IFN-y
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Case Report

A CASE OF PULMONARY MYCOBACTERIUM AVIUM COMPLEX DISEASE
COMPLICATED BY INTERSTITIAL PNEUMONIA
WITH COLLAGEN VASCULAR DISEASE

Yoshihiro KOBASHI, Naoyuki MIYASHITA, Yoshihito NIKI, and Toshiharu MATSUSHIMA

Abstract A 45-year-old woman with scleroderma for 15
years duration, rheumatoid arthritis in the past five years, and
interstitial pneumonia in the past two years had been followed
at OPD. Although sputum had appeared and cough had
increased since January 2002, there was no obvious abnormal
findings on chest X-ray. Later, as a chest X-ray revealed an
infiltrative shadow with cavity in the right lower lung field,
we suspected pulmonary tuberculosis and performed the direct
smear examination of sputum immediately. As acid-fast
bacilli were positive (Gaffky 10) and the polymerase chain
reaction (PCR) test was positive for only Mycobacterium
avium, we diagnosed the case as pulmonary nontuberculous
mycobacterial disease.

This case was thought to be pulmonary nontuberculous
mycobacterial disease complicated with interstitial pneumonia
with collagen vascular disease as a secondary infectious type,

and as the cause of the disease, the decrease of the local
pulmonary defence mechanism due to pre-existing pulmonary
lesions was suspected.

Key words : Interstitial pneumonia with collagen vascular
disease, Pulmonary nontuberculous mycobacterial disease,

Decrease of the local pulmonary defence mechanism
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Case Report

RIFAMPICIN-INDUCED SEVERE THROMBOCYTOPENIA
IN A PATIENT WITH MILIARY TUBERCULOSIS

Tetsuya ONODA, Kazuo MURAKAMI, Ryousuke EDA, Akio HIRAKI,
Kiyoshi MAKIHATA, Kazushi TAKAO, Keisuke AOE, Tadashi MAEDA,
and Hiroyasu TAKEYAMA

Abstract A 74-year-old female visited a local clinic
complaining of fever on January 21, 2002. A chest X-ray and
a chest computed tomography (CT) showed diffuse micro-
nodules in all lung fields, which strongly suggested miliary
tuberculosis. On January 23, she was referred to our hospital
for further examinations. Though sputum was negative on
smear, culture, and polymerase chain reaction (PCR) for
M. tuberculosis, bone marrow aspirate examined on admis-
sion revealed epithelioid granuloma. Therefore we diagnosed
her as a miliary tuberculosis, and she was treated with 300
mg of Isoniazid (INH), 450 mg of Rifampicin, and 750 mg of
Streptomycin (SM) daily. Five days later, severe thrombo-
cytopenia (platelet count 0.3 X 104/;11) was observed. We
immediately discontinued all antituberculous drugs and
administered concentrated platelets and immune globulin.
Platelet-associated IgG was detected, and megakaryocytes
were slightly increased in moderately hypocellular marrow on
the bone marrow aspirate examined again after the appearance
of thrombocytopenia. Eleven days after discontinuing all

antituberculous drugs, platelet count recoverd to 10.2 X 10*
/pl. INH, SM, Levofloxacin (LV) were administered
afterward, and these drugs did not induce thrombocytopenia.
Though challenge administration of RFP was not performed,
we concluded that the thrombocytopenia was immunologi-
cally induced by RFP. We should keep in mind that RFP-
induced thromobocytopenia could appear in the first week
after the initiation of therapy.

Key words: Miliary tuberculosis, Thrombocytopenia, Drug-
induced, RFP
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