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Fig. 1 Chest radiograph on initial examination, showing
infiltration in the right upper lung field.
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Fig.2 Abdominal radiograph (A) and CT (B), showing
ascites.
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Table Laboratory data on admission

Hematology Biochemistry
WBC 7400 /mm’ TP
Neu 89.0 % Alb
Eos 0.0 % LDH
Baso 0.0 % AST
Lymph 7.0 % ALT
Mono 4.0 % ALP
RBC 318 X 10* /mm’ y -GTP
Hb 10.9 g/di CHE
Ht 30.6 % T-CHO
Plt 43.3 X 10* /mm’ TG
ESR 57 mm/h BUN
93 mm/2h Cre
Serology
CRP 10.7 mg/d] Tuberculin skin test

Peritoneal effusion

4.9 g/dl Yellow, turbid
2.16 g/dl LDH 293 1U/1
146 1U/I Protein 3.6 g/di
571U/l ADA 65.3 1U/I
12 1U/I CEA 2.8 ng/m/
295 10U/ Cytology Class I
57 mg/d/ Differential count of WBC
27 10/ Lymph 96 %
126 mg/d! Neu 2%
102 mg/d! Smear of acid-fast bacterium
9 mg/dl negative
0.5 mg/d! Culture of acid-fast bacterium
negative
% PCR-TB negative
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Fig.3 Chest radiograph (A) and CT (B) after severe
dyspnea, showing bilateral pulmonary edema and pleural
effusion.
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Case Report

A CASE OF TUBERCULOUS PERITONITIS SHOWING A RAPID INCREASE OF
BILATERAL PLEURAL EFFUSION

Hirokazu TANIGUCHI and Saburo IZUMI

Abstract A 62-year-old man had been treated with INH,
RFP, EB, and PZA for pulmonary tuberculosis. Six months
after completing the treatment, he was admitted because of
low grade fever and abdominal distension. His abdominal
radiograph and CT showed ascites, which showed elevated
ADA. He was diagnosed as tuberculous peritonitis, and
treated with INH, RFP, and EB. Three days after starting
treatment, the ascites abruptly disappeared, followed by
bilateral pleural effusion and pulmonary edema. He was found
to develop ARDS. His pleural fluid was removed and treated
with steroid pulse therapy. In spite of improvement of dys-
pnea, general status gradually deteriorated and he died follow-
ing two months and a half treatment. Ascites causing a marked
increase in abdominal pressure in a patient with tuberculosis

peritonitis might move into the thoracic cavity with an
unknown mechanism, and the removal of ascites might be
needed to prevent this phenomenon.
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