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Table 1 Laboratory findings on admission
Hematology Biochemistry
WBC 14200 /p! T.Bil 1.3 mg/d TP 8.2 g/dl
Neu 87.6 % AST 95 1U/I Alb 3.1 g/dl
Eos 08 % ALT 116 10/l T.cho 157 mg/d!
Bas 09 % LDH 440 1U/1 FBS 86 mg/dl
Lym 42 % yGTP 519 1U/1
Mon 6.5 % ALP 3087 1U/! Urinalysis
RBC 366 X 10" /ul ZTT 253 U protein (2+)
Hb 9.6 g/d/ ChE 132 1U/1 glucose (—)
Ht 30.5 % BUN 10.7 mg/d! occult blood (—)
Plt 56.0 X 10" /ul Cr 0.56 mg/d!
UA 2.9 mg/dl Sputum
Serology Na 133 mEq// acid-fast bacilli
CRP 16.76 mg/d! K 4.3 mEq/! smear (1+)
HBsAg (—) cl 96 mEq/! TB-PCR (+)
HCVAb (-) Ca 9.0 mg/dl
HIVAb (-) P 3.4 mg/dl

Fig.1 Chest radiograph on admission shows the
bilateral pleural effusion.

BRoOBZMEE, WMEKKELZED (Fig. 22), 35IZHR
BXUMBEN) v 3HOEKX (Fig. 2bc), K, BED
BEE X OEMEOERZIFELED (Fig. 2d)o
FRREEE (Fig. 3) | ARRE2HHE» LA V=TV F
(INH) 250 mg/H, RFP450mg/H, =% > 7 h— ) (EB)
750 mg/H, ¥5 Y+ 3 F (PZA) 1.2g/HDOMR% B
L7ze ARBICHEESLHEDRERRZRD2120,
#3955 H b MR AL¥ A % 1T L, T.Bil 3.0 mg/d/,
D.Bil 2.1 mg/dl £ EEMEMOFHE Y VY ¥ MLIE % 20
oA, ASTBX UNALTOMEIZ L2572, RFPIZL 5
fE S - WAEE & % 2, INH, EB3 X U PZA % #E#5,
HEAHANS RFPEAFIEL, AL TS T (SM)
075g, 2E/ADHANZSZRELZ. £5HAICIE
TBIAE®EILL, ZOHIIFRENKEERNTH -7

7z, #15% H A 5 RFP % ik & 4% H 91225 mg/H TH
BAL7. #18% H MMM T, Mi# BUN27.7 mg/
dl, Cr225mg/dl L BHEEXBD/ /28, SM, PZA%H
kL, LE7aF4 2> (LVFX) 100mg/H%ZEML 7.
B, FEEOME, AMmKEL, W/MRELEIUE
BEEOHIBIT LA > 7. %215 HIZ BUN 28.9 mg/d/,
Cr33lmg/dl L EHEENHEL T\ /2728, RFPIZL S
BREEH BV, RFPEZFIEL, CCr120m/minThH > 72
Z &5, INHI00mg/H, EBS00mg/BHIEKS~E N
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dl, Cr255mg/dl L BEHEL /2729, BRAE~EI
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WKIMA T, mEREFHRES L UERERELBITL
7z (Table 2)o AFTHE& LB L T CRP, ASTH L UFALT
BHRELTED, 1gG, IgA, IgM, CHsoDEE% D7
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B0, R&EH 13g/H, R¥3,MGH X ' NAGH¥EH
WCEETH o720 FES0RB IS BT ERE AT
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Fig. 2 A contrast-enhanced chest and abdominal CT scan shows miliary shadow in random distribution throughout
the lung, wedge-shaped infiltration in pleural-based area of the right middle lobe, bilateral pleural effusion (Fig. 2a),
enlarged mediastinal and abdominal lymph nodes (Fig. 2b,c), ascites and edema of the mesentery (Fig. 2d).

Renal biopsy
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Fig. 3 Clinical course

Abbreviation RFP : rifampicin INH : isoniazid EB : ethambutol PZA : pyrazinamide
SM : streptomycin  LVFX : levofloxacin  PSL : prednisolon TH : ethionamide



nes Wi %834 W7 % 2008% 7 A
Table2 Laboratory findings at the time of day 38
Hematology UA 3.0 mg/dl Urinalysis
WBC 7200 /ul Na 138 mEq/! Protein 2+)
Neu 824 % K 3.3 mEq/l Glucose )
Eos 3.1 % cl 105 mEq/! Occult blood (1+)
Bas 0.7 % Ca 9.3 mg/d! Sediment
Lym 6.9 % IP 3.4 mg/dl Red blood cell 1~ 4 /HPF
Mon 6.9 % White blood cell 1~ 4 /HPF
RBC 296X 10" /ul Immunology Tubular epithelial cell 1~ 4 /HPF
Hb 8.1 g/dl IgG 2886 mg/d! Hyaline cast (1+)
Ht 256 % IgA 427 mg/d! Cellular cast (1+)
Plt 15.5%X10* /ul IgM 332 mg/dl
C3 138.0 mg/d! Biochemistry of urine
Serology C4 28.7 mg/d! Protein 1.30 g/day
CRP 5.44 mg/d! CHso 152.9 mg/d! BenceJones protein (=)
RAPA =) B.MG 78240 pg/!
Biochemistry ANA (-) NAG 40.8 U/l
T.Bil 0.4 mg/d! MPO-ANCA =)
AST 43 1U/I PR3-ANCA -) Renal function
ALT 511U/ SS-A/Ro Ab (-) CCr 20.3 m//min
LDH 196 1U/I SS-B/La Ab (=)
y GTP 68 1U/I M-protein =)
ALP 457 1U/I DLSTS.I. INH 203 %
ChE 159 1U/I RFP 83 %
BUN 23.6 mg/d] EB 167 %
Cr 2.52 mg/dl PZA 169 %

Fig. 4 - staining of renal tissue revealed a diffuse
infiltration of inflammatory cells into the interstitial
compartment. ( X400)
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Case Report

A CASE OF MILIARY TUBERCULOSIS WITH INTERSTITIAL NEPHRITIS
DUE TO RE-ADMINISTRATION OF RIFAMPICIN
TREATED SUCCESSFULLY WITH STEROID

Takeshi KAWASAKI, Yuka SASAKI, Aya DAN, Rei BEKKU,
Tomohiro HASHIMOTO, Masakatsu TAMAKI, and Fumio YAMAGISHI

Abstract A 26-year-old man was admitted to a hospital
complaing of continuous high fever and abdominal swelling.
As his sputum and ascites culture was positive for acid-fast
bacilli and PCR-TB, he was diagnosed as miliary tuberculosis,
tuberculous with pleuritis and peritonitis, and transferrd to our
hospital. After initiation of treatment with isoniazid, rifampi-
cin (RFP), ethambutol, and pyrazinamide, RFP was suspended
because of direct-reacting hyperbilirubinemia. As the liver
function recovered after discontinuation of RFP, low dose
of RFP was re-administrated and renal dysfunction was
observed. The renal dysfunction continued after discontinua-
tion of suspicious drugs including RFP. As renal biopsy
revealed interstitial nephritis, prednisolon 20 mg/day was
started and renal function recovered quickly. From the clinical

course and examination, we considered interstitial nephritis
was due to re-administration of RFP and steroid therapy was
effective.

Key words : Miliary tuberculosis, Rifampicin, Re-adminis-
tration, Drug-induced interstitial nephritis, Steroid therapy
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