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Table Laboratory data on admission
Hematology Chemistry Acid fast test
WBC 6400 /pl Alb 3.7 g/dl Sputum
Seg 75 % AST 45 1U/I smear (—)
Mono 4 % ALT 211U/l culture (—)
Lym 13 % ALP 326 1U/I Bronchial lavage fluid
Eos 2 % LDH 241 1U/I smear (*)
Hb 11.3 g/dl BUN 24.5 mg/d! culture (+)
PLT 29.6 X10* /ul CRE 1.12 mg/d! TB-PCR (+)
Na 138 mEq//

Serology K 4.1 mEq/l QFT®TB-2G (+)
CRP 3.13 mg/d! HbAlc 6.4 % NIL 0.1
ESR 77 mm/hr E-N 17.08
IgG 1283 mg/d! Tumor marker C-N 16.54
IgA 193 mg/dl CEA 2.4 ng/ml/ M-N 16.57
IgM 33 mg/d/ CYFRA 2 ng/ml Myco Dot (+)
HBs-Ag (—) ProGRP 17.9 pg/ml
HCV-Ab (=) sIL-2R 3800 U/m!/

HIV-Ab (—)

L A
Fig. 1
(a) Chest X-ray on admission, showing multiple nodules in
upper lung fields.

(b) Enhanced Chest CT film on admission, showing multiple
nodules in both upper lung fields.
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Fig.2 Abdominal enhanced CT on admission.

(a) Hepatoduodenal lymph nodes (arrow, 50 X 50 mm).
(b) Splenic hilar lymph nodes (arrow, 40 X 25 mm), upper
paraaortic lymph nodes (arrow-heads, 60X30 mm), and
splenomegaly (67 X49 mm).
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Fig. 3 FDG-PET scan on admission, showing accumulation
in the nodule of right lung field (), upper mediastinal (2)),
anterior mediastinal (), right hilar (@), hepatoduodenal
(®), splenic hilar ((6)), upper paraaortic (7)), and superior
mesenteric () lymph nodes.
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Fig. 4 Abdominal plain CT 4 months after start of anti-
tuberculosis therapy.

(a) Hepatoduodenal lymph nodes (arrow, 30X25 mm),
decreasing in size.

(b) Upper paraaortic lymph nodes (arrow-head, 40X20
mm), decreasing in size.
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Case Report

A CASE OF TUBERCULOSIS WITH MULTIPLE LUNG NODULES,
ABDOMINAL LYMPHADENOPATHY, AND SPLENOMEGALY

I-2Masafumi HORIE, '"Megumi TARUI, 'Fumihiro KASHIZAKI, '"Masahiro KAWASHIMA,
1Junko SUZUKI, '"Masahiro SHIMADA, 'Kousuke ARAKI, 'Kousaku KOMIYA,
Yoshinori MATSUI, 'Nobuharu OHSHIMA, 'Kimihiko MASUDA, 'Atsuhisa TAMURA,
'Naohiro NAGAYAMA, 'Emiko TOYODA, 'Hideaki NAGALI, 'Shinobu AKAGAWA,
and 'Yutsuki NAKAJIMA

Abstract Abdominal tuberculous lymphadenitis is very rare.
We report a case of pulmonary tuberculosis showing marked
abdominal lymphadenopathy and splenomegaly. A 95-year-
old man was admitted to our hospital because of abnormal
chest X-ray and body weight loss in last 6 months. He had
low grade fever with no abdominal pain. He did not have past
history of tuberculosis. Laboratory examination showed mild
renal dysfunction and mild glucose intolerance. Soluble inter-
leukin 2 recepter was highly elevated (3800 U/m/). Tumor
markers, such as carcinoembryonic antigen (CEA), cytoker-
atin 19 fragment (CYFRA), and progastrin-releasing peptide
(Pro GRP) were all within normal limit. Chest X-ray showed
multiple nodules in bilateral lung fields. Chest computed
tomography showed multiple nodules in bilateral lungs, espe-
cially in upper part of lungs, right hilar lymphadenopathy and
upper mediastinal lymphadenopathy. Abdominal and pelvic
enhanced computed tomography showed marked abdominal
lymphadenopathy and splenomegaly (67 X49 mm). Abdom-
inal lymph nodes were hepatoduodenal (50 X 50 mm), splenic
hilar (40 X25 mm), upper paraaortic (30X 60 mm), and small
superior mesenteric (10X10 mm) lymph nodes. FDG-PET
showed accumulation in the nodules of right lung field, right
hilar lymph nodes, upper mediastinal lymph nodes, and abdom-
inal lymph nodes. Bronchial lavage fluid (BAL) smear for acid-
fast bacilli was positive, polymerase chain reaction for Myco-
bacterium tuberculosis was positive and acid-fast bacilli was

cultured. Transbronchial lung biopsy specimen demonstrated
non-specific intraalveolar organization and alveolitis. The
patient was diagnosed as pulmonary tuberculosis, but about
abdominal lymphadenopathy and splenomegaly we had to
differentiate malignant lymphoma, and for definite diagnosis,
laparotomy was necessary. But considering his age and gen-
eral condition, we followed up carefully with anti-tuberculosis
therapy. Pulmonary tuberculosis, abdominal lymphadenopathy
and splenomegaly all showed marked improvement 4 months
after starting anti-tuberculosis therapy with isoniazid, rifam-
picin, and ethambutol, so we clinically diagnosed abdominal

tuberculous lymphadenitis and splenic tuberculosis.
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