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Table Laboratory findings

Wl #5874 #1275 20124612 1

Blood chemistry Blood count Ascites
T-Prot 6.3 g/dL WBC 3300 /¢ L Color reddish
ALB 2.9 g/dL Hb 11.8 g/dL Protein 3.8 g/dL
T-Bil 0.5 mg/dL Plt 13.0 X104 /uL Glucose 113 mg/dL
ChE 121 U/L Cells 1430 /pL
AST 30 U/L Tumor marker Neutrophils 2.0 %
ALT 11 U/L CEA 2.3 ng/mL Lymphocytes ~ 91.0 %
LDH 211 U/L AFP 3.6 ng/mL Histiocytes 7.0 %
ALP 184 U/L CA19-9 0.1 U/mL Cytology (—)
y -GTP 17 U/L sIL-2R 4135 U/mL Mycobacteria
T-Chol 108 mg/dL Culture (—)
BUN 19.3 mg/dL Interferon gamma release assay PCR (—)
Crea 0.94 mg/dL QuantiFERON®-TB Gold (+) ADA 61.6 U/L
Na 143 mmoL/L CEA 0.7 ng/mL
K 4.9 mmoL/L Sputum
Cl 109 mmoL/L Mycobacteria (—)
CRP 1.12 mg/dL
glucose 97 mg/dL

ADA : adenosine deaminase

Fig. 1a Abdominal CT (axial view) discloses liver
cirrhosis, splenomegaly and ascites.

Fig. 1b Thoracic CT (axial view) reveals mediastinal
lymph adenopathy (arrow).

Fig. 1¢ Cervical and upper thoracic CT (coronal
view) discloses enlarged lymph nodes in right axillar
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Fig. 2 The pathological findings of the excised right axillar
lymph node include epithelioid granulomatous inflammation
with caseous necrosis (marked as “CN") and Langhans giant
cells (arrow heads), suggestive of mycobacterial infection
(HE stain, Lower magnification). Acid-fast stain was negative
(not shown).

BMUANDEGSE (TNt 5D, 7253978 RERE)
NGRS TR ADADEAR & 72 o 723 5D 0, Fit%
EERER - OENEETI2HE5DH D 5 5. MOKBME
MERE S ORBIZH L LC, REFTRIMITL AW
A5, M CA 125 EA 2 2B IF T a2t b H 50210,
$ 72, AEFITER LTI SIL2R IZGEME DO & 5
RBEGET RS LD, w2 T2 2 LAVREN
TWVb, KEFIRMOPEH 0% I 5 &, KR %
TOHIMFESIL2R A E R D T e DEZ SND, — K
WCAERZ RN R DB WZ BT 2 a2 % %,
PESECHIEMIIC X > CTHEE SN D 256D H 5205, BHE
DIRER L2 X ) REH L2 FEPHR S LR TIE,
WAT R R M 2 A bE T, HEITILENDH
bo AIEBITIIAERNE ) ¥ RO H Y, 1) o8
i RADSZBIWT D—B & 72 5 720

MR T AIEBI D K S 1K EITS W e S, 4
WCEARER A SR EORIEREIMRNT L2 EFICE W E
ENTWDEY, MBEEEREEEE3S LT 6 4 (17%) 12
JFFRZE % 5200 723051 70 &0, SRR IR 2k 0 LA AR
ELTIFMZIREELRDLDO DO THLI EERELT
Wb,

FERGMEIE I ST 722 & 2 s & LTl AT, ) vo%
TSR L CRIET 2 ERE0nE SNTWwE Y, K
JEBI LA RIS AHIKILIE R 2 580, BRIHPE RS A9 e
EEZ LN BFTAUIAE B R ILFRD B h o 72,
Zofl, Bk LA 7-HB TR Y o 2 Dok
BB EZ S TR 2RO R h o7z LA LED
5, MERE, MEES, S L) LoNHEIE RPN ) v N
5 DR H DNA DML, EEDY ¥ T ok



768

EARELTHY, BIHTEE Bbh 2 WA A HRI L%
RBRETHS) .

bW

AIEB) T IE AR HEAZ R OFEHIE T E 2 d - 72725,
ADA Bl 7 EONEARFT RIS Z, &P L7720 v 3 HEi%o
THEELALRR BT DS BWTICH T - 720

i B
KOV S 720, FIHMIEROSIRIIEH L 5.
X 73

1) M1 s, AR, REPREE, b KT ADA R
DHWH ARG U725 4R MRS B Je 0> 1 9. Jk e
JESHERE. 2004 ;78 1 916-922.

2) KIBTET-, /K HAZ, RERITESE, i @ MBEC AR L
TR TENE IR 98 8 BIDRRET. #ik%. 2011 ; 86 : 431-436.

3) Aguado JM, Pons F, Casafont F, et al.: Tuberculous perito-
nitis: a study comparing cirrhotic and noncirrhotic patients. J
Clin Gastroenterol. 1990 ; 12 : 550—554.

4) Sathar MA, Simjee AE, Coovadia YM, et al.: Ascitic fluid
gamma interferon concentrations and adenosine deaminase
activity in tuberculous peritonitis. Gut. 1995 ; 36 : 419—-421.

5) Riquelme A, Calvo M, Salech F, et al.: Value of adenosine
deaminase (ADA) in ascitic fluid for the diagnosis of tuber-
culous peritonitis: a meta-analysis. J Clin Gastroenterol. 2006 ;
40 :705-710.

6) BHFR—, Al A, EPE], Ml BRUFRZICAEDE

7)

9)

10)

1)

12)

13)

14)

FER% 95875 5127 20124F 12 H

L 724 A 2R NRZE ST 2 AT L 72 R M I 9 o>
1. FEHMEERE. 1991 ;39 : 601-605.

Demiroglu YZ, Turunc T, Aliskan H, et al.: Primary perito-
nitis due to brucellosis mimicking tuberculous peritonitis.
Turk J Gastroenterol. 2009 ; 20 : 135-7.

Kang HM, Oh TH, Kang GH, et al.: A case of Chlamydia
trachomatis peritonitis mimicking tuberculous peritonitis.
Korean J Gastroenterol. 2011 ; 58 : 111-116.

Joshi N, Yadav S, Singh B, et al.: Omental cyst presenting as
tubercular ascites. Journal of infection in developing coun-
tries. 2010 ; 4 : 183—186.

Kuno Y, Iyoda M, Aoshima Y, et al.: A case of tuberculous
peritonitis in a hemodialysis patient with high serum soluble
interleukin-2 receptor and CA-125 levels. Intern Med. 2010 ;
49 :1783-1786.

Takahashi S, Setoguchi Y, Nukiwa T, et al.: Soluble inter-
leukin-2 receptor in sera of patients with pulmonary tuber-
culosis. Chest. 1991 ; 99 : 310-314.

Avilés Inglés MJ, Contessotto C, Ontafién Rodriguez J, et
al.: Serum soluble interleukin-2 receptor: a useful indicator
of the clinical course in pulmonary tuberculosis. Tuber Lung
Dis. 1995 ; 76 : 130—135.

HARRA 2 - AR, TRBEZIRTIA Ko 4 ],
P, BT, 2009, 31-35.

Wang HK, Hsueh PR, Hung CC, et al.: Tuberculous peri-
tonitis: analysis of 35 cases. J Microbiol Immunol Infect.
1998 ;31 :113-118.

LI, s P, EHECR, b D AP O B INCE
EGMARAE T b o 7oA A BF U 7 A IS
2D 151, BARERRE. 1994 5251 131-135.



Tuberculous Peritonitis Accompanied by Lymphadenitis/T. Koga et al.

769

Case Report

A CASE OF TUBERCULOUS PERITONITIS ACCOMPANIED BY
LYMPHADENITIS IN A PATIENT WITH LIVER CIRRHOSIS IN WHICH
LYMPH NODE BIOPSY WAS USEFUL FOR ESTABLISHING THE DIAGNOSIS

"Takeharu KOGA, *Kunihide ISHII, *Ichiro SHIMA, >*Jun TAGUCHI, 'Tomoko KAMIMURA,
>Jun SAKOTA, and ?Takato UENO

Abstract A 62-year-old woman with liver cirrhosis devel-
oped ascites. She had been previously treated with a com-
bination of interferon and ribavirin therapy. The ascites was
bloody and of exudative nature. Radiological examinations
showed supraclavicular, axillar, and mediastinal lymphade-
nopathy. Biopsy of the axillar lymph node was performed
because of suspected malignancy, and the results showed that
the lymph node had granulomatous inflammation with caseous
necrosis and Langhans giant cells, suggestive of mycobacterial
infection. Furthermore, a DNA sequence specific to Myco-
bacterium tuberculosis was recovered from the same lesion,
leading to a diagnosis of tuberculous lymphadenitis. The
ascites and the lymphadenopathy subsided with anti-tubercu-
losis chemotherapy. Although bacilli were not detected in the
ascites, a high level of adenosine deaminase in the ascites,
the coexistence of tuberculous lymphadenitis, and the response

to anti-tuberculosis agents supported the diagnosis of tubercu-

lous peritonitis. Although tuberculous peritonitis is often diffi-
cult to diagnose, lymph node biopsy was useful to establish the
diagnosis in the present case.
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Tuberculous lymphadenitis, Adenosine deaminase, Lymph node

biopsy

Departments of 'Respiratory Medicine, 2Gastroenterology, *Sur-
gery, “Pathology, and *Radiology, Asakura Medical Associ-

ation Hospital

Correspondence to: Takeharu Koga, Department of Respira-
tory Medicine, Asakura Medical Association Hospital, 422—1,
Raiharu, Asakura-shi, Fukuoka 838—0069 Japan.

(E-mail: koga.tk@asakura-med.or.jp)



