Kekkaku Vol. 87, No. 12:765-769, 2012

765

U YN RSB T H o DR EBF L 72
IR 98, M%) N Hig o 1 Bl

R OSCHY
"R T

HHOFE R
SSEE M 2 h¥ REE

24T N

BE 62, Wl CHIFMHZREICN LTA Yy =7y - YNEY VHHREL 2T 72 05% 81X
ZLL, BBRBISERETH o720 ABED 6 7 Haih S ROBIKE RO TW2A, 35 HENIXIFICHE
A7 < MEERI I, KB E 7z, AR, BHETH Y, ABHAEORS, HEkE, Wi,
B EH) RO e, BEEREBOAIDER, WE) ViR X 23 E R
FTze EOKER, V) ¥ XE OB G R R A OKERE IR A (PCR) (2 TR N AR T- 3 F 4
THhotzZ s, BB v ikl # 2 bhiz, BAOREREAKZE MR L7 PCR TIEFEH R
I SNl 72, BWAKT T/ Vv F7 3 F— Rl SRR & Bl L, PRS-
WX DI L7z ZOREE, JEKRY) oSHlERDEE L, MEMIEIR S T R ASE S e
WD, BRIHEE RS G0 B 05, FRICHFREASRE S A OF L 72 R RE I 2% < 1 IR AR AV A A
BIAEA AR &L OB T 5o RREFTIZY U 8HEZESTBY, U U SHIERBZMIH

ﬁflfgf)o f:o

X=X KERPEINE G, PR, K, SRRV SOSEIR, TR VY FT IF—E, ) L

R

U &I

RIS I BUE CRIM A TH 578, K%
BB Z R S ERHESHOEL SR END, BN
WET AL ENE o RIS E0F L a2
JFREZE DAL D K & OFp 74 &, 2 %
B9 %o

iE Bl

IE Bl 62, Wik

F R ERER .

BURIE © s6 ket CBIF IS LCA vy —T7 1
VIRER ZT 7205, AR Z Loz 3AERNCHTEZ
Llrsn, FEZEEMMESEREBS LRI A v
y—7xzuarEyney) YL E AT o 7275 HCV O
BEAbIZRRO 5N T, BEBlgEh Tho72 ABED 674

Hui2 5 HEERIE R WD 00, WIS T RolEkE
RO, FAEEFHEICLLbDEEZ N, B
HCTHotze 34 AR HIHITHERZ EIIEHEE B
BT 5 L9107z, BEERZHOME, 37 Hiik
WA S 2R EKOIEINZ R D 72720, KEMED 729D
Abg& e o7z,

BEAERE @ 335k, 75 TUIBAMY, Wil S57&MF, HHEh
Bz 1 SE IR RE B BRAlT, HCV BuikByt: & I,

WS R 7 Lo BIBMEIEIEZ Lo

FIEHE - KB Lo

ABEREATF L ¢ 55 149.5 cm, RIE53.8 kg, &ikis W,
I 100/69 mmHg, BRIA90/45, ¥, #KiR36.3 C,
Y UOSEIMERZ: Lo o - IR HFRLTRERT R Lo
BEEE - R LB d D o OB CRIEREO T % 3 MidH
filtile TRUEREZ Lo MREAMAREIT R Z L. FEALE
Yo HIICEMMEIED D .

PIATRIM SR EE W PRE, 2 ALER AR, 256, RBLES IR,
S U

HAE O E LR, WA RN 2R B ER N AR, T 838-0069
& WL AT kAR 4221 (E-mail : koga.tk@asakura-med.or.jp)
(Received 17 May 2012/ Accepted 26 Jul. 2012)



766

Table Laboratory findings

Wl #5874 #1275 20124E12

Blood chemistry Blood count Ascites
T-Prot 6.3 g/dL WBC 3300 /uL Color reddish
ALB 2.9 g/dL Hb 11.8 g/dL Protein 3.8 g/dL
T-Bil 0.5 mg/dL Plt 13.0X104 /uL Glucose 113 mg/dL
ChE 121 U/L Cells 1430 /uL
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 (—)
7 -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).
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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 2Takato 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.

Key words: Tuberculous peritonitis, Liver cirrhosis, Ascites,
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)





