0os C Zobzrd s Al 11 E A1 s 20049 131
o -
g WA ARen Agd A4 2eqd 19
9i3Zl - o2l - M0 - FUE - Ha - 2T
AEedeta o Hus AuAoE e 2ojw
= Abstract =
A Case of Tuberculous Peritonitis Diagnosed by Colonoscopic Biopsy
Hye Jin Park, M.D., Su Min Lee, M.D., Sun Mi Kim, M.D.,
Dae Chul Jeong, M.D., Seung Yeon Chung, M.D. and Jin Han Kang, M.D.
Department of Pediatrics, Our Lady of Mercy Hospital,
College of Medicine, The Catholic University of Korea, Seoul, Korea
Tuberculous peritonitis is a rare cause of intra-abdominal infection. Although sometimes
asymptomatic, most of the patients have fever, weight loss, abdominal pain, and edema. The
diagnosis of tuberculous peritonitis is difficult and sometimes delayed because of confusion
of the disease with other illnesses and the non-specificity of signs and symptoms. Tuber-
culous peritonitis is examined with ultrasonography and computerized tomogram, but con-
firmed by biopsy or tuberculosis culture. Ascitic fluid is exudates with a lot of lymphocytes
and elevated protein. Tuberculous peritonitis is treated successfully with isoniazid, rifampicin
for one year, pyrazinamide for first 2 months and streptomycin for first one month. We ex-
perienced one case of tuberculous peritonitis with transudate of ascitic fluid, confirmed by
biopsy using colonoscopy, and treated successfully.
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Fig. 1. Chest PA film shows left costo-phrenic an-
gle blunting with fluid shifting.



Fig. 2. Abdominal ultrasonography shows large
amount of ascites with floating echogenic septa.

Fig. 3. Abdominal CT shows thickened peritoneum
and omentum, loculated large amount of ascites,
and enlarged lymph nodes at para-aortic portion.
The bowel loop shows matting appearance.
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Fig. 4. This photography shows multiple granulo-
mas containing epithelioid hystiocytes, multinucle-
ated giant cell and lymphocytes in lamnina pro-
pria(H-E staining, *x400).

Fig. 5. A few acid-fast bacilli are observed(Ziehl-
Neelsen stain, %400).
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