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Abstract

Peritoneal tuberculosis is a disease which can mimic malignancy especially in women present with ascites and
elevated CA125 levels. It always should be considered in the differential diagnosis. Peritoneal tuberculosis
with ambiguous patient symptoms and diagnostic difficulties still poses a great challenge in clinical practice.
A 33 years old woman was admitted to hospital with complaints of abdominal pain and shortness of breath.
Initially, elevated serum antigen CA-125, ascites, pleural effusion, and multiple suspicious nodules in the
lungs and abdominal cavity on CT were found, thus, diagnosing advance stage ovarian cancer. Biopsy
laparotomy was performed, and post-operative histological examination was peritoneal tuberculosis. The
patient was treated with first-line antituberculosis agents and discharged home. Almost in all other cases,
peritoneal tuberculosis is diagnosed only after surgical intervention.
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Introduction

Diagnosis of extrapulmonary tuberculosis 1is
difficult. Tuberculous peritonitis, accounting for 1 %-2
% of all tuberculosis cases, is caused by abdominal or
pelvic tuberculosis that involves the peritoneum V). The
postulated mechanism is tubercular bacilli reaching the
peritoneal cavity via the bloodstream or by direct spread
from the contiguous infected small intestine, lymph
nodes, and fallopian tubes ). Patients usually have
nonspecific symptoms and signs, such as abdominal

pain, abdominal distension, and poor appetite. The
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serum cancer antigen (CA)-125 can be elevated in both
ovarian cancer and peritoneal tuberculosis. Similar
clinical and image findings lead to diagnostic difficulty
and the challenge of distinguishing these two disease
entities.

Case Report

A 33-year-old nulliparous woman was admitted to
hospital with a two-month history of tenderness in the
abdomen who referred from another center to us with
reported ascites in ultrasonography and elevated CA-
125. She had fevers, chills, or night sweats and weight
loss. The significant patients past medical history were
only abortion five months ago. Her positive physical
findings were limited to her abdomen, which was grossly
distended, and although no masses were palpable,
ascites was present. On pelvic examination, the cervix
and vaginal walls were without gross lesions, and the
adnexa and uterus were not palpable secondary to the
ascites. Primary ovarian malignancy was suspected, and
the patient was referred to the gyne-oncology clinic.
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Laboratory showed a normal white cell count, a
haemoglobin of 12.02 g/dL and elevated CA-125 to
460.78 U/mL (normal range, <35 U/mL), CEA level
0.39 (normal range: 0-3.0 ng/mL), B-HCG level < 2
(normal range 0-5). Abdominal sonography revealed
ascites, and no mass were found. Abdominopelvic CT
revealed ascites, subdiaphragmatic nodules, enlarged
parailiaca lymph nodes, and adnexa mass (figure 1). The
liver, spleen, and kidneys appeared within normal limits.
A few days later she developed left pleural effusion, and
a chest tube was inserted (figure 2). Pleural fluid was
negative for AFB and malignancy. Chest CT showed
multiple subcentimeter nodules as well as a ‘tree in bud’
appearance throughout the lung parenchyma. Sputum
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analysis did not reveal any mycobacteria. The ascitic
volume decreased but became denser. The patient then
agreed to diagnostic laparoscopy. At laparoscopy,
the peritoneal cavity was difficult to enter with thick
adhesions and miliary seedlings (figure 3).

No intraabdominal mass was seen. Frozen section
facilities were not available; however, biopsies were
taken for tissue diagnosis, leaving the uterus and ovaries
intact. Histology revealed caseating granulomas with
epithelioid and Langhan’s type of giant cells (figure
4). The final diagnosis from the biopsy was peritoneal
tuberculosis. Symptoms resolved, and the CA125 levels
normalized after two months of antituberculosis therapy.
She is to continue her treatment for a total of 6 months.

Pt TR P A,

Figure 1. CT Abdominopelvic showed ascites, subdiaphragmatic nodules, enlarged parailiaca lymph nodes
and adnexa mass at anterior posterior (A); lateral (B).
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Figure 2. Chest CT showed pleural effusion and multiple subcentimeter nodules as well as a ‘tree in bud’
appearance throughout the lung parenchyma (A & B).

Figure 3. Intraoperative findings Miliary seedlings on peritoneum and serosal surface of bowel with dense
adhesions.
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Figure 4. Histopathology showed granulomatous inflammation - caseating granulomas with epithelioid and
Langhan’s type giant cells.

Discussion

The diagnosis of any extrapulmonary forms of TB
is especially difficult, particularly for the peritoneal type
as the symptoms and physical findings of the disease do
not substantiate the diagnosis. Diagnostic delays and
delayed initiation of treatment can lead to high morbidity
and mortality rates @). The signs and symptoms typically
associated with advanced ovarian carcinoma include
abdominal distension, ascites, and pelvic or adnexal
masses Y. Many of these women go on to have radical
surgery due to the difficulty of definitive preoperative
diagnosis of ovarian cancer and the low negative
predictive value of ascitic fluid cytology ©.

Abdominal tuberculosis can present with a similar
clinical scenario, with most cases diagnosed incidentally
at laparotomy. This has often led to unnecessary
extensive surgery, frequently in women of reproductive
age & 9. CA125 lacks specificity, elevated in many
conditions, including tuberculosis (7. One study showed
that CA125 titers higher than 1,000 U/ml correlated with

malignancy ®. However there was a reported case of
peritoneal tuberculosis with a CA125 level of 1,081 U/
ml @, This means that absolute CA125 levels are not
definitive in determining malignant versus nonmalignant
causes. Although CA125 levels are useful in monitoring
response to therapy in ovarian carcinoma, there has been
no report of CA125 levels declining without treatment
in malignant conditions (9. Chest radiographs can
be normal in patients with peritoneal tuberculosis,
approximately 40% of the time (1.

Abdominal CT in tuberculous peritonitis typically
shows smooth, strongly enhancing peritoneal thickening
and adirty omentum. Peritoneal carcinomatosis, however,
commonly shows nodular peritoneal thickening and a
nodular or caked omentum. Other findings that suggest a
diagnosis of tuberculosis include dense ascites, caseous
nodes and soft-tissue mesenteric and omental infiltration
(12) There are high false negative rates for tuberculosis
skin tests and AFB detection in pleural and peritoneal
fluid 3. For preoperative detection of tuberculosis,
ascetic fluid adenosine deaminase (ADA) and PCR
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analyses have proven to be useful. However, these tests
may not be available in all settings (1),

The determination of ADA in peritoneal fluid is
also helpful for TB diagnosis. This enzyme involves the
conversion of adenosine to inosine in the catabolism of
purines, and its levels are elevated in peritoneal TB due
to stimulation of T-lymphocytes by the immune response
to antigens of mycobacterial cells The estimation of
ADA levels in ascitic fluid have 98% specificity, 96%
sensitivity, 88% negative predictive value, and a high
positive predictive value of 95% (13, Levels more than
40 units per liter are indicative of tuberculosis (19,
Ultrasound-guided trucut biopsy has also been shown
to be a valuable first-line approach. All investigations
for diagnosing peritoneal tuberculosis have proven to
be inconclusive only histopathologic investigation
is confirmatory. Diagnostic laparoscopy or laparotomy
is usually necessary however, for definitive diagnosis,
where intraoperative frozen sections can aid in avoiding
unnecessary extensive surgery.

Conclusion

By the information given in this case report, one can
understand that peritoneal tuberculosis can often mimick
advanced ovarian cancer and peritoneal carcinomatosis.
It should always be considered in the differential
diagnosis, but the diagnosis is rarely easy for clinicians.
True diagnosis and then correct and careful follow-up
can save the patient’s life, and doctors should start the
treatment as soon as possible.

Acknowledgments: We thank the departments
of gynecology, radiology, and pathology at the Arifin
Achmad General Hospital for their assistance inmanaging
this patient. We would like to express our sincere thanks
to the Indonesia Tuberculosis International Meeting
(INATIME) event which facilitated us to present this
research on 5-7 April 2019 at Surabaya, Indonesia.

Ethics Statement

All procedures performed in studies / case report
were in accordance with the ethical standards of the
Ethics approval in Faculty of Medicine, University of
Riau, Pekanbaru, Indonesia. The authors explains the
aimed, benefits, and rights of the participant during the
process of collecting data to the patient’s guardian, if

the participant agrees we ask the participant to fill out an
informed consent sheet.

Conflict of Interest: The authors report no conflict
of interest in this publish.

Funding: one

Reference

1. Koc S, Beydilli G, Tulunay G, Ocalan R, Boran N,
Ozgul N, et al. Peritoneal tuberculosis mimicking
advanced ovarian cancer: a retrospective review of
22 cases. Gynecol Oncol. 2006;103(2):565-9.

2. Teh LB, Ng HS, Ho MS, Ong YY. The varied
manifestations of abdominal tuberculosis. Ann
Acad Med Singapore. 1987;16(3):488-94.

3. Rasheed S, Zinicola R, Watson D, Bajwa A,
McDonald PJ. Intra-abdominal and gastrointestinal
tuberculosis. Colorectal Dis. 2007;9(9):773-83.

4.  Shen-Gunther J, Mannel RS. Ascites as a
predictor of ovarian malignancy. Gynecol Oncol.
2002;87(1):77-83.

5. Boss JD, Shah CT, Oluwole O, Sheagren JN. TB
peritonitis mistaken for ovarian carcinomatosis
based on an elevated CA-125. Case reports in
medicine. 2012;2012.

6. Zaidi SN, Conner M. Disseminated peritoneal
tuberculosis mimicking metastatic ovarian cancer.
South Med J. 2001;94(12):1212-4.

7. Moss EL, Hollingworth J, Reynolds TM. The
role of CA125 in clinical practice. J Clin Pathol.
2005;58(3):308-12.

8. Le Thi Huong Du, Mohattane H, Piette JC, Bogdan
A, Auzeby A, Touitou Y, et al. Specificity of CA
125 tumor marker. A study of 328 cases of internal
medicine. Presse Med. 1988;17(43):2287-91.

9. Piura B, Rabinovich A, Leron E, Yanai-Inbar
I, Mazor M. Peritoneal tuberculosis mimicking
ovarian carcinoma with ascites and elevated serum
CA-125: case report and review of literature. Eur J
Gynaecol Oncol. 2002;23(2):120-2.

10. Gupta D, Lis CG. Role of CA125 in predicting
ovarian cancer survival -
epidemiological literature. Journal of Ovarian
Research. 2009;2(1):13.

11. Bhattacharyya S, Mandal A, Thakur S, Mukherjee
S, Saha S, Ghoshal A. Radiological evaluation of
chest in abdominal tuberculosis. J Clin Diagn Res.

a review of the



12.

13.

14.

Indian Journal of Forensic Medicine & Toxicology, January-March 2021, Vol. 15, No. 1

2011;5(5):926-28.

Lee WK, Van Tonder F, Tartaglia CJ, Dagia C,
Cazzato RL, Duddalwar VA, et al. CT appearances
of abdominal tuberculosis. Clin  Radiol.
2012;67(6):596-604.

Uzunkoy A, Harma M, Harma M. Diagnosis of
abdominal tuberculosis: experience from 11 cases
and review of the literature. World J Gastroenterol.
2004;10(24):3647-9.

Riquelme A, Calvo M, Salech F, Valderrama S,
Pattillo A, Arellano M, et al. Value of adenosine

15.

16.

835

deaminase (ADA) in ascitic fluid for the diagnosis
of tuberculous peritonitis: a meta-analysis. J Clin
Gastroenterol. 2006;40(8):705-10.

Akce M, Bonner S, Liu E, Daniel R. Peritoneal
tuberculosis mimicking peritoneal carcinomatosis.
Case reports in medicine. 2014;2014:436568-.
Mohamed M, Zainab H. Case Report: A 21 Year
Old Female with atypical presentation of TB
Peritonatis. Dar Es Salaam Medical Students’
Journal. 2008;15(1):40-2.





