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Two Cases of Ascites. Two Cases of Two Cases of AscitesAscites. . 

CASE 1CASE 1CASE 1
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06/04/2008
• 44 year old Indian man
• Living in Hong Kong
• Regular travel to China (Guangzhou)
• Non smoker
• Chronic drinker (16u / wk for 20 

years)

Past Medical History
• DM on diet control 
• Liver cirrhosis (alcoholic) Childs B

– HbSAg and anti HCV negative
• Pancytopenia

– BMA: trilineage hyperplasia with 
moderate, mature looking plasmacytosis

– No monoclonal antibody
– USG 2/2008- hepatosplenomegaly
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Presenting History
• 2 week history of fever
• Morning peak
• Cough with daily blood stained 

sputum
• Occasional epistaxis (previously seen 

by ENT – non – specific)
• Progressive abdominal distension for 

2 weeks
• Diffuse abdominal pain – worse with 

movement and eating
• B/O normal with no GIB

Clinical Findings
• Temp 38.2 C
• BP 149/72 p 100
• SaO2 97% on RA

• Bilateral basal crepitations
• Abdominal ascites
• Jaundice
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Blood 
Results

6/04/200
8

35.3APTT
1.7INR
19.5PT

191PLT
10.4HGB
8.5WCC

1.5MONOCYT
0.7LYMPHO
6.2ANC

86ALP

111GGT
110AST
34ALT

54BILI 
83T.PROT
22ALB
87CR
127NA

6/04/2008
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Working Diagnosis

• Spontaneous bacterial peritionitis

Total cell count 1086 x 10^6/L
Red cell +
Neutrophil 79%
Lymphocyte 16%
Mononuclear 5%

Treatment

17/04/200811/04/2008Meropenam
11/04/20089/04/08Claforan
9/04/20087/04/08Meropenam
7/04/20087/04/08Zinacef

FINISH 
DATE

START 
DATE

ANTIBIOTIC



6

Peritoneal tapping

13751158165011001086Total
Cell
Count

16/0415/0411/0410/047/04Date

• Still persistent fever

• Suggestions??
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• CT Abdomen: 11/04/2008

• Enlarged, lobulated liver
• Splenomegaly 15cm
• Gross ascites
• Left renal stone
• Left basal atelectasis and pleural 

effusion
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• Developed tarry stool on 14/4/08
• OGD – 15/04/2008 - bleeding 

varicies with banding done
• OGD - 29/04/08 – no further 

bleeding, banding done

Persistent fever
• Sputum – MSSA
• Blood

– Anti HIV 1 & 2  - negative
– Typhoid two titre <1:50
– Weil felix <1:20
– B. pseudomallei IgG/IgM negative
– Malaria screen negative

• Peritoneal fluid
-CNS
-MTB PCR -ve x 4, +ve 12/04/2008
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Started HLE on 
17/04/2008

What now?

Total
Cell
Count

Date

820

21/04

440

23/04

1000

30/04
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Stop dateStart 
date

Drug

8/05/0817/04/08HLE
2/05/08Amikin

15/05/088/05/08IV HRMox
current15/05/08HREMox

• Anti TB treatment continued
• Culture confirmed mycobacterium 

species
• Fever finally settled after one month 

of treatment and the patient was 
discharged
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CASE 2CASE 2CASE 2

• Ms CIP
• 30 year old female
• NSND
• Good past health
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• 3/08
• Progressive abdominal distension for one 

month
• Fever
• Mild weight loss

Examination:
• Pale
• Poor nutritional status

Results
• CBP Hb 10.3, normocytic, lyphopenia
• R/LFT Normal
• Alb 34
• LDH 906
• CEA / AFP / Ca19.9 Normal
• Ca125 1090 U/ml (<24.8 U/ml)
• Ca 15.3 28.2 U/ml (<23.4 U/ml)
• Ferritin 727ng / ml
• ESR 40 – 80
• Normal Ig pattern
• Haptoglobin 301mg/dl (36 – 195 mg / dl)

• Mantoux test 5mm
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• CT Abdomen and Pelvis

- Abdominal ascites but no 
organomegaly / mass

- Enlarged mediastinal lymph nodes
- Minimal bilateral pleural effusion
- Multiple small patchy bilateral lung 

infiltrate

• Ascitic tapping
- Lymphocyte predominant
- Culture, AFB smear & cytology -

negative

• Bronchoscopy
- No endobronchial lesion
- Cultures, AFB Smear & Cytology -

negative
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• ECHO:
- No vegetations
- Good contractility
- Calcified posterior pericardium with 

restrictive pattern

• Gynaecology
- Normal examination
- USG pelvis 17/03/08 – normal except 

for ascites

What now?What now?What now?
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Treatment
• Empirical antibiotics – no response
• 20/3 – 3/04 -> TB treatment
- Week 1 – fever down
- Week 2 – high swinging fever 40 deg.

- Chills and rigors
- Poor appetiite

- TB treatment stopped
- CT – increasing thickness of 

peritoneum

Uncertain Diagnosis
• Referred to GH – CTSU  for further 

investigation

• ECHO – Mild pericardial thickening, 
no evidence of constrictive 
pericarditis or pericardial effusion
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Suggested Management?Suggested Management?Suggested Management?

Diagnosis Finally 
Confirmed

• Pleural biopsy – granulomatous
inflamation

• AFB culture subsequently positive 
from bronchial washing
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Subsequent treatment
• 21/04/08 - HRZE
• 21/04 – 9/05   Prednisolone 45mg daily

• 10/05 – Prednisolone 40mg daily

• Patient returned to Macau

• FU CA125 on 15/5/08 – 196.4 U/mL

Ca-25 in TB PeritonitisCaCa--25 in TB Peritonitis25 in TB Peritonitis
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Elevated CA 125 

11 consecutive patients with TB peritonitis

vs.

20 healthy controls

“RESULTS: Serum CA 125 levels were found to be elevated in all 
patients with tuberculous peritonitis. 

The mean level in the study group was 316.6 IU/ml, whereas the 
level was 13.8 IU/ml in the control group (p < 0.0001). 

Serum CA 125 normalization showed a very close correlation with 
the response to antituberculous therapy”

PUBMED Abstract only.
Simsek H, Savas MC, Kadayifci A, Tatar G. Elevated serum CA 125 concentration in 

patients with tuberculous peritonitis: a case-control study. Department of Internal 
Medicine, Hacettepe University Medical School, Ankara, Turkey.

• 23 patients with malignant tumour
• 27 patients with TB
• Ca-125 of pleural fluid calculated
• ROC curves done

-> Ca-125 in TB 159.1 +/- 214
-> Ca-125 in malignancy 2149.2 +/- 4513.6

• Authors suggest can use Ca-125 for 
differentiation between malignancy and TB. 
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Case reports

• A young female with an elevated Ca 
125 of 1853U/ml

• She had recently moved from Mexico 
to USA

• Mycobacterium species – resistant 
to PZA – what is it ?

Diagnosis turned out to be M. bovis
affecting the peritoneum.
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The Turkish Journal of Pediatrics 2005; 47: 100-102 Letter
A case of tuberculous peritonitis with elevated CA 125

Murat Çakýr, Embiya Dilber, Nilgün Yarýþ, Ýlke Mungan, Ayþenur
Ökten

Department of Pediatrics, Karadeniz Technical University Faculty 
of Medicine, Trabzon, Turkey

• 14 year old
• 3 week history of abdominal pain and 

weight loss
• Elevated Ca125
• Found level decreased from 918 U/ml to 

76.6 U/ml after 5 months standard TB 
treatment. 

TB Peritonitis – The HK 
Experience: UCH

• TB peritonitis
• 33 patients with ESRF – 31 on CAPD
• 18 patients no ESRF

• Overall
– 60% had abdominal pain
– 50% had fever

• Patients on Dialysis
– More acute presentation
– Delayed diagnosis
– Neutrophil predominant ascites
– Seldom weight loss
– None had intestinal obstruction or intraabdominal mass

• CID 2007;45:141 -145
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PWH study
• Sixty patients (35 male and 25 female) in 12-year 

• Intercurrent Illness

• Liver cirrhosis 38%
(Alcololism 13%, Chronic Hep. B 27%, Hep C 2%)

• Renal failure of peritoneal dialysis 33%
• Diabetes mellitus 27%
• Underlying malignancy 18%
• Systemic corticosteroid therapy 10%
• AIDS 2%
• None of these 20%

• CID 2002:35

Common symptoms
– Abdominal swelling 93%
– Abdominal pain 73%
– Fever 58%

• Intestinal obstruction 5%
• Worsening of hepatic encephalopathy 5%
• Syndrome of inappropriate antidiuretic hormone secretion 

(SIADH). 3%

• Mild to moderate normochromicnormocytic anemia
• Only 20 patients (33%) had old tuberculous scars visible on 

chest radiographs.
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• Noted:
- Higher mortality if delayed diagnosis over 6 

weeks
- Difficulty in making a diagnosis due to slow 

culture of TB

• Mortality - 52%. 
• Mortality 60% if treatment >30 dyas after 

presentation
• 26 of the 36 deaths occurred within the first 6 

weeks after the initial presentation; 
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Treatment of 
TB

Peritonitis

Treatment of Treatment of 
TBTB

PeritonitisPeritonitis

Abdominal tuberculosis. 
• A 6-month regimen is recommended 

for patients with peritoneal or 
intestinal tuberculosis treatments 

• There is insufficient data to 
recommend adjunctive corticosteroid 
therapy in the treatment of 
tuberculous peritonitis 

The American Thoracic Society, theCenters for Disease 
Control and Prevention,and the Infectious DiseaseSociety
of America. ATS/CDC/IDSAstatement: treatment of 
tuberculosis.Am J Respir Crit Care Med 2003;167:603–
62.


