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A RARE CASE OF PERITONEAL TUBERCULOSIS MIMICKING OVARIAN CARCINOMA
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Peritoneal tuberculosis may present from mild pain abdomen to more complex
presentations as that of intestinal obstruction. They remain a diagnostic and treatment
challenge to the surgeon. A thorough history and physical examination along with imaging
modalities such as ultrasound, CT- scan abdomen and histopathological investigations like
FNAC and biopsy aids the surgeon in making the diagnosis in majority of cases. There
have been reported similar cases but mostly were diagnosed after laparotomy. Thus in a
case presenting with ascitis, pain abdomen, bulky adnexa, raised CA-125 and
negative microbiology and histology; the differential diagnosis of peritoneal tuberculosis

should always be borne in mind.
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INTRODUCTION

A patient with abdominal distension, loss of appetite and
weight, ascites, bulky ovaries, mesenteric lymphadenopathy,
raised CA-125 fits quite well into the diagnosis of ovarian
carcinoma. But as we learnt peritoneal tuberculosis mimics it
just right. Peritoneal tuberculosis may present from mild pain
abdomen to more complex presentations as that of intestinal
obstruction. They remain a diagnostic and treatment challenge
to the surgeon. A thorough history and physical examination
along with imaging modalities such as ultrasound, CT- scan
abdomen and histopathological investigations like FNAC and
biopsy aids the surgeon in making the diagnosis in majority of
cases. There have been reported similar cases but mostly were
diagnosed after laparotomy. ' Here we present a case of
peritoneal tuberculosis mimicking ovarian carcinoma which
we were able to diagnose and manage conservatively without
surgical intervention, thus saving the patient from unnecessary
laparotomy.

CASE REPORT

A 40 year old woman came to our opd with only complaint of
pain abdomen since 3 months. There were 4-5 episodes of pain
per day, each episode lasting for 15-20 minutes, severe
intensity which used to aggravate after taking food and relieve
spontaneously, no diurnal variation of pain and no specific
character. There was history of loss of appetite and loss of
approximately 10 kg weight in last 3 months. There was no
associated complaints of fever/vomiting/diarrhea/constipation.
She had Hb-9.8gm/dl, TLC-12000/cumm.
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CA-125 on presentation was 648.70 U/ml. USG abdomen was
suggestive of ascites with marked peritoneal and omental
thickening with abdominal lymphadenopathy. CECT abdomen
showed bulky ?bilateral adnexa with significant ascites with
peritoneal, omental and mesenteric deposits causing diffuse
wall thickening and clumping of small bowel loops with

?metastatic lymphadenopathy ?malignant ovarian
tumor(mucinous  epithealial  tumor)  with  peritoneal
carcinomatosis. Ascitic fluid analysis showed 100%

lymphocytes and negative for mycobacterium as well as
malignant cells, ADA of ascitic fluid was 81.6U/L. USG
guided FNAC of mesenteric lymph node was suggestive of
lymhohistiocytic clusters and few lymphoid cells but was
negative for mycobacterium bacilli. Patient was transferred to
oncology and gynecology departments as ovarian carcinoma
was suspected. Patient was discharged and asked to follow up
after a week. CA-125 was repeated which was found to have
decreased to 243.3U/ml and endometrial biopsy was
inconclusive. As a result alternate diagnosis of peritoneal
tuberculosis was suspected and patient was started on ATT. A
week after the ATT had been started, patient reported relief in
pain abdomen and improved appetite.
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Figure 2 CECT abdomen (axial sections)

DISCUSSION

The case treated by us was that of peritoneal tuberculosis
which was initially misdiagnosed to be advanced ovarian
carcinoma. The signs and symptoms of peritoneal tuberculosis
which includes pain abdomen, loss of appetite and weight,
abdominal distension, ascites are also seen in cases of
advanced ovarian carcinoma’. This may lead to unnecessary
laparotomy if not carefully further evaluated.

Also CA-125 has been shown to lack specificity for ovarian
carcinoma and increased levels are also seen in endometriosis,
diverticulitis, pancreatitis, IBD, and also peritoneal
tuberculosis.

Ascitic fluid analysis with raised ADA may help but detection
of mycobacterium bacilli has high false negative
rates.’Pulmonary findings may not be present in cases of
abdominal tuberculosis and thus chest x-ray was not useful.
CECT abdomen provides additional information as in amount
of ascitic fluid, focal mass, lymph nodes, status of adnexa
which aids in diagnosis.

USG/CT guided FNAC of large mesenteric lymph nodes helps
to pin point diagnosis or rule out the differentials.®”

CONCLUSION

In a case presenting with ascitis, pain abdomen, bulky adnexa,
raised CA-125 and negative microbiology and histology; the
differential diagnosis of peritoneal tuberculosis should always
be borne in mind.
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