
formed by open or laparoscopic surgery (4-6). Fol-
low-up is recommended for small asymptomatic
cysts, up to 5 cm in diameter. In our patient, the
cyst was very large and centrally located, and sple-
en parenchyma was thin, as it was almost comple-

tely occupied by the mass. We preferred a laparo-
tomy, and splenectomy was performed. 

In conclusion, we present a young adult case with
a long-standing, huge, and asymptomatic congeni-
tal epidermoid cyst.

Letters to the editor

423

REFERENCES
1. Herdepen P, Strupoval L, Visokai V, Kostliv˘ K.

Laparoscopic management of epidermoid spleen cyst. Rozhl
Chir 2007; 86: 313-7.

2. Dillemans B, Mottrie A, Decoster M, Gruwez JA.
Epidermoid cysts of the spleen. Acta Chir Belg 1993; 93:
265-7.

3. Kubo M, Yamane M, Miyatani K, et al. Familial epider-
moid cysts of the spleen: report of two cases. Surg Today
2006; 36: 853-6.

4. Gaudio M, Brizio R, Medri L, et al. Epidermoid cyst of the
spleen. Presentation of a case. Pathologica 1990; 82: 465-
70.

5. Di Carlo I, Fasone MA, Toro A. Epidermoid cyst of the
spleen in the laparoscopic era. Dig Surg 2005; 22: 53-4.

6. Sakamoto Y, Yunotani S, Edakuni G, et al. Laparoscopic
splenectomy for a giant splenic epidermoid cyst: report of a
case. Surg Today 1999; 29: 1268-72.

Murat KALAYCI1, Ümit AKYÜZ2, Alp DEM‹RA⁄1,
Ferda ÖZKAN3, Özcan GÖKÇE1

Departments of 1General Surgery, 2Gastroenterology and
3Pathology, Yeditepe University School of Medicine, ‹stanbul

Tuberculous peritonitis case at advanced age 
presenting with chylous ascites

‹leri yaflta flilöz asit ile prezente olan tüberküloz peritonit olgusu

Manuscript received: 21.03.2011 Accepted: 18.04.2011

doi: 10.4318/tjg.2012.0382

Presented at 5th Hepatogastroenterology Congress, 2006 Antalya

Address for correspondence: Ahmet Tar›k EM‹NLER
Department of Gastroenterology, Uluda¤ University, School of
Medicine, Bursa, Turkey
E-mail: eminler@yahoo.com

INTRODUCTION

Chylous ascites is defined as peritoneal fluid accu-
mulation with milky appearance rich in triglyceri-
des. It is detected in the abdominal cavity in asso-
ciation with thoracic or intestinal fluid accumula-
tion. Our case was a tuberculous peritonitis case
emerging suddenly at an advanced age and pre-
senting with chylous ascites.

CASE REPORT

A 65-year-old male patient referred to our hospital
with the complaint of progressive abdominal bloa-
ting increasing within the last month. He reported
night sweating, weight loss, fatigue, and wides-
pread abdominal pain.

Evaluation of laboratory parameters revealed
mild anemia and also high C-reactive protein

(CRP) and erythrocyte sedimentation rate (ESR)
levels. Of tumor markers, only Ca-125 was found
to be high (500 U/ml). According to examination of
the ascitic fluid, it was of chylous consistency,
with a white cell count of 800/mm3 (lymphocyte-
dominant) - 386/mm3), total protein 5.8 g/dl, albu-
min 2.5 g/dl, glucose 56 mg/dl (simultaneous blood
glucose: 94 mg/dl), lactate dehydrogenase (LDH):
211 U/L, triglyceride: 1632 mg/dl, and adenosine
deaminase (ADA): 38 IU/L. Serum-ascites albu-
min gradient (SAAG) was calculated to be 0.9.
Test for acid-resistant bacilli (ARB), which were
investigated twice in ascitic fluid, was negative,
and in cytological examination, benign mesotheli-
al cells were reported to be present.  

In abdominal ultrasonography (USG), the liver
was found to be of normal size with regular bor-



ders and to have a simple cyst measuring 1 cm in
subsegment 4A. There was widespread fluid in the
abdominal cavity, and areas consistent with
“omental caking” were detected in the omental
area on the anterior wall of the peritoneal cavity.
Portal Doppler investigation was normal. In abdo-
minal computed tomography (CT), the liver was
found to be normal and the size of the spleen was
normal, but there were millimetric hypodense are-
as that were not well differentiated in the pa-
renchyma. In the abdominal cavity, widespread
fluid was present. In all fat planes, especially in
the omentum major, the appearance was dirty,
and in their vicinity, scattered nodularity with
lymph nodes smaller than 1 cm were observed in
paraaortic and aortocaval areas. 

PPD was found to be anergic, and no active tuber-
culosis was considered by the Pulmonary Diseases
Department. The General Surgery Department
was consulted, and the patient underwent diag-
nostic laparoscopy. During operation, chylous as-
cites was observed, and 5000 cc was aspirated. In
the right half of the parietal peritoneum, implants
with miliary pattern, which were considered to be
malignant, were present. Mesenteric miliary imp-
lants were observed. Biopsy was taken from the
left lobe, anterior region of the liver and peritone-
um. According to biopsy results, caseating granu-
lomatous inflammation was present in the liver
(Figure-1) and peritoneum (Figure-2) were repor-
ted to be present. Tuberculosis culture in ascitic
fluid turned out to be positive at late period.

DISCUSSION

The incidence of chylous ascites has been reported
to be approximately 1/2000 (1). In its etiology, whi-
le in western countries abdominal malignancies
and cirrhosis (around two-thirds) are preponde-
rant, in developing countries, infectious etiologies
(such as filariasis and tuberculosis) are more com-
mon (2). 

Tuberculous peritonitis is a rare extrapulmonary
tuberculosis diagnosis. In routine laboratory in-
vestigations, there may be no specific finding ex-
cept for increased Ca-125 levels (3). Tuberculous
peritonitis should be considered in all patients
presenting with unexplained lymphocytic ascites
with a SAAG of <1.1 g/dl (4). ADA activity of asci-
tic fluid has been proposed as a useful non-culture
method of detecting tuberculous peritonitis. A me-
ta-analysis of 12 prospective studies encompas-
sing 264 patients found that ADA levels had high
sensitivity (100%) and specificity (97%) using cut-
off values from 36 to 40 IU/L; the optimal cut-off
value was 39 IU/L (5). 

Chylous ascites is a rare manifestation of tubercu-
losis. In the present case, malignancy was conside-
red primarily due to the lack of tuberculosis his-
tory and the patient’s advanced age and weight
loss, but no malignancy was found in the investi-
gations. In the ascites examination, typical chylo-
us ascites findings were present, and although
ARB was negative, ADA level was high, sugges-
ting tuberculosis. Ascites tuberculosis culture re-
sults were obtained five weeks later.
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FFiigguurree  11.. Caseating granulomatous inflammation in the liver.

FFiigguurree  22.. Caseating granulomatous inflammationi in the perito-
neum.



In conclusion, in patients presenting with chylous
ascites, tuberculosis should be considered given
the conditions of our country, and especially in ca-

ses with ascitic fluid ADA level over 39 IU/L, anti-
tuberculosis treatment should be initiated in the
early stages.  
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