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Tuberculous Intestinal Perforation Following Renal Transplantation.

Sang Su Lee, M.D., Sang Hyuck Seo, M.D., Ki Tae Lee, M.D., Sung Bae Park, M.D.
Hyun Chul Kim, M.D., Hyung Tae Kim, M.D.1, Won Hyun Cho, M.D1
and Chaol Hee Park, M.D.2

Departments of Internal Medicine, 1Surgery and 2Jrology, Keimyung University
School of Medicine and Ingtitute for Medical Science, Taegu, Korea

The risk of tuberculosis in rena transplant recipients may be related to immunosuppressive therapy,
and it continues to complicate transplantation in the cyclosporine era. Extrapulmonary manifestation and
dissemination also common clinica findings in the transplant recipients. Intestina tuberculosis that
develops with the involvement of other organs is common. We present a case of tuberculous intestina
perforation in the living-related donor renal transplant recipient. A 42-year-old male was admitted because
of sudden onset acute abdomen. In April 1995, he received allograft kidney from HLA-identical sister
following treatment with cyclosporine-A and low-dose steroids. Allograft function was stable over the
next 36 months. About 3 years later, multiple cervical lymph node swelling was observed. Initial lymph
node biopsy was performed, which showed granulomatous lesions with positive AFB stain. The patient
was treated with antituberculous therapy regimen included isoniazid, ethambutol and rifampicin for a
month. A ultrasonography and CT of the abdomen showed multiple adhesions in the peritoneum and
enlargement of the mesenteric lymph nodes. A laparatomy finding was inflammatory thickening of the
bowel wall in the termina ileum with necrotic perforation. The involved terminal ileum was removed
together with end-to-end anastomosis and peritoneal lavage was done. The patient was improved two
weeks after surgical laparotomy.
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Fig. 1. CT scan of upper abdomen reveals dightly in- Fig. 2. CT scan of neck reveals multiple variable sized
creased density fluid collection in the peritoneal nodular densities (arrows), central low densities
cavity, and increased atenuation of mesentery with rim enhancement in nearly dl visble neck
and omentum. space.



Fig. 3. A. This figure shows nodular aggregation of epitheloid cells surrounded by lymphocytes (H&E,

x400). B. AFB stain for M. tuberculosis shows a acid-fast bacillus (H&E, < 1000).
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