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Fig. 1 A chest roentgenogram shows infiltration shad-
ows in the right middle and lower lung fields with hi-
lar lymphadenopathy and widening of the angle of
the carina.
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Table 1 Laboratory examinations on admission
CBC Chemistry Serum
WBC 3,100/cmm TP 6.8 g/dl Fe 21 pg/dl
Neu 83.7% Alb 47.1% Ferritin 11,920 ng/ml
Eo 0% ol-gl 6.7% KL-6 298 U/ml
Ba 0% o2-gl 9.8% sIL2R 2,670 U/ml
Mo 3.6% B-gl 8.6% CEA, CYFRA, proGRP: normal
Ly 12.7% v-gl 27.8% CD4 28.1% (110/ul)
RBC 255 %10%/ul 1gG 1,211 mg/dl EBV-DNA (PCR) —
Hb 8.7 g/dl IgA 277 mg/dl Cytomegalovirus anti-genemia —
Hct 26.2% IgM 196 mg/dl B-D-glucan <1.2 pg/ml
Plate  12.1x10/pl T-bil 0.51 mg/dl Cryptococcus antigen —
AST 89 IU/L Aspergillus antigen —
Coagulation ALT 34 TU/L
ATII 46% LDH 838 IU/L Culture
FDP 419 pg/ml ALP 208 TU/L Blood: no growth
D-dimer 264 ng/ml YGTP 52 TU/L Sputum: normal flora
BUN 139 mg/dl acid fast bacilli + , G1
Cre 0.63 mg/dl M.tuberculosis-PCR +
Na 128 mEq/L P.jiroveci PCR —
K 37 mEq/L Bone marrow: acid fast bacilli +
Cl 95 mEq/L M.tuberculosis-PCR +
CRP 14.9 mg/dl
Glu 188 mg/dl
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Fig. 2 Thoracic contrast-enhanced CT demonstrates multiple large lymphadenopathies of the hilum and

mediastinum with slight pleural effusion in both thoracic cavities (left). A lung image shows scattered infil-

tration with thickening of the bronchovascular bundles in both the middle and lower lung fields (right).
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Fig. 3 Reactive histiocytes show phagocytosis of nu-
cleated red blood cells and leukocytes. (Wright-
Giemsa stain, X 1,000).

Clinical course
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Fig. 4 Clinical course
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Abstract

Tuberculosis associated with hemophagocytic syndrome complicated
by treatment with infliximab

Tadahisa Numakura, Yoshifumi Matsuura, Hiroto Takiguchi, Yasuka Hara,
Koken Ameku and Takashi Horie
Ohta General Hospital Fundation, Ohta Nishinouchi Hospital, Center of Respiratory Disorders

We report a case of tuberculosis associated with hemophagocytic syndrome (HPS) which was complicated by
treatment with infliximab for Crohn’s disease. A 48-year-old woman was admitted because of fever, diarrhea and
general malaise. Her condition did not improve with treatment for recurrence of Crohn’s disease, and an abnormal
shadow was pointed out on chest imaging. She was referred to our department and received a diagnosis of tuber-
culosis based on the results of smear and polymerase chain reaction examination of the sputum and bone marrow.
HPS was suspected based on subsequent results such as hepatosplenomegaly, leukocytopenia, elevated ferritin,
disseminated intravascular coagulation, hemophagocytosis of nucleated red cells, and leukocytes in the bone mar-
row. She was treated with antituberculous drugs, steroids and gamma globulin, and improved. A diagnosis of tu-
berculosis during the administration of infliximab therapy was very difficult because of atypical clinical symptoms
and images e.g. the abscence of cavities or nodular shadows on her chest roentgenogram. To the best of our
knowledge this case is the first report of tuberculosis associated with HPS, which was complicated by treatment
with infliximab.



