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Case report: Systemic disseminated tuberculosis mimicking metastatic cancer on 18F-FDG PET/CT
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18F-fluorodeoxyglucose positron emission tomography/computed tomography (18F-FDG PET/CT) has become an important tool for diagnosis of 
malignancy. However, FDG uptake can be observed not only in tumor cells but also in inflammatory condition such as active tuberculosis or sarcoidosis, 
which may lead to misinterpretation on imaging. This case report present a rare case of disseminated tuberculosis with multisystem involvement including 
lung, lymph nodes, bone, and soft tissue mimicking metastatic cancer on PET/CT. A 79-year-old man without any significant past medical history visited 
hospital with gait disturbance for 1 month. He had no respiratory symptoms and no history of tuberculosis. His vital signs were stable. The level of eryth-
rocyte sedimentation rate(ESR), c-reactive protein (CRP) and lactate dehydrogenase (LDH) in serum respectively was 24 (0~20mm/hour), 0.16 
(0~0.5mg/dl) and 460 (150~550 IU/L). The level of carcinoembryonic antigen (CEA) in serum was 0.58 (0~10 ng/mL). Chest X-ray image revealed nod-
ular infiltrations at both lung fields. C-spine MRI revealed C6-7 spinal mass with cord compression. PET-CT was taken for the diagnosis and showed in-
tense uptake of FDG in spines, sacrum, both ribs, sternum, pelvic bones, multiple lymph nodes (both neck, mediastinum, abdomen), nodules in the both up-
per lobe. This pattern of involvement most likely represents metastatic cancer. To confirm the diagnosis, biopsy of the right supraclavicular lymph nodes 
were performed under local anesthesia. The pathological findings showed chronic granulomas inflammation with caseous necrosis. Tuberculosis 
Polymerase Chain Reaction(PCR) of the nodes were positive. Fiberoptic bronchoscopy was performed for the evaluation of the pulmonary tuberculosis. 
Tuberculosis PCR of bronchial washing was positive. Finally, he was diagnosed with disseminated tuberculosis.. As mentioned above, disseminated tuber-
culosis can mimic metastatic cancer. This uncommon case study shows the necessity of considering disseminated tuberculosis as a possible differential di-
agnosis in the case of multiple increased uptake of F-18 FDG. And an early biopsy for the histopathologic diagnosis is also recommended.
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Ureaplasma-induced hyperammonemia syndrome after lung transplantation: a case report
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Yperammonemia syndrome, in the absence of liver dysfunction, is an uncommon but potentially fatal complication of lung transplantation. Previous reports 
have supported Ureaplasma species as an etiology for this syndrome. We present a successful treatment of a lung transplant patient with hyperammonemia 
syndrome with hemodialysis and empirical antibiotics. A 67 years old patient with a history of gout, chronic B-viral hepatitis, and idiopathic pulmonary fib-
rosis visited the emergency department for abrupt exacerbation of dyspnea. The liver function tests were within the normal range, and the viral load of hep-
atitis B-virus was not detected with tenofovir. He underwent bilateral lung transplantation on admission day 10. His ammonia level, initially 40 µg/dL 
(normal range 12~66 µg/dL), started to increase on postoperative day 8, reached as high as 593 µg/dL on postoperative day 1, and was refractory to con-
ventional medical treatment including lactulose enema. After three days of hemodialysis and initiation of empirical levofloxacin treatment, the plasma am-
monia level recovered to the normal range and remained unfluctuating. Polymerase chain reaction result for Ureaplasma urealyticum, which took two 
weeks to be tested, was positive. Hyperammonemia syndrome in post-lung transplant is rare, but a recognized complication. It was seen in not only 
lung-transplant recipients but also other immunocompromised patients, such as patients with hematologic malignancies and other solid organ transplant 
recipients. Ureaplasma species are common inhabitants of the genitourinary tract, and treatment options may include tetracycline, macrolide, and fluo-
roquinolone antibiotics. It is essential to be aware of Ureaplasma species as a cause of hyperammonemia syndrome because it cannot be seen on gram stain 
as they lack cell walls, and routine bacterial cultures will not identify these organisms. Therefore, empirical antibiotics should be considered in lung trans-
plant recipients with idiopathic hyperammonemia.




