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Abstract: Tuberculosis is an infectious disease caused by Mycobacterium tuberculosis; it has a high prevalence in developing 

countries such as Peru. Although its most frequent clinical presentation is pulmonary, but it can damage any organ and have 

multisystem clinical manifestations. The gold standard for its diagnosis is the finding of the bacteria in the culture; however, the 

result of the same can take several weeks. We present the case of a 25 year old female patient with no significant clinical history, 

who was admitted due to various symptoms and signs, which was classified as fever of unknown origin after several weeks of 

studies and inconclusive test results. She presented multisystem involvement: lymph nodes, hepatic, gastrointestinal, 

hematological, pleural, and pulmonary. A biopsy of cervical lymphadenopathy was performed, and the pathology report was 

conclusive with Hyaline vascular variant Castleman's disease; however, the gastric aspirate culture study was positive for 

tuberculosis. A bibliographic search was carried out on the relationship between these two entities, finding that the diagnosis of 

tuberculosis rules out Castleman's disease. The patient received tuberculosis treatment for 6 months, with which she presented 

progressive improvement of clinical manifestations. In developing patients, it is important to consider that infectious diseases 

such as tuberculosis can have a very varied clinical presentation and multisystem involvement, which is why they should always 

be considered before other more rare ones. 
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1. Introduction 

The tuberculosis was described from the antiquity by 

Sylvius (1695), giving it such a tuber nomination for the 

relationship of this disease with the presence of lymph nodes 

in the lungs found in individuals deceased, until he discovery 

of the bacillus by Robert Koch in 1882. 

In Peru reported that 119 out of 100,000 inhabitants can 

have tuberculosis and in 2019 there have been 31 764 new 

cases. It commonly manifests with fever, persistent cough, 

weight loss, and as more presentations atypical, such as 

pleural effusion, aseptic pyuria, scrofula, besides of conditions 

in different organs present in the tuberculosis systemic [1]. 

His diagnosis is based in evidence as the tuberculin that 

present 99% sensitivity and 95% specificity. Serum gamma 

interferon such as QuantiFERON -TB golden and he 

T-SPOT-TB are tools with sensitivity of the 70 and 90% and 

specificity of the 90 and 93%, respectively. smear microscopy 

by sputum has a sensitivity of the 90% He PCR has a 

sensitivity of the 85% and specificity of the 97% The gold 

standard test continues to be the crop with a 80% sensitivity 

and 90% specificity, with difficulty of the delay in his result 

that they can be weeks, in he case of the media solid [2]. He 

study pathology of the injuries tubercular is characterizes by 

the training of granulomas that are product of the 

inflammation chronicle, aggregation of macrophages, 

surrounded mainly by lymphocytes, plasma cells, alternately 

form necrosis, giant cell formation, and neoformations 

capillaries, the which they can see each other affected in view 

of disturbance of the immunity, by it which can simulate 

multiple diseases Chronicles, as brucellosis, abscesses and, 

inclusive, neoformations [3]. 

The disease of Castleman is a disorder lymphoproliferative 

of very low prevalence, described in he year 1956 by 

Castleman and Towne [4-5]. The hypothesis of his pathology 

HE base in polymorphisms of the receiver of the interleukin 6, 

caused by various pathogens, among these the most studied 
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we have HIV, HHV-8, generating a chronic inflammatory 

process with main protagonist to the overexpression of IL-6 

and causing his varied symptoms and pathological changes 

[6-7]. It occasionally presents with manifestations similar to 

the tuberculosis, introducing yourself fever, sweating 

nocturnal, weight loss, related to symptoms B, in addition to 

symptoms systemic, failure liverwort, renal, alterations 

hematological, etc., which can occur in the tuberculosis 

systemic [8]. 

2. Case Presentation 

A Women of 25 years of age, coming from of Lime, of 

occupation supervisor of store, with background relatives of 

father and grandmother who had tuberculosis and received 

complete treatment, without harmful habits or allergies of 

importance. 

He mentioned that two weeks before his admission he 

presented pain lumbar, nausea, vomiting and dehydration, reason 

for which he repeatedly went to the emergency service. She was 

admitted due to malaise, paleness, and drowsiness and was 

hospitalized for a complicated urinary tract infection. Six days 

later, she presented respiratory failure, anasarca, jaundice, 

anemia, and thrombocytopenia, for which she was referred to a 

hospital for more complex cases. 

He was admitted with the diagnoses of multiorgan dysfunction 

syndrome due to respiratory failure, bicytopenia, and cholestatic 

hyperbilirubinemia; in addition, urinary tract infection, wasting 

syndrome, edema and fever. Imaging study revealed bilateral 

pleuroparenchymal involvement (Figures 1-3). Supportive 

measures, antibiotics against germs resistant to beta-lactamases 

were indicated, and imaging and laboratory tests were requested 

(pancultures, agglutinations, BK, quantiferon, ANA, ENA 

profile). 

Three weeks later, due to poor evolution, she was transferred 

to the Intensive Care Unit with suspicion of septic shock. He 

returned to service after a week, persisting febrile despite having 

received broad-spectrum antibiotics, plus non-contributory 

auxiliary test results, which led to considering a case of fever of 

unknown origin (FOD). Liver biopsy, aspirate, and bone marrow 

biopsy studies were delayed due to thrombocytopenia and severe 

anemia. Two weeks later, two small cervical adenopathies were 

evidenced, which were taken for biopsy, finding lymph node 

inflammatory tissue (Figure 4). After a week, under more stable 

conditions, it was possible to take the lymph node samples, but 

with unsatisfactory results. Continuing with the FOD study plan, 

it was decided to perform positron emission tomography, finding 

multiple reactive adenopathies at the cervical, thoracic, 

abdominal, and inguinal level. Four weeks later, a cervical lymph 

node excision biopsy was performed, which revealed 

onion-shaped ganglion follicles plus vascular infiltration at the 

germinal center level, consistent with Castleman disease (Figures 

5-6). Subsequently, antibodies to human herpes virus type 8 were 

negative, classifying idiopathic multicentric Castleman disease. 

Four days later, being afebrile, stable, and due to the arrival of 

the second wave of the SARS CoV-2 pandemic, it was decided to 

discharge the patient with controls by an external office of the 

hematology service to continue with the study and treatment of 

the disease. 

After discharge, the hematology service held a medical 

meeting regarding the possibility of chemotherapy, in which they 

decided to start it according to the patient's evolution. Despite this, 

the patient reports that she continued to have night sweats, 

tiredness, anemia, weakness, and a sensation of intermittent 

temperature rise. Twelve days after discharge, a report of a 

positive gastric aspirate culture for Mycobacterium tuberculosis 

was received, for which reason the diagnosis of idiopathic 

multicentric Castleman disease was flatly rejected because active 

tuberculosis infection was within the criteria. of exclusion, 

according to the 2016 International Consensus on Castleman 

Disease [9]. 

In conclusion, we determined that the final diagnosis of the 

case was multisystemic tuberculosis, which histologically 

presents similar characteristics with Castleman's disease. 

Anti-tuberculosis treatment was started for six months, 

presenting a favorable evolution with total resolution of 

symptoms and with normal control tests, thus avoiding the 

inappropriate use of chemotherapy. 

3. Discussion 

The case raises the search for a relationship between 

tuberculosis and Castleman's disease. Reviewing various 

literatures and clinical practice guidelines, we found that, 

within the criteria, other entities must be ruled out before 

determining multicentric Castleman disease, one of which can 

simulate this is active tuberculosis [9, 10]. According to Berit 

Carrol, it is hypothesized that the cause of this peculiarity is 

due to the role of the SOCS-3 protein that binds to the JAK 

kinase and cytokine receptor, inhibiting SAT3 that regulates 

the expression of IL-6 and IL-10 [11]. In the same way, part of 

the population has genetic defects of this protein, which makes 

it prone to poor control of chronic infections, such as 

Mycobacterium tuberculosis or Toxoplasma gondii, because 

they have an alteration of the gene that expresses this protein. 

protein which would lead to the activation and chronic 

inflammation caused by IL-6 overexpression with the 

subsequent presentation of clinical manifestations and 

anatomopathological changes -such as production of blood 

vessels, migration of lymphocytes-, which can simulate the 

hyaline vascular image and increase in lymphatic follicles 

similar to Castleman's disease [12-13]. We mention the case 

presented by the Japanese Hematology Society, in 2019, of a 

65-year-old man who was hospitalized for suspected 

nephrotic syndrome due to hypoalbuminemia and edema, and 

who Performing an abdominal tomography revealed 

mediastinal lymphadenopathy, of which five lymph nodes 

were taken, one of them revealed granulomas with necrosis 

and the rest showed lymphatic follicles in onion skin with 

vessels penetrating the germinal center, compatible with 

Castleman's disease. Faced with these two entities, PCR was 

performed on all biopsies, finding Mycobacterium 

tuberculosis DNA positive even in those diagnosed with 

Castleman's disease [14- 15]. 
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It is because of these false positives that the 2017 Clinical 

Practice Guideline on Castleman Disease currently 

emphasizes the exclusion of this diagnosis in the presence of 

other diseases due to their great similarity, including 

histological, as is the case with tuberculosis [11]. Finally, we 

recommend that in the case of low-prevalence diseases, it 

should be considered a priority to rule out tuberculosis before 

starting any treatment, avoiding unnecessary adverse effects. 

4. Conclusion 

Pathological result is not the diagnostic end of a disease. The 

medical professionals must know how to discern the 

importance of the tests and the possibility of false positives, 

which is why a bibliographic review is important, such as 

clinical case reports and recommendation guides, which will 

avoid information biases. We must not forget that our job is to 

reduce both inappropriate diagnoses and treatments, in order to 

avoid causing harm to our patients whom we swear to protect. 

Appendix 

 

Figure 1. Areas of increased interstitial pattern and some areas of 

condensation on the base. 

 

Figure 2. Areas of bilateral pleural effusion. 

 

Figure 3. Areas of bilateral pleural effusion and areas of atelectasis. 

 

Figure 4. reactive lymphadenopathy in the neck. 

 

Figure 5. neck lymph node biopsy: multiple lymphoid follicles in a 

concentric shape. 

 

Figure 6. neck lymph node biopsy: lymphoid follicle with onion-skin layers 

(typical feature of Castleman's disease). 
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