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Miliary Tuberculosis in a Pregnant
Woman Who is on Hemodialysis:
Case Report

Hemodiyalize Giren Bir Gebede
Milier Tiiberkiiloz
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iliary tuberculosis (TB) is an uncommon disease among pregnant
women.! Diagnosis may be challenging and a high index of sus-
picion is required for diagnosis. Pregnancy in women with chro-
nic renal failure, who are on hemodialysis, is already a high risk condition
itself. When this is accompanied by miliary TB, the condition becomes mo-
re complicated. In this case report we present a pregnant patient with chro-
nic renal failure and miliary TB. We discuss the diagnosis and the follow up
Copyright © 2010 by Tirkiye Klinikleri of the miliary TB pregnant patients.
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I CASE REPORT

A 34-year old multigravida woman at the 21st we-
ek of pregnancy was admitted to emergency servi-
ce with fever, dyspnea and cough which gradually
worsened in severity. She had history of chronic
renal failure and had been on hemodialysis for the
last year. On admission, her body temperature was
39°C, pulse rate was 140/min., and blood pressure
was 150/100 mmHg. Saturation was 71% without
oxygen. Physical examination revealed rales at the
right lung basis. Chest X- ray showed bilateral dif-
fuse miliary shadows and infiltration at the right
lung basis. C - reactive protein (CRP) was 62 mg/dl,
and hemoglobin was 8.6 mg/dl. She was admitted
to the intensive care unit. Although the chest X-
ray was suspicious for TB the PPD skin test and
the sputum smears for acid fast bacilli were nega-
tive. The preliminary diagnosis was bacterial pne-
umonia and she was treated accordingly until the
blood culture was positive for Mycobacterium tu-
berculosis. She was put on intensive therapy with
isoniazid (1 x 300 mg), rifampicin (1 x 600 mg), and
ethambutol (1 x 1500 mg, every other day). She re-
sponded to treatment after one week and become
afebrile and hypoxemia improved. During the tre-
atment, the frequency of hemodialysis was increa-
sed to 5 times weekly. Pre- hemodialysis blood urea
nitrogen (BUN) and creatinine (Cr) was 51 mg/dl
and 5.8 mg/dl respectively and post- hemodialysis
BUN and Cr was 45 mg/dl and 5 mg/dl respectively.
To treat the elevated blood pressure, the patient
was administered metaprolol (1 x 50 mg) and am-
lodipin (1 x 10 mg). Anemia was treated with re-
combinant human erythropoietin (1 x 5000/week)
and blood transfusion.

The couple was counseled about the risk of
pregnancy and termination was discussed. The co-
uple was committed to the pregnancy. She was as-
sessed weekly by ultrasound. Her pregnancy was
uneventful until the 27 weeks of gestation when
the patient presented with regular contractions
every 5 minutes. The cervical length was 13 mm,
cervix was 2 cm dilated with, 80% effacement. The
ultrasound scan was normal except mild polyh-
ydramnios (Deepest vertical pocket 9 cm). The
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baby was concordant with dates and 50 g the glu-
cose tolerance test was normal (86 mg/dl). She was
put on indomethacin as a tocolytic therapy (Endol®
suppository 4 x 2). Bethametazone was administe-
red to induce lung maturity (12 mg every 24 hours
for the consecutive two days). The tocolytic ther-
apy was stopped after 48 hours and the patient
went into labor. Labor progressed quickly and the
baby did not show any sign of fetal distress. After
1 hour of labor the patient delivered an 860-gram
female baby. The baby developed respiratory dis-
tress syndrome and was intubated, received surfac-
tant. She stayed in the neonatal intensive care unit
for 6 weeks, eventually recovered but she was he-
althy when she was discharged. The patient did
well after delivery. She continued to receive hemo-
dialysis 3 times a week and anti-tuberculosis treat-
ment at the previous doses.

I DISCUSSION

Miliary TB is uncommon among pregnant women.
When it is present, it is usually accompanied by a
maternal history of intravenous drug use, malig-
nancy, alcoholism, or human immunodeficiency
virus (HIV) infection.! Confirming the diagnosis of
miliary TB is difficult and requires a high index of
suspicion.

A negative purified protein derivative test
(PPD) does not always mean that a person is free
of TB. Patients who have been infected with TB
may not have a positive PPD test if their immune
function is compromised by chronic medical con-
ditions. Additionally, 10%-25% of people with
newly diagnosed TB of the lungs will also have a
negative result, possibly due to poor immune func-
tion, poor nutrition, accompanying viral infection,
or steroid therapy. More than 50% of patients with
miliary TB will also have a negative PPD test. One
study which tested the prevalence of PPD negati-
ve test in patients who are on hemodialysis repor-
ted that the test was negative in all four cases.? Mert
et al reported in their study that PPD test was pos-
itive in 32% of the active TB cases, acid-fast bacil-
li were demonstrated in 37%, and cultures for M.
tuberculosis were positive in 90% of tested sputum
specimens.3
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There is no solid evidence that pregnancy has
an adverse effect on TB. However, TB poses a risk
to pregnant women and their fetuses.* With early
diagnosis and prompt, adequate chemotherapy, the
outcome of pregnancy in a woman with TB is li-
kely to be favorable. Data in the literature do not
support the notion that pregnancy is a major risk
factor for the development of TB.> Preterm deli-
very, low birth weight, growth restriction, and pe-
rinatal mortality rates are all increased in the
setting of incomplete treatment and advanced or
extra-pulmonary TB.6

Jona et al assessed the perinatal outcome of
pregnancies complicated by active pulmonary TB
in 79 women. They found that pulmonary TB was
associated with an approximate 2 fold increase in
prematurity, small for gestational age and low birth
weight neonates, and 6 fold increase in perinatal
deaths. They reported that delayed diagnosis, in-
complete and irregular treatment and advanced
pulmonary lesions caused adverse perinatal outco-
me. The studies which examined the course of
pregnancy and labor and the perinatal outcome in
extra-pulmonary TB revealed that extra-pulmo-
nary TB confined to the lymph nodes has no ad-
verse effect on obstetrical outcomes, but TB at
other sites does.’

Tripathy studied the outcome of pregnancy
and treatment in 111 pregnant women with pul-
monary and glandular TB, 51 pregnant women wit-
hout TB, and 51 non- pregnant women with
pulmonary TB. He found no statistical differences
in duration of gestation, preterm labor and other
complications of pregnancy, labor and puerperium
between the groups. Pregnancy had no effect on
the course of TB regarding sputum conversion, sta-
bilization of the disease and relapse after 2-5 years
of follow- up.®

If proper and adequate chemotherapy is given
to pregnant women with TB, their risk is compa-
rable to non-pregnant women with TB. Isoniazid,
rifampicin, ethambutol and pyrazinamide are
known to be safe during pregnancy. Streptomycin
is contraindicated because of its ototoxicity. The sa-
fety of pyrazinamide given in early pregnancy has
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not been established. Prophylactic pyridoxine in
the dose of 50 mg/daily is recommended along with
anti-tuberculosis therapy.’ Liver function tests sho-
uld be performed regularly on patients receiving
isoniazid.

Figueroa Damian and Arredondo-Garcia re-
ported that obstetrical morbidity and neonatal
mortality were significantly higher in pregnant
women with TB who started treatment late in
pregnancy. They concluded that TB presents a
risk factor for pregnancy and early treatment of
the disease during gestation reverses its negative
impact on perinatal outcome.'

Kothari et al. studied the incidence, type and
presentation of TB in pregnancy over a five year
period in women in a high prevalence area in Lon-
don and identified problems and difficulties in di-
agnosis and management of TB associated with
pregnancy. They reported that 53% were diagno-
sed with extra-pulmonary TB, a very high inci-
dence of the disease, 38% with pulmonary TB and
9% had both. The median duration of symptoms
prior to presentation was 31 days (being longer in
women with extra-pulmonary TB). The longest du-
ration of symptoms was 10 years. The most com-
mon reason for a delay in diagnosis was late
presentation (52%), followed by non-specific
symptoms (38%). Most of the women showed go-
od compliance and good response to treatment.
Maternal outcomes were good with no serious
morbidity and mortality. With good compliance,
there is a good response to treatment and favorab-
le maternal and perinatal outcomes.!!

Pregnancy is also rare in women who require
long term hemodialysis. The frequency of concep-
tion in dialysis patients has been reported to be
0.3% to 1.4% in different studies from different co-
untries. In 1980, the incidence of pregnancy in wo-
men on dialysis was 0.9%. Studies from 1992 to
2003 indicated that pregnancy occurred in 1-7% of
the women on chronic dialysis. Half of the infants
born to women on chronic dialysis survived. Of
importance is that ‘intensive dialysis’ of 16-24 ho-
urs per week is associated with improved infant
survival.”” The type of dialysis, hemodialysis ver-
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sus peritoneal, does not appear to significantly inf-
luence pregnancy outcome.

Common maternal complications include
anemia, chronic hypertension, and preeclampsia.
Perinatal complications include mid-pregnancy
losses and low birth weight from preterm delivery
and fetal growth retardation or both. Recently,
perinatal outcome in patients undergoing chronic
hemodialysis has been improved. However, the
conditions that will most likely result in successful
pregnancy are still obscure. Nakabayashi et al fo-
und all the patients who underwent more than 9
years of hemodialysis did not have a surviving in-
fant. They assumed that the shorter the period of
dialysis before pregnancy, the better the chance to

have a surviving infant."

There is no solid evidence that pregnancy
has an adverse affect on chronic renal disease. It
seems reasonable to conclude that, at least in
most women, in the absence of superimposed
preeclampsia plus hemorrhage or severe placen-
tal abruption, pregnancy does not appreciably ac-
celerate deterioration in baseline renal functions.
When counseling the women with chronic renal
disease regarding fertility and the risk of a compli-
cated pregnancy, it is important to determine the
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degree of functional impairment and the presence
or absence of hypertension.'*

The prognosis for a successful pregnancy out-
come in general is related not to the underlying
kidney disorder, but rather to the degree of functi-
onal impairment. Except for an increased risk of su-
perimposed preeclampsia, women with relatively
normal renal function and hypertension before
pregnancy usually have a normal pregnancy. As re-
nal impairment worsens, so does the likelihood of
pregnancy complications. At least half of the
women with renal insufficiency will develop hy-
pertension. Worsening of hypertension or supe-
rimposed preeclampsia develops in 80% those with
moderate insufficiency and almost 90 percent of
those who have severe disease.

TB should be considered in pregnant patients
who admit with high fever and cough, especially if
patients have chronic diseases. Although PPD or
sputum smear may be negative, still the possibility
of TB should be considered.

We would like to thank Nursel Duransoy for
the editing of the English version of the article.

Informed consent was taken from the patient
to submit this case report.
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