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Difficulties in diagnosing
tuberculosis in pregnancy

To the Editor: Diagnosing tu-
berculosis (TB) in pregnancy can
be difficult because of the vague,
non-specific nature of the symp-
toms. Fatigue, shortness of breath,
sweating and tired, all characteristic
of TB, can also be due to pregnancy.
Most physicians are reluctant to or-
der a chest x-ray for fear of harming
the fetus. This case illustrates the
problems in eatly recognition and
management of TB in pregnancy.
An 18-week pregnant woman
who had a low-grade fever for 3
months underwent an extensive and
unnecessary work up for pyrexia of
unknown etiology. All tests were
normal including a bone marrow
biopsy. Due to concerns over harm-
ing the fetus, a chest x-ray was not
performed. MRI of the chest and
abdomen showed a miliary pattern.
The diagnosis was tuberculosis
(TB). A sputum culture was posi-
tive for acid-fast bacilli and sensitive
to first-line anti-TB therapy. A chest
x-ray requested 2 weeks after admis-
sion showed the miliary shadow. A
PPD skin test was negative. The pa-
tient received anti-TB therapy for 9
months without complications. She
had a baby gitl who was healthy.
Treatment of TB in pregnancy
is multidisciplinary, requiring in-
put from all physicians involved in
the care of the mother and fetus.
Between 20% and 67% of pregnant
patients presenting with pulmonary
TB are unaware of their disease
and have no significant symptoms.'
Available information suggests that
pregnancy has little, if any, effect on
the clinical course of TB.? Screening
for TB in pregnancy is not required
because of the reluctance to do a
chest x-ray on a pregnant women.
A review of TB diagnoses in Rhode
Island, USA from 1987 to 1991

found that pregnant women with
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TB were most likely to be identified
through routine screening and to be
asymptomatic.'

If the chest x-ray is necessary,
suitable shielding will limit fetal
radiation exposure to less than 0.3
mrads and should not harm the
fetus’ The perception of terato-
genic risk is higher than the actual
risk.* MRI uses electromagnetic
radio waves, rather than ioniz-
ing radiation, to generate detailed
computer images. There are no re-
ported harmful effects from MRI
on the pregnant woman or fetus.’
However, MRI is not recommend-
ed in the first trimester since safety
information during organogenesis
is limited. A TB skin test using pu-
rified protein derivative (PPD) is
safe and accurate during pregnancy
and is recommended for women
who have TB symptoms or are at
high risk for TB. It is as reliable
as in non-pregnant women.*’” No
evidence suggests that TB affects
or complicates either the course of
pregnancy or delivery; women with
and without TB have similar rates
of normal, spontaneous deliveries.’
Combination anti-TB therapy in
pregnancy is safe and effective. Most
experts consider the drugs of choice
to be rifampin, combined with iso-
niazid and ethambutol.’® All these
drugs cross the placenta and reach
low concentrations in human fe-
tal fluids and tissues, but there are
no reports linking the use of these
drugs with congenital anomalies.
The following anti-TB drugs are
contraindicated in pregnant wom-
en: streptomycin, kanamycin, ami-
kacin, capreomycin and the fluoro-
quinolones. Women on second-line
agents for multi-drug resistant TB
need to be assessed on an individual
basis regarding their risks. Women
who become pregnant on anti-TB
therapy can be reassured that there
is no increased risk to their baby,
and they should complete their
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treatment course.>1°

Breastfeeding should not be dis-
couraged for women being treated
with the first-line anti-TB drugs
because the concentrations of these
drugs in breast milk are too small
to produce toxicity in the nursing
newborn.®

Congenital TB in neonates has
morbidity and mortality approach-
ing 50%." About 200 cases have
been reported in the English litera-
ture.'?” The child can be infected
in the uterus if the mother has had
miliary TB, TB of the placenta or
uterus, or has advanced HIV.

Muneerah Albugami,* Abdulaziz
Tashkandi,’ Abdulaziz AlRashed®

From the *Section of Internal Medicine,
and "Department of Medicine, King Faisal
Specialist Hospital and Research Centre,
Riyadh, Saudi Arabia

Correspondence:

Dr. Muneerah Albugami
Department of Medicine

King Faisal Specialist Hospital and
Research Center

MBC 46, PO Box 3354

Riyadh 11211, Saudi Arabia,

T: 966-01-442-7496
drmb99@yahoo.com


NileshB
Rectangle


REFERENCES

1. Carter EJ, Mates S. Tuberculosis during preg-
nancy: the Rhode Island experience, 1987 to 1991.
Chest. 1994;106:1466-1470.

2. Davidson PT. Managing tuberculosis during
pregnancy. Lancet 1995;346:199-200.

3. Medchill MT, Gillum M. Diagnosis and manage-
ment of tuberculosis during pregnancy. Obstet
Gynecol Surv. 1989;44.81-84.

4. Ratnapalan, S, Bona, N, Chandra, K, Koren, G.
Physicians'Perceptions of Teratogenic Risk As-
sociated with Radiography and CT During Early
Pregnancy. AJR Am J Roentgenol 2004; 182:1107.
5. Kirkinen, P, Partanen, K, Vainio, P, Ryynanen, M.
MRI in obstetrics: a supplementary method for ul-
trasonography. Ann Med 1996; 28:131.

6. Efferen, Linda S. Tuberculosis and Pregnancy.
Current Opinion in Pulmonary Medicine. 13(3): 205-
211, May 2007.

7. Robinson, Charlah A.; Rose, Nancy C. Tuber-
culosis: Current Implications and Management in
Obstetrics. Obstetrical & Gynecological Survey.
51(2): 115-124, February 1996.

8. Fabre, Ernesto MD, PhD; Tajada, Mauricio
MD, PhD;

Use of Drugs in Pulmonary Medicine in Pregnant
Women. Clinical Pulmonary Medicine. 9(1):20-32,
January 2002.

9. Hamadeh MA, Glassroth J. Tuberculosis and
pregnancy. Chest 1992;101(1):1114-20.

10. Arora VK, Guptandian R. Tuberculosis and
pregnancy. Ind J Tub 2003;50:13.

11. Chaulk CP, Moore-Rice K, Rizzo R, Chais-
son RE. Eleven years of community-based di-
rectly observed therapy for tuberculosis. JAMA.
1995;274:945-951.

12. Nemir RL, 0'Hare D. Congenital tuberculosis.
Am J Dis Child. 1985;139:284-287.

13. Cantwell MF, Shehab ZM, Costello AM. Brief
report: congenital tuberculosis. N Engl J Med.
1994;330:1051-1054.

Ann Saudi Med 29(2)

RUNNING HEAD

March-April 2009 www.kfshrc.edu.sa/annals


ganga
robinson, Charlah A.;

ganga
Fabre, ernesto Md, Phd;

ganga
Aguero, rafael gonzalez de Md, Phd.

NileshB
Rectangle


