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Stridor as the Initial Presenting Symptom
of Infant Tuberculosis: Case Report

Stridor ile Bagvuran Tiiberkiilozlu

Siit Cocugu Olgusu

ABSTRACT Tuberculosis is still a major health problem in developing countries in endemic areas
and household contact is an important risk factor in contamination. The clinical manifestations and
laboratory findings of tuberculosis may be insidious and non-specific. Severe stridor may rarely be
the presenting symptom of tuberculosis especially in infants. Here, a previously healthy infant ad-
mitted with severe stridor and diagnosed as disseminated tuberculosis was reported. We emphasize
that tuberculosis is a very rare cause of stridor in infancy but should be considered in differential
diagnosis, especially in infants who have risk factors and live in endemic areas for TB.
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OZET Tiiberkiiloz gelismekte olan endemik iilkelerde hala énemli bir sorun olusturmaktadir ve
bulagmada ev i¢i temas 6nemli bir risk faktoriidiir. Tiiberkiilozun klinik ve laboratuvar bulgular: sin-
si seyredebilir ve 6zgiil olmayabilir. Ciddi stridor, tiiberkiiloz igin 6zellikle de siit cocuklugu done-
minde olduk¢a nadir bir bagvuru semptomudur. Burada 6ncesinde saglikli olan, agir stridor ile
bagvurup dissemine tiiberkiiloz tanisi alan bir siit cocugu olgusu sunulmustur. Ttberkiiloz siit ¢o-
cuklugu déneminde stridorun oldukga nadir bir nedenidir ve ayirici tanida 6zellikle risk faktorii
olan ve tiiberkiiloz i¢in endemik bolgede yasayan ¢ocuklarda géz 6niinde bulundurulmas: gerekir.

Anahtar Kelimeler: Bebek; tiiberkiiloz; solunum sesleri
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uberculosis (TB) is still a major health problem in developing coun-

tries in endemic areas. Disseminated TB is caused by the hematoge-

nous spread of Mycobacterium tuberculosis from a pulmonary or
extrapulmonary focus.!? Extrapulmonary tuberculosis forms such as me-
ningeal disease and disseminated tuberculosis occur more frequently in yo-
ung children.?

The clinical manifestations and laboratory findings of TB, may be in-
sidious and non-specific.!* The common presentations in children are co-
ugh and respiratory symptoms, weight loss and anorexia, and low grade
fever.’ Severe dyspnea and rarely stridor may be the presenting symptom of
TB especially in infants.®” Stridor is commonly observed in children with
croup, foreign bodies, trauma, and congenital anomalies such as laryngo-
malacia or tracheomalacia.?
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Herein, we report a three-months-old girl ad-
mitted with severe stridor, cough and dyspnea that
diagnosed as disseminated tuberculosis.

ICASE REPORT

A three months old girl was admitted with stridor
and cough. Stridor has started three weeks prior to
admission; cough was added ten days ago. She was
diagnosed as croup and given nebulised steroid and
bronchodilator therapy by her family physician,
however; there was no relief of her symptoms. She
continued to have cough attacks and stridor that
woke her up at night. On physical examination; her
weight (6.5 kg), height (58 cm) and head circumfe-
rence (42 cm) were at 50 centiles for her age. She
had one BCG scar. Her body temperature was 37
C; respiratory rate was 52/min, and oxygen satu-
ration was 94% in room air. She had tachypnea and
severe stridor. She had no rales or ronchi on chest
auscultation. The remainder of the physical exami-
nation was unremarkable. Laboratory findings we-
re as follows: white blood cell count, 15.700/mm?
with 55% polymorphonuclear leukocytes, 34%
lymphocytes, 10% monocytes; hemoglobin 11 g/dl;
platelets 562.000/mm?; and C-Reactive Protein
(CRP) 58.24 mg/L (N:0-5 mg/L). Lateral airway X
ray was normal and neck computerized tomogra-
phy (CT) (Figure 1) revealed necrotic lymph nodes,
the largest one was two centimeters in diameter,
compressing the trachea. Chest X ray (Figure 2) re-

FIGURE 1: Neck CT; necrotic lymph nodes compressing the trachea.
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FIGURE 2: Chest X ray; bilateral reticulonodular densities.

vealed bilateral reticulonodular densities. Compu-
terized tomography of thorax (Figure 3) revealed
parenchymal diffuse micronodullar pattern. These
radiological findings strongly suggested tuberculo-
sis. Multiple hypoecoic lesions in the spleen were
detected in the abdominopelvic ultrasound. Lum-
ber puncture was performed in order to exclude
central nervous system involvement. Laboratory
findings of cerebrospinal fluid (CSF) were as fol-
lows: 10 cells/mL protein level 23 mg/dl (N:15-45
mg/dl), glucose 53 mg/dl (N:32-82 mg/dl) and chlo-
rur 125. Polymerase chain reaction (PCR) for My-
cobacterium tuberculosis was negative. Cultures of
CSF grewth no bacteria. Cranial CT was normal.
She was started antituberculosis therapy. Isoniazid,
rifampicin, morphpzinamide, and streptomycin
were given for the first two months, continued as
isoniazid and rifampicin for the following ten
months. Prednisolone therapy was used for the
lymph nodes compressing the airways. Mycobac-
terium tuberculosis was ultimately yielded in the
three consecutive morning gastric aspirates of the
patient (sensitive to streptomycin, isoniazid, rifam-
picin, pyrazinamide and ethambutol). Family scre-
ening revealed that her father had TB. There was
a cavitation on the father’s chest X-ray. Mycobac-
terium tuberculosis was detected on his sputum
cultures. Index case was treated with four antuber-
culosis drugs. The other family members, mother
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and grandmother, living in the same house with
the patient were healthy, and they were given iso-
niazid prophylaxis.

DISCUSSION

Children presenting with stridor, dyspnea and co-
ugh are quite regularly seen with a large variety of
causes. Stridor, associated with obstruction of the
laryngeal area or the extrathoracic trachea, is com-
monly observed in children with croup, foreign bo-
dies, trauma, and congenital anomalies such as
laryngomalacia or tracheomalacia.® The presented
case had no history of either foreign body aspirati-
on or trauma, and her complaints had started 3 we-
eks prior to admission. Her complaints did not
started after birth that usually seen in congenital
anomalies. When she was admitted with stridor,
her lateral airway X ray and neck CT were evalua-
ted in the emergency department. Necrotic lymph
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nodes, the largest two centimeters in diameter,
compressing the trachea were detected at the upper
mediastinum. With the aid of both radiologic and
microbiologic findings, the definitive diagnosis in
the presented infant was established.

The diagnosis of disseminated TB can be diffi-
cult and a high index of suspicion is required.’ It
may mimic many diseases.? Although the clinical
picture may be acute, more often it is indolent and
prolonged, with spiking fever accompanying the
release of organisms into the bloodstream.'*° Impa-
ired cell-mediated immunity underlies the deve-
lopment of disease,! and it is more commonly seen
in infants and children under 5 years of age.!1° The
clinical manifestations and laboratory findings of
TB may be insidious and non-specific.!* Stridor is
an unusual presenting symptom for children with
tuberculosis. The mechanism for stridor in patients
with tuberculosis is either intrinsic airway com-
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pression secondary to a laryngeal or endobronchi-
al lesion or extrinsic airway compression secondary
to lymphadenopathy or abscess.®” Approximately
one-quarter of patients with hilar adenopathy may
have bronchial compression in children with pul-
monary tuberculosis,!! but rarely results in obs-
truction.® Stridor may also be a symptom of
larengeal TB.!2 There are only few case reports de-
scribing laryngeal TB in children.!® Ramadan et al.
describe three children with laryngeal TB who pre-
sented with stridor.

Tuberculosis is still a major health problem in
developing countries in endemic areas and house-
hold contact is an important risk factor. In our ca-
se, the father was diagnosed as pulmonary TB with
chest x-ray and microbiologic findings. Mycobac-
terium tuberculosis was also detected in the cultu-
res of sputum.
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Miliary TB is uniformly fatal if not treated.
The American Academy of Pediatrics advocates 9
months of treatment. In the presence of associated
TB meningitis, treatment needs to be given for at
least 12 months.! Corticosteroid treatment is a use-
ful adjunct in treating some forms of extrapulmo-
nary 1B, specifically meningitis and pericarditis
caused by drug-susceptible organisms.**!> The pre-
sented case was given antituberculosis therapy
with four drugs and prednisolone as the lymph no-
des were compressing the airways.

In conclusion, we report a pediatric case pre-
sented with stridor and diagnosed as dissemina-
ted TB affecting the airways, lung and spleen. In
the differential diagnosis of stridor, TB should be
taken into consideration, especially in infants
who have risk factors and live in endemic areas
for TB.
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