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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.1,2 Extrapulmonary tuberculosis forms such as me-
ningeal disease and disseminated tuberculosis occur more frequently in yo-
ung children.3

The clinical manifestations and laboratory findings of TB, may be in-
sidious and non-specific.1,4 The common presentations in children are co-
ugh and respiratory symptoms, weight loss and anorexia, and low grade
fever.5 Severe dyspnea and rarely stridor may be the presenting symptom of
TB especially in infants.6,7 Stridor is commonly observed in children with
croup, foreign bodies, trauma, and congenital anomalies such as laryngo-
malacia or tracheomalacia.8

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

AABBSS  TTRRAACCTT  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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ÖÖZZEETT  Tü ber kü loz ge liş mek te olan en de mik ül ke ler de ha la önem li bir so run oluş tur mak ta dır ve
bu laş ma da ev içi te mas önem li bir risk fak tö rü dür. Tü ber kü lo zun kli nik ve la bo ra tu var bul gu la rı sin -
si sey re de bi lir ve öz gül ol ma ya bi lir. Cid di stri dor, tü ber kü loz için özel lik le de süt ço cuk lu ğu dö ne -
min de ol duk ça na dir bir baş vu ru semp to mu dur. Bu ra da ön ce sin de sağ lık lı olan, ağır stri dor ile
baş vu rup dis se mi ne tü ber kü loz ta nı sı alan bir süt ço cu ğu ol gu su su nul muş tur. Tü ber kü loz süt ço -
cuk lu ğu dö ne min de stri do run ol duk ça na dir bir ne de ni dir ve ayı rı cı ta nı da özel lik le risk fak tö rü
olan ve tü ber kü loz için en de mik böl ge de ya şa yan ço cuk lar da göz önün de bu lun du rul ma sı ge re kir.
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He re in, we re port a thre e-months-old girl ad-
mit ted with se ve re stri dor, co ugh and dyspne a that
di ag no sed as dis se mi na ted tu ber cu lo sis. 

CA SE RE PORT
A thre e months old girl was ad mit ted with stri dor
and co ugh. Stri dor has star ted thre e we eks pri or to
ad mis si on; co ugh was ad ded ten days ago.  She was
di ag no sed as cro up and gi ven ne bu li sed ste ro id and
bronc ho di la tor the rapy by her fa mily physi ci an,
ho we ver; the re was no re li ef of her symptoms. She
con ti nu ed to ha ve co ugh at tacks and stri dor that
wo ke her up at night. On physi cal exa mi na ti on; her
we ight (6.5 kg), he ight (58 cm) and he ad cir cum fe -
ren ce (42 cm) we re at 50th cen ti les for her age. She
had one BCG scar.  Her body tem pe ra tu re was 37
0C; res pi ra tory ra te was 52/min, and oxy gen sa tu -
ra ti on was 94% in ro om air. She had tachy pne a and
se ve re stri dor. She had no ra les or ronc hi on chest
aus cul ta ti on. The re ma in der of the physi cal exa mi -
na ti on was un re mar kab le. La bo ra tory fin dings we -
re as fol lows: whi te blo od cell co unt, 15.700/mm3

with 55% poly morp ho nuc le ar le u kocy tes, 34%
lymphocy tes, 10% mo nocy tes; he mog lo bin 11 g/dl;
pla te lets 562.000/mm3; and C-Re ac ti ve Pro te in
(CRP) 58.24 mg/L (N:0-5 mg/L). La te ral air way X
ray was nor mal and neck computerized tomogra-
phy (CT) (Fi gu re 1) re ve a led nec ro tic lymph no des,
the lar gest one was two cen ti me ters in di a me ter,
com pres sing the trac he a. Chest X ray (Fi gu re 2) re-

ve a led bi la te ral re ti cu lo no du lar den si ti es. Com pu -
te ri zed to mog raphy of tho rax (Fi gu re 3) re ve a led
pa rench ymal dif fu se mic ro no dul lar pat tern. The se
ra di o lo gi cal fin dings strongly sug ges ted tu ber cu lo -
sis. Mul tip le hypo e co ic le si ons in the sple en we re
de tec ted in the ab do mi no pel vic ul tra so und. Lum-
ber punc tu re was per for med in or der to exc lu de
cen tral ner vo us system in vol ve ment. La bo ra tory
fin dings of ce reb ros pi nal flu id (CSF) we re as fol-
lows:  10 cells/mL pro te in le vel 23 mg/dl (N:15-45
mg/dl), glu co se 53 mg/dl (N:32-82 mg/dl) and chlo -
rur 125. Poly me ra se cha in re ac ti on (PCR) for My-
co bac te ri um tu ber cu lo sis was ne ga ti ve. Cul tu res of
CSF grewth no bac te ri a. Cra ni al CT was nor mal.
She was star ted an ti tu ber cu lo sis the rapy. Iso ni a zid,
ri fam pi cin, morph pzi na mi de, and strep tomy cin
we re gi ven for the first two months, con ti nu ed as
iso ni a zid and ri fam pi cin for the fol lo wing ten
months.  Pred ni so lo ne the rapy was used for the
lymph no des com pres sing the air ways. Myco bac -
te ri um tu ber cu lo sis was ul ti ma tely yi el ded in the
thre e con se cu ti ve mor ning gas tric as pi ra tes of the
pa ti ent (sen si ti ve to strep tomy cin, iso ni a zid, ri fam -
pi ci n, pyra zi na mi de and et ham bu tol). Fa mily scre -
e ning re ve a led that her fat her had TB. The re was 
a ca vi ta ti on on the fat her’s chest X-ray. Myco bac -
te ri um tu ber cu lo sis was de tec ted on his spu tum
cul tu res. In dex ca se was tre a ted with fo ur an tu ber -
cu lo sis drugs. The ot her fa mily mem bers, mot herFIGURE 1: Neck CT; necrotic lymph nodes compressing the trachea.

FIGURE 2: Chest X ray; bilateral reticulonodular densities.
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and grand mot her, li ving in the sa me ho u se with
the pa ti ent we re he althy, and they we re gi ven iso-
ni a zid proph yla xis.

DIS CUS SI ON
Chil dren pre sen ting with stri dor, dyspne a and co -
ugh are qu i te re gu larly se en with a lar ge va ri ety of
ca u ses. Stri dor, as so ci a ted with obs truc ti on of the
lary nge al are a or the ex trat ho ra cic trac he a, is com-
monly ob ser ved in chil dren with cro up, fo re ign bo -
di es, tra u ma, and con ge ni tal ano ma li es such as
lary ngo ma la ci a or trac he o ma la ci a.8 The pre sen ted
ca se had no his tory of eit her fo re ign body as pi ra ti -
on or tra u ma, and her comp la ints had star ted 3 we -
eks pri or to ad mis si on. Her comp la ints did not
star ted af ter birth that usu ally se en in con ge ni tal
ano ma li es. When she was ad mit ted with stri dor,
her la te ral air way X ray and neck CT we re eva lu a -
ted in the emer gency de part ment. Nec ro tic lymph

no des, the lar gest two cen ti me ters in di a me ter,
com pres sing the trac he a we re de tec ted at the up per
me di as ti num. With the aid of both ra di o lo gic and
mic ro bi o lo gic fin dings, the de fi ni ti ve di ag no sis in
the pre sen ted in fant was es tab lis hed.

The di ag no sis of dis se mi na ted TB can be dif fi -
cult and a high in dex of sus pi ci on is re qu i red.9 It
may mi mic many di se a ses.2 Alt ho ugh the cli ni cal
pic tu re may be acu te, mo re of ten it is in do lent and
pro lon ged, with spi king fe ver acco mpan ying the
re le a se of or ga nisms in to the blo ods tre am.1,2,9 Im pa -
i red cell-me di a ted im mu nity un der li es the de ve -
lop ment of di se a se,1 and it is mo re com monly se en
in in fants and chil dren un der 5 ye ars of age.1,10 The
cli ni cal ma ni fes ta ti ons and la bo ra tory fin dings of
TB may be in si di o us and non-spe ci fic.1,4 Stri dor is
an unu su al pre sen ting symptom for chil dren with
tu ber cu lo sis. The mec ha nism for stri dor in pa ti ents
with tu ber cu lo sis is eit her in trin sic air way com-

FIGURE 3: Thorax CT; parenchymal diffuse micronodullar pattern.
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pres si on se con dary to a lary nge al or en dob ronc hi -
al le si on or ex trin sic air way com pres si on se con dary
to lympha de no pathy or abs cess.6,7 Ap pro xi ma tely
one-qu ar ter of pa ti ents with hi lar ade no pathy may
ha ve bronc hi al com pres si on in chil dren with pul-
mo nary tu ber cu lo sis,11 but ra rely re sults in obs -
truc ti on.6 Stri dor may al so be a symptom of
la ren ge al TB.12 The re are only few ca se re ports de-
s cri bing lary nge al TB in chil dren.13 Ra ma dan et al.
des cri be thre e chil dren with lary nge al TB who pre-
sen ted with stri dor.14

Tu ber cu lo sis is still a ma jor he alth prob lem in
de ve lo ping co un tri es in en de mic are as and ho u se -
hold con tact is an im por tant risk fac tor. In our ca -
se, the fat her was di ag no sed as pul mo nary TB with
chest x-ray and mic ro bi o lo gic fin dings. Myco bac -
te ri um tu ber cu lo sis was al so de tec ted in the cul tu -
res of spu tum.

Mi li ary TB is uni formly fa tal if not tre a ted.
The Ame ri can Aca demy of Pe di at rics ad vo ca tes 9
months of tre at ment. In the pre sen ce of as so ci a ted
TB me nin gi tis, tre at ment ne eds to be gi ven for at
le ast 12 months.1 Cor ti cos te ro id tre at ment is a use-
ful ad junct in tre a ting so me forms of ex tra pul mo -
nary TB, spe ci fi cally me nin gi tis and pe ri car di tis
ca u sed by drug-sus cep tib le or ga nisms.4,9,15 The pre-
sen ted ca se was gi ven an ti tu ber cu lo sis the rapy
with fo ur drugs and pred ni so lo ne as the lymph no -
des we re com pres sing the air ways. 

In conc lu si on, we re port a pe di at ric ca se pre-
sen ted with stri dor and di ag no sed as dis se mi na -
ted TB af fec ting the air ways, lung and sple en.  In
the dif fe ren ti al di ag no sis of stri dor, TB sho uld be
ta ken in to con si de ra ti on, es pe ci ally in in fants
who ha ve risk fac tors and li ve in en de mic are as
for TB.

1. Sharma SK, Mohan A, Sharma A, Mitra DK.
Miliary tuberculosis: new insights into an old
disease. Lancet Infect Dis  2005;5(7):415-30.

2. Hasibi M, Rasoulinejad M, Hosseini SM,
Davari P, Sahebian A, Khashayar P. Epi-
demiological, clinical, laboratory findings, and
outcomes of disseminated tuberculosis in
Tehran, Iran.  South Med J  2008;101(9):910-
3.

3. Uysal G, Dogru U. [Immunology of childhood
tuberculosis and recent advances]. Turkiye
Klinikleri J Pediatr 1999;8(3):158-63. 

4. Mert A, Bılır M, Tabak F, Ozaras R, Ozturk R,
Senturk H, et al. Miliary tuberculosis: clinical
manifestations, diagnosis and outcome in 38
adults. Respirology  2001;6(3):217–224.

5. Ozcelik U. Clinical findings and diagnozis in
childhood tuberculosis. Turkiye Klinikleri J Pe-
diatr Sci 2006;2(3):26-31.

6. De Ugarte DA, Shapiro NL, Williams HL. Tu-
berculous mediastinal mass presenting with

stridor in a 3-month-old child. J Pediatr Surg
2003;38(4):624-5.

7. Matthews PC, Pickles J, Berry J, Salisbury JR,
Barker RD, Ervine M. Airway emergency in tu-
berculosis. J Infect  2006;52(5):e147-50.

8. Boat TF. Chronic or recurrent respiratory
symptoms. In: Behrman RE, Kliegman RM,
Jenson HB, eds. Nelson Textbook of Pedi-
atrics. 17th ed. Philadelphia: Saunders; 2004
p.1403-4.

9. Munoz FM, Starke JR. Tuberculosis. In:
Behrman RE, Kliegman RM, Jenson HB, eds.
Nelson Textbook of Pediatrics. Philadelphia:
Saunders; 17thed. 2004 p. 964-972, 1417-9.

10. Cruz AT, Starke JR. Clinical manifestations of
tuberculosis in children. Paediatr Respir Rev
2007;8(2):107-17. 

11. Andronikou S, Joseph E, Lucas S, Brach-
meyer S, Du Toit G, Zar H, et al. CT scanning
for the detection of tuberculous mediastinal
and hilar lymphadenopathy in children. Pediatr

Radiol  2004;34(3):232-6.

12. Wang CC, Lin CC, Wang CP, Liu SA, Jiang
RS. Laryngeal tuberculosis: a review of 26
cases. Otolaryngol Head Neck Surg  2007;
137(4):582-8.

13. Singh K, Kaur G, Parmar TL. Pseudo tumoral
laryngeal tuberculosis. Indian Pediatr  2003;
40(1):49-52.

14. Ramadan HH, Wax MK. Laryngeal tuberculo-
sis. A cause of stridor in children. Arch Oto-
laryngol Head Neck Surg  1995;121(1):
109-12.

15. Blumberg HM, Burman WJ, Chaisson RE,
Daley CL, Etkind SC, Friedman LN, et al;
American Thoracic Society, Centers for Dis-
ease Control and Prevention and the Infec-
tious Diseases Society. American Thoracic
Society/Centers for Disease Control and Pre-
vention/Infectious Diseases Society of Amer-
ica: treatment of tuberculosis. Am J Respir Crit
Care Med  2003;167(4):603-62.

REFERENCES


