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Abstract

Introduction: Tuberculosis is relatively common in reproductive age and thereby can be observed in pregnancy. Some of the clinical
presentations of tuberculosis overlap with nonspecific symptoms that are found in normal pregnancy. Therefore, delay in diagnosis
is understandable. The aim of our study is to indicate that tuberculosis is related to sanitary inadequacy and crowding and should be
considered in every patient with such circumstances.

Case Presentation: This case report is about a pregnant woman who referred to us with low-grade fever and ascites and then
disseminated intravascular coagulation was observable. Accordingly, several differential diagnoses were considered, and eventually,
visceral tuberculosis was detectable.

Conclusions: It is recommended that tuberculosis be considered in every patient even without any response to the usual treatments.
Extrapulmonary tuberculosis, which is more common in pregnancy, poses a tremendous challenge on the diagnosis and treatment of

tuberculosis.
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Introduction

The incidence of tuberculosis was about 9 million new
cases in 2009 (1). Tuberculosis continues to kill about 2
million people per year in the world. The latent disease
will eventually change into tuberculosis in 5%-10%
of patients (2). About 1.75 billion people are infected
with mycobacterium tuberculosis worldwide (3). Given
that more than 75% of patients are at the age of 15-54
years, this is considered as a perceived threat, especially
in pregnant women and is needed to keep in mind (4).
Based on recent evidence, the incidence of tuberculosis is
estimated at about 4.2 per 100000 maternities and it is a
major cause of maternal mortality (5). As a matter of fact,
two vital issues should be addressed in a pregnant woman
with tuberculosis, including the effect of disease on the
mother and her fetus, as well as the impact of pregnancy
on the usual clinical presentations of the disease. Some
studies appear to show neither negative nor positive effects
by means of tuberculosis in pregnancy (6,7). However,
due to nonspecific symptoms contributed to a normal
pregnancy, a delay in diagnosis occurs in many patients.
Obstetric complications include abortion, preterm labor,
fetal growth restriction, and transmission to the fetus.
The increasing rate of complication is associated with
the severity of the disease, extrapulmonary involvement,
and co-infection with human immunodeficiency virus

(8,9). Disseminated intravascular coagulation is detected
in tuberculosis and reported in a few articles (10-12).
To the best of our best knowledge, this is the first case
presentation of extrapulmonary tuberculosis in pregnancy
which leads to disseminated intravascular coagulation.
The aim of our study was to keep in mind that tuberculosis
is related to sanitary inadequacy and crowding and,
tuberculosis should be considered in every patient with
such circumstances.

Case Presentation

A 24-year-old pregnant woman G3P2L2 referred to our
tertiary center, namely, Firoozgar hospital, Tehran, Iran,
with fever and inadequate weight gain at 32 weeks of the
gestational age. On administration, she seemed ill. Vital
signs were at a normal range although the temperature was
38, 2 degrees of Celsius orally. Based on the examination,
the heart and lung had no remarkable sign while the
abdomen was distant and tense without tenderness.
Abdominal sonography demonstrated moderate to severe
ascites in abdominopelvic cavity, normal liver, and biliary
duct, and normal kidneys. Fetal biometry, amniotic fluid
volume, and placenta were normal. The paracentesis of
ascites was associated with an exudative pattern. Chest
radiography (CXR) had a nonspecific pattern. Thus, spiral
computerized tomography (CT) was performed and mild
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Figure 1. Spiral Computerized Tomography. Note. Spiral computerized
tomography was performed and mild plural effusion addition to bronchiole
wall thickening was detected.

pleural effusion addition to bronchiole wall thickening
was detected as well (Figure 1). Laboratory data are
provided in Table 1.

According to anorexia, upper gastrointestinal
endoscopy was done and no ulcer or malignancy was
observed. The tuberculin skin test, sputum test, and
traditional culture were considered for the woman
because she was an immigrant. The results of the above-
mentioned tests were negative for tuberculosis. In the first
place, bronchopneumonia was diagnosed and ceftriaxone
plus azithromycin were prescribed accordingly. After 5
days of hospitalization, thrombocytopenia appeared and
the platelet count dropped to 68000. In spite of normal
blood pressure and the lack of severe signs, preeclampsia
and HELLP syndrome were ruled out by means of
laboratory tests. The hematology consult was performed
and coagulation tests was requested (prothrombin time:
17 seconds, Partial thromboplastin time: 56). She received
two units of fresh frozen plasma (FFP). One day later,
the urine was hematuria and the platelet count dropped
to 52000. Based on our joint committee, the termination
of pregnancy was the sole option. Therefore, a cesarean
section was done due to breech presentation via a vertical
incision. The fetus was stable and 1550 in weight. Abdomen

Table 1. The Laboratory Date of the Patient

Hemoglobin level 9.5 g/dL
White blood cell count 4400/cc
Platelet 268000/cc
Serum albumin 3.2 g/dL
Creatinine 0.6 mg/dL
TSH 1.8 Mu/L
ANA Negative
Anti-ds DNA Negative
Anti-cardiolipin Negative
Stool exam occult blood 0-1
Stool culture Negative
Urine RBC 1-2
Urine culture Negative
Total bilirubin 1.1 mg/dL
Alkaline phosphatase 320 1U/L

Note. TSH: Thyroid-stimulating hormone; ANA: Anti-nuclear antibody; RBC:
Red blood cell count.

cavity was explored. There were multiple granulomas on
the peritoneal and uterine surface in addition to omental
thickening (Figure 2). The frozen section examination was
performed and granuloma was determined accordingly.
She received 2 units of packed cells, 4 units of platelets, and
2 units of FFP. According to permanent pathology results
prepared for 48 hours and revealed tuberculosis, the anti-
tuberculosis drug was started for her. On histopathological
examinations, omentum and uterine serous were involved
by necrotizing granulomatous (Figure 3) and a dramatic
response amid 24 hours was observed and after 7 days, the
patient was discharged with anti-tuberculosis drugs for 9
months. The neonatal specialist prevented breastfeeding
and fortunately, congenital tuberculosis was ruled out
after complete assessments. Now, after 9 months, she and
her son are free of any symptoms.

Discussion

Tuberculosis is associated with human crowding and
socioeconomically inadequacy. In addition, Tuberculosis
may infect pregnant women, and evidence suggests that
with luck this occasion can be diagnosed in the first
place. A delay in diagnosis is more common, especially
in a pregnant woman. The clinical symptoms of the
disease are masked in pregnancy. Nevertheless, there are
measures which can catch it up. The tuberculin skin test
should be performed and pregnancy does not affect the
result. Conventional culture for tuberculosis is also used
in pregnancy although it takes 4-6 weeks to achieve a
result (13). Based on the World Health Organization,
symptoms such as chronic cough with any duration, night
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Figure 2. Uterus With the Patchy Granolation Tissue on it due to Tuberculosis.
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Figure 3. Microscopic View of the Omentum Specimen Showing Granulation
and Diffuse Lymphocytosis, revealed as Tuberculosis.
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sweat, chronic fever, and weight loss screening should
be considered in symptomatic women. Nonetheless, the
Center for Disease Control and Prevention recommended
a CXR for symptomatic and asymptomatic women who
have had a recent tuberculosis contact (14,15). Given that
military tuberculosis and extrapulmonary tuberculosis
are more common in pregnancy, CXR and sputum
examination may miss the diagnosis. Accordingly, it was
understandable why we did not diagnose tuberculosis
until surgery. However, we considered differential
diagnoses including preeclampsia, HELLP syndrome, and
collagen vascular disease which all were more popular in
the patient. There is little difference in the management
of tuberculosis in pregnancy. A combination of isoniazid,
rifampin, ethambutol, and pyridoxine is prescribed for
active tuberculosis in pregnancy and postpartum (16).
Pyridoxine should be taken to decrease the peripheral
neuropathy of the isoniazid (isonicotinic acid hydrazide)
in pregnancy. For extrapulmonary disease, the same drugs
with similar doses are recommended for 9-12 months
(17). In congenital tuberculosis, the lung is the second
organ which is involved while pre-portal lymph nodes
near the liver are infected in the first place. More precisely,
the haematogenous spread is the most important way
that leads to congenital disease (18). Breastfeeding poses
a tremendous challenge and based on the American
Academics of Pediatrics, patients who are treated
extravagantly amid two or more weeks before delivery can
feed their newborn (19).

For our patient, breastfeeding was prevented and
isoniazid was started for neonates until ruling out
congenital tuberculosis. Considering a dramatic decrease
in tuberculosis burden over the past several years, the
lack of attention was understandable. However, in high-
risk regions such as our country, we should embrace that
it can seriously jeopardize the prognosis of the disease
in patients because we usually forget it. Critical doubts
must be addressed in the first place when ruling out
ordinary differential diagnosis. Tuberculosis can lead to
glaring disparities in clinical presentation and has a wide
spectrum of symptoms and signs. Compared to other
reports, disseminated intravascular coagulation is highly
rare in tuberculosis and is reported in few studies (17-19).
To the best of our best knowledge, as mentioned above,
this is the first case report of extra pulmonary tuberculosis
in pregnancy which leads to disseminated intravascular
coagulation. Finally, as the most significant clinical usage
of our report, given that the overwhelming majority
of patients are attributed to the reactivation of latent
disease, we recommend the screening test in people at the
highest risk such as the immigrant population to identify
latent disease, and subsequently, start a drug with less
adverse effects. Anti-tuberculosis drugs in asymptomatic
pregnant women may pose a threat although public health
takes priority and it seems strategically wise. A large part
of the problem lies with the shortage of outreach and the

resource for screening latent tuberculosis. However, if we
want to succeed, we should figure out the cost and pay
it. Therefore, future studies should be done to declare the
cost and benefit of screening.
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