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Summary
Tuberculosis in pregnancy is possibly increasing in Western Europe due to a higher incidence in immigrant women from endemic regions.
Common in recent immigrants. Diagnosis during pregnancy is delayed because the disease is more frequently extra-pulmonary with few
symptoms and western doctors are no longer familiar with signs and symptoms of tuberculosis. We report the case of a 28-year-old
woman presenting in the 13th week of pregnancy with vaginal bleeding, respiratory symptoms including persistent coughing and fever
since 1 month. Diagnosis was delayed because of doubts on taking x-rays during pregnancy, and only 6 days after admission chest x-ray
and blood-cultures led to diagnose miliary tuberculosis. Despite tuberculostatic medication expulsion of an infected fetus and placenta
occurred. Histological examination of the placenta confirmed tuberculosis in the placental tissue.

BACKGROUND
We think this case is important both because of the
uncommon clinical presentation of tuberculosis in preg-
nancy and the rarity of histology-proven tuberculosis dis-
seminated to the placenta.

Also blocked tubes can be a consequence of dissemi-
nated tuberculosis.

CASE PRESENTATION
The patient is a G2P0A1, originating from Ghana and res-
iding in Belgium since 4 years. She did not return to Africa
in the last 2 years but was regularly visited by her family
from Ghana. She had no history of diseases. One year
before the current problem she underwent a laparoscopy
for secondary infertility after a spontaneous miscarriage
2 years earlier. During laparoscopy a benign serous
adenoma was removed from the left ovary and both her
tubes were seen to be completely blocked. The couple was
referred for in vitro fertilisation (IVF). In the course for the
preparation for IVF an infection work-up was performed
including testing for syphilis, HIV, chlamydia and gonor-
rhoea; all tests were negative; testing for tuberculosis is not
part of the routine in infertility in Belgium. Pregnancy was
achieved in the first cycle of IVF. At 8-weeks amenorrhoea
was first seen at the prenatal obstetrics consultation, she
had no complaints and a next appointment was scheduled
at 11 weeks 5 days. She did not show up for this appoint-
ment, 1 week later, at 12 weeks 4 days she presented at the
emergency department with persistent coughing, headache
and fever for 1 month, and vaginal bleeding without
cramps since 1 week. Ultrasound confirmed a viable fetus
with biometry for 13 weeks. At the emergency department
no chest radiography was taken as the emergency phys-
ician was convinced this should never be done in pregnant
women. The patient was send home on paracetamol and

came back 5 days later, still coughing, when she was seen
by a senior obstetrician with experience in tropical medi-
cine, a chest x-ray was performed demonstrating mililary
tuberculosis. It was not possible to obtain sputa from the
patient (figures 1–2).

INVESTIGATIONS
▸ Bronchoscopy and brocho-alveolar lavage revealed only

Gram-negative bacilli.
▸ Tuberculin test was positive.
▸ Blood cultures were positive for Mycobacterium tubercu-

losis after 6 days.
▸ Abdominal ultrasound, performed because of elevated

serum liver enzymes, showed normal liver tissue and
no other abdominal abnormalities.

Figure 1 Posteroanterior chest radiograph.
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TREATMENT
She was then immediately started on triple therapy
including rifampicine, nicotibine and myambutol.

OUTCOME AND FOLLOW-UP
Two days after starting vaginal bleeding increased fol-
lowed by cramping and resulting in the complete expul-
sion of fetus and placenta. (figures 3–5).

Histopathological examination of the placenta demon-
strated many acid-fast bacilli in Ziehl-Neelsen staining.
The fetus was not infected. (figures 6–8).

This result comfirms the diagnosis from disseminated
tuberculosis in pregnant woman and placenta.

The patient continued medication and could leave the
hospital after 4 days. She was further followed in the
department of tropical medicine until complete cure of
her tuberculosis.

DISCUSSION
We report a rare case of disseminated tuberculosis in an
otherwise healthy, pregnant woman living in Western
Europe since several years and having undergone a com-
plete work-up for IVF. Cases of disseminated tuberculosis
in pregnancy in non-immune-compromised women have

rarely been published and none after in vitro fertilisation
for as far as we were able to find.1–10

A chest radiograph does not have to be done during
routine study of infertility.

Figure 3 Amniotic sac after expulsion with amniotic fluid and
fetus inside.

Figure 5 Part of placental tissue with necrotic zone
(white-yellow).

Figure 6 H&E—placenta histopathology with necrotic zone.

Figure 4 After opening the amniotic sac.

Figure 2 Lateral chest radiograph.
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Learning points

▸ Clinicians should be alert for tuberculosis also in
women that have lived in endemic areas in the past
but have moved to the West since several years.

▸ In the case of persistent coughing in pregnancy a chest
x-ray should be performed, omitting this can lead to
harmful diagnostic delay.

▸ Tuberculosis is not confined to immune-suppressed women.
▸ A chest radiograph should be performed in a woman

submitted to routine study of infertility. Blocked tubes
can be a consequence of disseminated tuberculosis.
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Figure 8 Acid-fast bacilli in Ziehl-Neelsen staining (pink colour).

Figure 7 H&E—placenta histopathology with necrotic zone.
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