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ABSTRACT
Miliary tuberculosis (TB) is a severe form of disseminated TB. In developing countries childhood miliary TB is a
significant health problem. Pulmonary TB is the most common type of TB in children. Of all TB cases miliary TB
accounts for about 1%. We report a case of paediatric miliary TB with acute presentation in a eleven years old female
who presented with fever and cough since 3 days and rapid breathing since one day. Clinical examination showed
hepatosplenomegaly, on auscultation chest was clear and air entry bilateral equal, chest x-ray was suggestive of miliary
shadows suggestive of TB and it was confirmed by HRCT chest. Laboratory studies revealed anaemia and elevated
erythrocyte sedimentation rate (ESR). Tuberculin test was negative, gastric lavage for acid-fast bacilli Gene-Xpert was
positive for mycobacterium tuberculosis. Fundus examination revealed bilateral small, white sub retinal opacities with
the classical appearance of choroidal tubercles. The diagnosis of Miliary TB was confirmed and the patient was started
on anti TB therapy.
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INTRODUCTION
Annual worldwide burden of tuberculosis (TB) in children
in 2012 as reported by World Health Organization was
approximately 530,000 cases which is 6% of Global TB
burden, this included up to 74,000 children mortality.
After acquiring infection, the risk factors for developing
disease are early childhood, adolescence and
immunodeficiency. Risk of developing severe,
disseminated form of TB like TB meningitis or miliary TB
is more common in infants and young children.1
Pulmonary TB is the most common type of TB disease in
children. In children extra pulmonary TB occurs in
approximately 20-30% of all cases. Among all TB cases
miliary TB accounts for about 1%.2 11% of patients with
extra-pulmonary
tuberculosis
have
abdominal
involvement and 1% have ocular involvement.3,4 As it is a
paucibacillary disease, the burden of childhood TB is
under-reported. Many TB cases are being missed, as the

symptomatology of TB mimics common childhood
diseases.1,5 Lymphohematogenous dissemination of
Mycobacterium tuberculosis-laden focus results in miliary
TB. Earlier miliary TB was considered as childhood
disease but in recent times it is increasingly seen in adults
as well, the reason being malnutrition, immunosuppression
by
medications
and
diseases,
and
human
immunodeficiency virus (HIV).6 If miliary TB is
suspected, early initiation of empirical treatment increases
the chances of survival.7 The objective of this report is to
describe acute presentation of miliary TB with choroidal
miliary infiltrates.
CASE REPORT
11 years old female presented with complaints of fever and
cough since 3 days and rapid breathing since 1 day. She
was febrile at time of presentation with tachycardia,
tachypnoea and oxygen saturation being 88% on room air.
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She was put on oxygen by face mask and was admitted in
PICU. On examination chest was clear without any
adventitious sounds and there was hepatosplenomegaly.

examination was done which showed bilateral multiple
choroid tubercles, which confirmed the diagnosis of
military TB and AKT was started. Hydrocortisone was
started and was given for total 14 days. After 1 week of
starting AKT patient condition gradually improved, fever
spikes decreased, patient was slowly weaned of oxygen
support and was shifted to ward. In ward patient vitals
monitored and AKT continued and supplements started.
Finally, patient was discharged after 16 days of admission
on AKT (intensive phase).
DISCUSSION

Figure 1: (A) Day 1. (B) Day 3.

Figure 2: (A) Chest CT (lung window) showing
classical miliary pattern. (B) CT scan of patient
showing bilateral miliary opacification.

Figure 3: (A) and (B) Fundus of the patient showing
choroid tubercles, characteristic of military TB.
ESR was elevated, chest-X ray on admission was normal.
Due to continuous fever spikes and investigations, our
initial impression was atypical pneumonia and
clarithromycin was started. As oxygen requirement
increased, patient was shifted to oxygen by NRM from
face mask. Repeat chest-X ray was done on day 3 of
admission which showed classic miliary shadows.
Mantoux was given which came out negative but GLAFB
and gene-xpert was positive. So HRCT chest was done
which showed mediastinal lymphadenopathy suggestive
of infective etiology likely miliary tuberculosis. Fundus

Even though incidence of TB is decreasing, the worldwide
disease burden remains a major health problem.2 If not
diagnosed and treated early miliary TB has high mortality.
Diagnosis of military TB is difficult because of nonspecific, atypical symptoms and varied clinical signs.
Chest X rays with classic miliary shadows is seen very late
in the disease. Therefore, a high index of clinical suspicion
and a systematic approach are required to establish the
diagnosis of miliary TB.6 The incidence of the miliary TB
in all pediatric TB infections has been found to be
different. Hussey et al8 documented miliary TB in 8% of
all TB admissions, while 3.2% of all pediatric TB cases
were reported in another study.9 Pelvic TB or
gastrointestinal or genitourinary tracts TB can be easily
misdiagnosed as malignant tumors.10 Peripheral
lymphadenopathy and hepatosplenomegaly are more
commonly seen in children with military TB compared to
adults, as seen in our patient. Things which made TB a
remote possibility in our patient were: BCG vaccination
and presence of its scar, chest examination and chest X-ray
were normal initially. BCG vaccination protects from
disseminated TB like miliary TB.6 However, the BCG
protective efficacy is controversial ranging from 0 to
80%.11 Gurkan et al recorded 96% of the cases with no
prior BCG vaccination, while in another clinical study by
Hussey et al, history of BCG vaccination was documented
in 88% of all children with miliary TB. Classic symptoms
of TB like chills and night sweats, productive cough and
hemoptysis are less common in children as compared to
adults. Further data in our case that perplexed our
diagnosis, tuberculin test which was negative. For
tuberculin skin test, Gurkan et al in their study documented
positivity was not obtained in 17 out of 23 patients as
would be expected in miliary TB infection at diagnosis. In
various published pediatric and adult series tuberculin
anergy has ranged from 35 to 74% and 20 to 70%,
respectively.6 Because of the paucibacillary nature of
mycobacteria, microbiological confirmation is difficult in
children. Smear positivity of the gastric lavage was
documented in 20% of children and positive cultures in
less than 50% of children with suspected tuberculosis.12
Out of 96 suspected patients of pulmonary tuberculosis, 60
(62.5%) were culture positive, acid-fast bacilli smear
positive were 34 (35.4%) and blood PCR was positive in
14 (14.5%) thus they concluded that due to low sensitivity,
a negative PCR assay does not rule the disease.13
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In patients with miliary TB several uncommon clinical
manifestations and complications were observed,
example- focal extra pulmonary TB.6 Intrathoracic and
sometimes, intra-abdominal lymphadenopathy may be
associated with miliary TB.6 The choroid tubercles in
miliary TB vary in size from one sixth to two thirds of a
papillary diameter.14 Choroidal tubercles when present is
considered to be pathognomonic of military TB, as in our
case. Therefore, in all patients with suspected miliary TB
an ophthalmoscopic examination is recommended6. TB
meningitis is more common in children with miliary TB
(20-40%) than adults with miliary TB (15-30%).6 In our
case, the clues which pointed in favour of an underlying
TB focus are: low socioeconomic state of her family,
overcrowded family positive family history of open
pulmonary TB, positive GLAFB, clinical and radiological
hepatosplenomegaly. CT Sharma et al presented a criteria
useful for the diagnosis of miliary TB: (i) clinical
presentation consistent with a diagnosis of TB such as,
fever with evening rise of temperature, weight loss,
anorexia, tachycardia and night sweats of greater than six
weeks duration responding to anti-TB treatment; (ii)
classical miliary pattern on chest radiograph; (iii) bilateral
diffuse reticulonodular lung lesions on a background of
miliary shadows demonstrable either on plain chest
radiograph or high resolution CT; and (iv) microbiological
and/or histopathological evidence of TB.15 The
combination clinical and radiological findings along with
positive GLAFB and choroid tubercles on fundus
examination helped us in early diagnosis and treatment.
There are several reports of rapid progression of miliary
TB in immunocompromised individuals. We have a
similar clinical presentation to that observed in
immunocompromised individuals in our patient who is
immunocompetent. It needs to be highlighted that although
rapid disease progression in miliary TB is not a norm, our
patient presented with similar presentation.
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CONCLUSION
In conclusion, a prompt diagnosis and early intervention is
key to survival in cases of miliary TB. Given the barriers
for prompt microbiological or radiological diagnoses,
much emphasis is placed on clinical judgement and this
case highlights how important it is to revisit diagnosis and
repeat investigations according to the patient's clinical
course as in this case patient acutely presented. Systematic
approach is required to establish the diagnosis of miliary
TB and treatment has to be started as early as possible to
reduce the mortality rate.
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