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Case Report

A rare case of facial palsy caused by Tuberculosisin 1 month old infant
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Abstract

Tuberculous presenting in early infancy is rare.sMexpectant mothers with TB are asymptomatic &endiscovered to
have tuberculosis only after the diagnosis in th#ant was made. We report an infant who presewitufever, Right sided
cervical mass with ipsilateral LMN type facial palsith ear discharge whose evaluation revealed fiaulb@us. This report
describes probably the youngest infant to be disgdowith cervical mass of tuberculous origin présgnwith facial

paralysis.
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I ntroduction

One-third of the world’s population and approxinhate
50% of Indian adults are infected with Mycobactariu
tuberculosis [1]. Despite the high prevalence of ifB
women of child-bearing age in India, very few casés
TB in the neonatal period have been reported [dBgre
are about 300 reports worldwide, including 11 frovdia
[3,4]. We report an infant who presented with fewight
sided cervical mass with ipsilateral LMN type fagalsy
with ear discharge who did not respond to broaa:tspm
antibiotics. On evaluation Tuberculosis was diagdos

Case

A 1 month old baby girl weighing 2.51 kg presentéth
history of fever for 4 days with swelling over nei&low
right ear lobe & sero-purulent discharge of right. 8aby
was on direct breast feeds. On examination she had
enlarged, matted, firm, nontender cervical lymplle®m
over right side with right sided LMN type facial Ipga
Baby had received BCG vaccination. Chest auscoitati
revealed bilateral rales and the liver was palp&ezin
below the right costal margin. Her CRP was highl&obl
culture was sterile. She was started on intravenous
antibiotics. She did not respond to the above mamagt

& her septic parameters remained abnormal. USG neck
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showed 3 round hypoechoic lesions below the rigit e
suggestive of lymphadenitis. FNAC of lymph node
showed plenty of neutrophils, clusters of small
lymphocytes & few macrophages with fibrous tangles
suggestive of acute suppurative lymphadenitis. @adh

& neck was normal. CSF analysis was normal.
Histopathology examination of right cervical lympbde
showed multiple epitheloid granulomas & langharyiset
giant cells with focal fusion & focal areas of gutar
acidophilic necrosis. There were patchy
lymphoplasmacytic infiltrates around the granulomas
suggestive of granulomatous lymphadenitis with atdsa
necrosis, probably of KOCH'’s etiology. AFB stain sva
positive for acid fast bacilli. In view of Koch’sourrence

at 1 month of age, flow cytometry nephelometry dWase
which showed lower values of CD counts; absolute3CD
1534 [normal 3500-5000/microL]; absolute CD4 1237
[normal 2800-3900 /microL], absolute CD8 286 [nofrma
350-2500]. Immunoassay showed serum non-reactive to
HIV | & HIV Il antibodies. Investigation of the mber
was suggestive of tuberculous meningitis. Contiaatiig
found no other family members with tuberculosis.tiAn
tuberculosis chemotherapy with isoniazid, rifampjci
pyrazinamide and ethambutol was commenced in the
infant and mother and at follow-up both were in goo
health. However the facial palsy has not improved
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Figure 6: Baby on Admission

Figure 3: Cervical Scar

Discussion

TB infection should be considered in all infantsthwi
refractory sepsis [5], pneumonia unresponsiveaadsrd
treatment and congenital viral infections [6]. Most
expectant mothers (nearly 60%) with TB are
asymptomatic [7] and the diagnosis is often mish&thg
pregnancy & was discovered to have tuberculosiy onl
after the diagnosis in the infants was made asiircase.
Although the reported incidence of Neonatal TBds |
[8], it is generally a serious condition with a ri@dity rate

of 22% despite treatment [3,9,10]. The clinical
presentation of neonatal tuberculosis has a peaeton
three to four weeks after delivery but has beerontep
during the first week of life [7].

Aural discharge as a presenting sign of tubercslasi
early infancy has been reported [11,12,13] as incase
with presentation of right sided sero-purulent diage.
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Figure 2: Baby on Follow Up

This report describes probably the youngest infaribe
diagnosed with cervical mass of tuberculous origin
presenting with facial paralysis.

Conclusion

The diagnosis of TB requires a high index of suspic
and thorough evaluation of both mother and infamt i
necessary to establish the diagnosis. Awarenessdieg
the varied manifestations of tuberculosis woulgphielan
early diagnosis & prompt management.
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