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ABSTRACT
A myriad of haematological complications have been reported in association to tuberculosis such
as anemia, leukocytosis and pancytopenia. Thrombocytopenia in tuberculosis is often induced by
anti tubercular drugs or in context of pancytopenia secondary to marrow infiltration (1,2). Immune
thrombocytopenic purpura associated with tuberculosis is extremely rare event. We report a case
of immune TP associated with tuberculosis that was presented with severe hemorrhagic
diasthesis.
_____________________________________________________________________________
Keywords- Immune Thrombocytopenic Purpura(ITP), tuberculosis.

CASE PRESENTATION
A 23 year old previously healthy female patient from Bikaner was admitted to hospital with new
onset gum bleeding and extensive cutaneous petechaie on lower extremities. Patient was
oriented and well cooperative with poorly nourished status. There was unexplained weight loss
of 8 kg in one month duration along with intermittent fever , night sweats and anorexia. There
was no previous history of any haematological or liver or any another disease and recent
medication.
Physical examination revealed a blood pressure of 100/70 mm of hg, pulse of 100/ min a temp of
39.2 degree celcius, extensive cutaneous peteachaie on lower extremities, multiple heamorahgic
spots on tongue and on mucosa of oral cavity. Cervical lyphmadenopathy over both sides of
neck with few matted lymph node over right lower boder of sternocliedomastoid were present.
Initial lab report were TLC -5000/dl (N58%, L35%), haemoglobin 5gm/dl, HCT 14.1%,MCV 76
fl reticulocyte count 1%  and platelet count 17000/dl. ESR was 98 mm/hr. A peripheral    Smear
was remarkable for microcytic hypochromic anemia with a paucity of platelet.FNAC of cervical
lypmph node was suggestive of tubercular lymphadenitis. Cogulation profile (PT ,aPTT,FDP
were normal).A bone marrow aspirate demonstrated hyper cellularity of all cell lines with
normal maturation of myeloid and erthroid precursor. Megakarocyte wre increased in number
with normal morphology. No heamophagocytosis was observed. X ray chest showed no
significant abnormality. CT scan brain s/o diffuse cerebral edema and communicating
hydrocephalus. The blood glucose, urea, creatinine uric acid , sodium(Na+ ) potassium (K+)
calcium (Ca2+), chloride (Cl-) , bilrubin , SGPT ,Alkaline  phosphatre.  lactate dehydrogenase ,
protein albumin were normal. Also ANA, rheumatoid factor, Hep B, Hep C, HIV, blood
cultures, coombs  and platelet specific antibody and abdomino pelvic USG were normal.
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The patient was started on rifampicin, isoniazid, ethambutol, pyrazinmide and multivitamin.
Also we started patient on 1 mg/kg of prednisolone oral, 3units of packed red cell and 7 units of
platelet infusion were given. During her hospitalization findings of haemolysis or bleeding from
other sites were not reported after initial episode. Patient was discharged after 14 days having
TLC count of 11100/dl haemoglobin of 9.3 and platelet count 28000/dl platelet count with
steroid tapering and anti tubercular daily regime. Further on follow up after 1 month patients
platelet was found to be 2.4 lakhs and she was adviced to complete the  anti tubercular regime.

.
Fig – (left) showing extensive patachial rahes over thigh, (right) showing normal x ray chest P/A
view

DISCUSSION
Tuberculosis differs from many other infectious maladies in having particular social and
geographic distributions. The disease was under control in developed nations and getting under
control in developing nations, until the emergence of HIV infection and the advent of multidrug
resistant strains of mycobacterium (3-5). A myriad of haematological complications have been
reported in association to tuberculosis such as anemia, leukocytosis and pancytopenia (1).
Thrombocytopenia in tuberculosis is often induced by anti tubercular drugs or in context of
pancytopenia secondary to marrow infiltration (2). We report a case of tubercular lymphadenitis
in association with immune thrombocytopenic purpura which has been rarely reported. Our
patient presented with chief complaints of bleeding diasthesis which later on was found because
of ITP secondary to tuberculosis.

Early in 2001 M.W. Ghobrial et al reported a case of tuberculosis with ITP (6), further some
cases of tuberculosis with ITP were reported time to time (7,8,9). Recently in 2014 Rucha S
reported case of disseminated tuberculosis with ITP with no lung involvement(9).
The case that we report could be confused by coincidental presentation of adult idiopathic
thrombocytopenic purpura and tuberculosis, by drug-induced thrombocytopenia, thrombotic
thrombocytopenic purpura (TTP)-haemolytic uremic syndrome (HUS), hemophagocytic
syndrome and disseminated intravascular coagulation (DIC) associated with TB. Also as platelet
levels after 1 month follow up were found to be normal and that to after treatment with steroids
and anti tubercular underlying ITP before tubercular lymphadenitis was also ruled out .
Rifampicin is also known to cause hematological abnormalities, which can be via autoimmune
mechanisms, for example, rifampicin-induced autoimmune hemolytic anemia and
thrombocytopenoa. The latter is thought to be mediated via antibodies directed against
glycoprotein Ib/IX and is more frequently observed with an intermittent schedule of rifampicin.



IJARR, 1(1), 2016; 53-56

55

Our patient had not received any ATT prior to presentation to our institution. Hence ATT-
induced thrombocytopenia was ruled out.(10)

There is sufficient reason to consider thrombocytopenia in our case to be due to immune
mechanism. Normal bone marrow examination excluded production defect or hemophagocytic
syndrome. Normal coagulation profile and absence of schiziocyte ruled out DIC and TTP.
Absence of hepatosplenomegaly as a possible cause of platelet consumption, absence of other
major illness or relevant drug therapy and rapid recovery of platelet count with steroid.

Immunological basis of TB-induced thrombocytopenia was supported by the presence of either
platelet antigen specific antibodies or by platelet surface membrane IgG in few case
reports.[12,13]. It is postulated that Mycobacterium tuberculosis could stimulate a clone of B
lymphocytes directed against autologous platelets and produce anti platelet antibodies.[12]

Moreover, purified protein derivative of tuberculin may be a non-specific stimulator for B
lymphocytes.[14] Boots et al.[13] described a case of immune thrombocytopenia where platelet
surface membrane IgG was detected by immunoflouresence study, but there was no circulating
autoantibody.

CONCLUSION
Immune thrombocytopenic  pupura  can be one the haematological manifestation of tuberculosis
which is a treatable entity secondary to anti tubercular medication along with steroid anti rho and
i/v immunoglobins.
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