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Abstract

We report a 46 year-old male patient who admitted to our clinic with mas-
sive hemoptysis, epistaxis, and generalized petechiae. A diagnosis of im-
mune thrombocytopenic purpura was established according to clinical
and laboratory findings including bone marrow aspiration. Intravenous
immune globulin (IVlg) and methylprednisolone therapy were started. In
the folow-up, the patient was found to have clinical, microbiological and
radiological evidence of active pulmonary tuberculosis. No platelet res-
ponse was achieved to IVIG and methylprednisolone therapy and anti-tu-
berculous drugs were given. By the end of the first week, hemoptysis,
epistaxis, and generalized petechiae resolved and platelet counts retur-
ned normal levels after four-weeks of treatment.
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INTRODUCTION

Tuberculosis has been recognized as a public health
burden of increasing proportions worldwide. Hematologi-
cal manifestations such as anemia, leukocytosis, and panc-
ytopenia have been previously described in tuberculosis
[1,2]. When thrombocytopenia occurs, it does so most com-
monly via non-immunologic means, typically manifesting
in the context of pancytopenia that develops secondary to
granulomatous infiltration of the bone marrow [3]. Howe-
ver, immune thrombocytopenic purpura (ITP) in a patient
with tuberculosis is exceedingly a rare event. There are few
published cases with ITP and tuberculosis in English litera-
ture [1,2].

CASE REPORT

A 46 years-old healthy smoking male patient had pre-
viously cough and sputum for the last month. He admitted
to our hospital with the symptoms of hemoptysis, epista-
xis, and petechial lesions. In the physical examinations; fe-
ver: 36,6 °C, pulse: 83 /min, blood pressure: 115 /70 mmHg.
He had petechial lesions through out the body and oral ca-
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vity. Thoracic examination was normal. He had no
lymphadenopathy and organomegaly.

The initial complete blood cell count revealed a white
blood cell count 10.7 x 109/1 with 87% granulocytes, 7%
lymphocytes, 3.4% monocytes, 1.7% eosinhophils, and
0.1% basophils, hemoglobin 10.9 g/dl with a MCV of 81.3,
and platelet count 7.0 x 109/1. A peripheral smear was re-
markable for a paucity of platelets. Routine biochemical
parameters were normal (such as fibrinogen, blood urea
nitrogen, creatinin level, aspartat aminotransferase, alanin
aminotranferase). In the coagulation parameters; prot-
hrombin time (PT), activated partial thromboplastin time
(aPTT), fibrin degradation products (FDP) were normal.
Antibody of salmonella, brucella, ANA, rheumatoid factor,
HIV, HBsAg, Anti-HCV, repeated blood cultures were ne-
gative. A bone marrow biopsy showed hypercellularity of
all cell lines with normal maturation of myeloid and eryt-
hroid precursors. Megakaryocytes were increased and had
normal morphology. No granulomas were detected and
culture for tuberculosis was negative.

A chest x-ray demonstrated cavitary and pneumonic le-
sions in right upper lobe, computerized thorax tomog-
raphy showed massive pneumonic lesion in right upper lo-
be (Figure 1).

Figure 1. Cavitary and pneumonic lesions in right upper lobe are seen computer-
ized thorax tomography
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ITP has been thought in the patient due to clinical and la-
boratory findings. Due to suspicion of lung infection (specific
or non-specific) IVIg therapy (0.5 mg/kg/per day) was star-
ted previously. Since there was no response to IVIg therapy
after 3 days, methyl prednisolone (1 mg/kg/day) was also
added later. However the hemoptysis and thrombocytopeni-
a did not recover. As patients’ chest x- ray revealed cavitary
lesion, asido-resistant bacile examination induced sputum
samples was found positive. And also culture positive test re-
sult was obtained for tuberculosis bacile. On the fifth day, an-
ti-tuberculosis therapy was started (isoniazid 5 mg/kg/d, ri-
fampin 10 mg/kg/d, ethambutol 25 mg/kg/d, pyrazinamid
30 mg/kg/d). IVIg and methylprednisolone treatment were
cessated. Platelets count started to increase on the first week
of the anti-tuberculosis therapy, his platelets count were nor-
mal by the end of first month (Table 1). Our patient comple-
ted a period of six monts for anti tuberculosis, and he has no
recurrence of tuberculosis or thrombocytopenia.

Table 1. Treatment algorithm and whole blood cell count of the patient

treatment of ITP [4], it is well known that the most important
therapy for infection-related thrombocytopenia is that direc-
ted to the underlying infection. Corticosteroids are generally
undesirable as a treatment for thrombocytopenia in patients
with severe infection because of their potential for supressing
immune response. It was shown that platelet count return
normal range within 2-3 weeks after initiating appropriate
antimicrobial therapy in tuberculous and the other infectious
disease such as brucellosis [3,11]. In the literature, as in our
case, it is reported that there are few cases which could not
response to the IVIg and methylprednisolone therapy. Howe-
ver in those cases thrombocytes level returned normal limit
with anti-tuberculosis therapy [3,12].

In conclusion, ITP is exceedingly rare presenting mani-
festation of tuberculous infection. It is thought that clinical
suspection of tuberculosis in patients with ITP, early diag-
nostic procedure following to initiate anti-tuberculosis the-
rapy is a cost-effective and efficient choice.

Hemoglobin Hematocrit (%) White blood cell Platelet (x 10°/1) Treatment

1. Day 109 34,0 10,7 7 IVlg

2.Day 104 30,6 11,2 6 IVlg

3. Day 93 2], 95 4 [VIg+Methyl prednisolone
5. Day 91 26,7 87 9 Anti-TB

7. Day 8,7 25,0 92 18 Anti-TB

15. Day 10,2 31,8 9,6 74 Anti-TB

30. Day 124 36,6 105 158 Anti-TB

DISCUSSION REFERENCES

ITP accompanying to active tuberculosis infection had
been reported very rarely. In English literature few cases re-
ported as ITP due to tuberculosis [1,2].

ITP classically occurs in two forms: 1) A childhood vari-
ety that is acute, without gender predilection, post-viral and
self-limited. 2) Adult form that tends to be chronic, female
predominant, and most frequent between the 2nd and 4th
decades [4]. Many disorders may lead to secondary ITP
such as systemic lupus erythematosus, lymphoproliferative
disorders, drugs (including rifampin) but tuberculosis is ex-
ceedingly rare condition. The two principal diagnostic crite-
ria for ITP are thrombocytopeina in the context of an other-
wise normal blood count and a normal peripheral smear
and the exclusion of conditions capable of inducing throm-
bocytopenia [3]. Similarly in this patient had normal blood
count except thrombocytopenia and normal peripheral
smear. Clinical and laboratory examinations were also sho-
wed no other disorder leading thrombocytopenia.

The association between tuberculosis and ITP is very rare
event [3,5,6,7]. An immune basis for tuberculosis induced ITP
was supported by the presence of either platelet antigen spe-
sific antibodies or platelet surface membrane IgG [8,9]. It has
been postulated that the anti platelet antibodies generated in
some cases of tuberculosis induced ITP are secreted by
lymphocytes. [10]. In our case, anti-platelet antibody could
not detected due to inavailability. Although IVIg and corti-
costeroid therapy is generally accepted therapy options in the
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