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carefully introduce RIB in place of RIF. RIB was added after 
a platelet count of 100,000 was achieved and the patient 
was monitored daily with complete blood count  (CBC) 
and platelet count.

The patient improved clinically and radiologically and 
the treatment was continued for a year in view of brain 
involvement and anti‑tubercular drug‑induced toxicity 
with monthly CBC and platelet monitoring. Figure 1 
shows progressive drop in platelet count after addition 
of rifampicin, but rifabutin was safely tolerated with no 
further drop in platelet count.

RIF‑induced thrombocytopenia is an uncommon and 
potentially life‑threatening complication with majority of 
cases reported due to intermittent therapy, with only a few 
cases occurring during daily regimen or administration 
after interruption of therapy. The identification of the 
offending agent in drug‑induced thrombocytopenia poses 
a clinical challenge. Discontinuation of the suspected 
drug leading to resolution of thrombocytopenia 
provides a strong evidence of the causal drug. Reuse of 
the offending drug should be avoided as only minute 
amounts of the drug are needed to set up subsequent 
immune reactions.[5]

RIB is a rifamycin structurally related to RIF and is active 
against a variety of mycobacteria. It is a less potent inducer of 
cytochrome P3A, hence commonly used to treat tuberculosis 
in human immunodeficiency virus‑positive patients. There 
have been case reports of successful re‑challenge with RIB 
in patients who developed cutaneous adverse drug reactions 
including drug reaction with eosinophilia and systemic 
symptoms syndrome (DRESS), but to our knowledge, 
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Rifampicin  (RIF) is a key drug in the treatment of 
drug‑susceptible tuberculosis;[1] however, RIF associated 
adverse reactions pose a threat to effective anti‑tuberculosis 
treatment.[2]

Thrombocytopenia due to RIF is well known since 1970, 
is a rare, immunologically mediated serious adverse 
reaction, and is usually reversible if detected early and 
treated appropriately.[3]

Rifabutin  (RIB) is structurally and pharmacokinetically 
similar to RIF. Although RIB substitution for RIF‑induced 
drug‑drug interaction is well established, RIB substitution 
for RIF‑induced thrombocytopenia is poorly explored.[4]

We report a successful substitution with RIB in a case 
of extrapulmonary tuberculosis patient who developed 
RIF‑induced thrombocytopenia.

A 35‑year‑old Indian male  presented with complaints of 
left leg pain, hip pain, and weight loss for a month. His 
pain persisted despite symptomatic treatment, magnetic 
resonance imaging  (MRI) of sacroiliac joint with whole 
spine screening was performed which showed changes of 
sacroiliitis with incidental finding of enlarged mediastinal 
lymph nodes. Hence to complete the diagnostic work‑up, 
MRI brain was done which revealed multiple ring 
enhancing lesions in bilateral cerebral, cerebellar 
hemispheres, and thalamus. He was started on the first‑line 
anti‑tuberculosis treatment: RIF, isoniazid, ethambutol, 
pyrazinamide, and steroids based on his radiology and 
a positive Mantoux test from an outside private center.

Three weeks into the treatment he developed petechiae 
on his extremities and back with no signs of active 
bleeding. On evaluation, his platelet count was found 
to be 1000/mm3, RIF was stopped and moxifloxacin was 
added and with platelet transfusions his counts picked up. 
A clinical diagnosis of RIF‑induced thrombocytopenia was 
made and he was discharged with isoniazid, ethambutol, 
pyrazinamide, and moxifloxacin, with tapering doses 
of oral steroids. Repeat cerebral MRI after a month, 
showed significant resolution in the size and number of 
granulomas.

However, a month later, he developed blurring of vision 
and flashes of light, ethambutol was withheld, and in 
order to complete the regimen a decision was made to 
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Figure 1: Progressive drop in platelet count after addition of rifampicin, 
rifabutin however was safely tolerated without any drop in platelet count
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only one case report of RIB substitution for RIF‑induced 
flu‑like syndrome and thrombocytopenia with subsequent 
withdrawal due to cross‑reactivity in a 42‑year‑old woman 
for treatment of leprosy relapse with a known past history 
of the development of rash and thrombocytopenia with 
both RIF and RFB.[6,7]

In our case report, a clinical diagnosis of RIF‑induced 
thrombocytopenia was made and the platelet count 
improved after RIF was stopped. However, due to adverse 
effects to other antitubercular drugs, an effective first‑line 
regimen could not be constructed, hence RIB was added 
and the patient successfully completed the treatment with 
clinical and radiological improvement and no further 
episodes of thrombocytopenia.

Hence, the usefulness of RIB may be further studied for 
patients with RIF‑induced thrombocytopenia to maintain 
optimum treatment regimen and cure rates.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and 
other clinical information to be reported in the journal. 
The patients understand that their names and initials will 
not be published and due efforts will be made to conceal 
their identity, but anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Trina Sarkar1, Niccolò Riccardi2,3, Haresh Wagh1, 
Zarir F Udwadia1

1Department of Respiratory Medicine, P.D. Hinduja National 
Hospital and MRC, Mumbai, Maharashtra, India, 2Department 

of Infectious ‑ Tropical Diseases and Microbiology, IRCCS Sacro 

Cuore Don Calabria Hospital, Negrar, Verona, Italy, 3Stop TB 
Italia Onlus, Viale Zara, Milan, Italy  

E‑mail: trinasarkar8@gmail.com

Submitted: 20-May-2020   Accepted: 26-Jun-2020    
Published: 31-Aug-2020

REFERENCES

1.	 Guidelines for treatment of Drug‑Susceptible Tuberculosis and Patient 
Care, 2017 update. Geneva: World Health Organization; 2017. Licence: 
CC BY‑NC‑SA 3.0 IGO

2.	 Cook  SV, Fujiwara  PI, Frieden  TR. Rates and risk factors for 
discontinuation of rifampicin. Int J Tuberc Lung Dis 2000;4:118‑22.

3.	 Blajchman  MA, Lowry RC, Pettit  JE, Stradling P. Rifampicin‑induced 
immune thrombocytopenia. Br Med J 1970;3:24‑6.

4.	 Crabol Y, Catherinot E, Veziris N, Jullien V, Lortholary O. Rifabutin: 
Where do we stand in 2016? J Antimicrob Chemother 2016;71:1759‑71.

5.	 Verma AK, Singh A, Chandra A, Kumar S, Gupta RK. Rifampicin‑induced 
thrombocytopenia. Indian J Pharmacol 2010;42:240‑2.

6.	 Choong K, Looke D. Cross‑reaction to rifabutin after rifampicin induced 
flu‑like syndrome and thrombocytopenia. Scand J Infect Dis 2011;43:238.

7.	 Lehloenya RJ, Dlamini S, Muloiwa R, Kakande B, Ngwanya MR, Todd G, 
et  al. Therapeutic trial of rifabutin after rifampicin‑associated DRESS 
syndrome in tuberculosis‑human immunodeficiency virus coinfected 
patients. Open Forum Infect Dis 2016;3:ofw130.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code:

Website:
www.lungindia.com

DOI:

10.4103/lungindia.lungindia_401_20

How to cite this article: Sarkar T, Riccardi N, Wagh H, 
Udwadia ZF. Safety of Rifabutin in patients with rifampicin-induced 
thrombocytopenia. Lung India 2020;37:455-6.

© 2020 Indian Chest Society | Published by Wolters Kluwer ‑ Medknow

Who is an interventional pulmonologist in India? – Time to 
bell the cat

Sir,

As is, with many other aspects of pulmonary medicine, 
in our country, the exact definition and practice criteria 
of interventional pulmonology  (IP) have not been 
defined. Many pulmonologists, these days, use the 
suffix “Interventional Pulmonologist” with their names. 

A significant number of pulmonologists are doing basic 
bronchoscopies with lavage and biopsies and even 
mediastinal lymph nodes sampling  (blind as well as 
endobronchial ultrasound guided) with finesses and good 
results. Are these procedures to be called “interventions” 
as well? And pulmonologist doing these procedures, 
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