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• A 48-year-old school teacher, known diabetic for 
12 years, was diagnosed as a case of smear 
negative pulmonary  tuberculosis

• Introduction of anti tubercular treatment (CAT-I)

• Within a month of initial improvement, 
development of high grade fever, itchy rash and 
generalized swelling 



Scenario after admission in        
BIRDEM

• Facial edema with diffuse, 
maculopapular, erythematous
skin rash starting from trunk but 
spreading rapidly over face and 
limbs 

• No mucosal involvement 



WBC-15.25 /cmm
Eosinophil-21.8% 
ESR-66mm in 1st hr

SGPT-462 U/L, SGOT-474 U/L,
Bilirubin-3.3 mg/dl, Alkaline 
phosphatase- 170 U/L, S.Gamma-
glutamyl transferase-102 U/L

USG whole abdomen-diffuse fatty 
infiltration of liver

Proteinuria[Urine R/M/E-protein + +]

Other parameters unremarkable



• Pulmonary tuberculosis with DRESS 
syndrome (drug reaction with eosinophilia
and systemic symptoms) [anti tubercular 
drug induced]

• Diabetes with its complication as diabetic 
nephropathy, retinopathy ,neuropathy  (non 
proliferative diabetic retinopathy) and fatty 
liver



• Discontinuation of anti 
tubercular treatment 

• Subsequent introduction 
of systemic steroid



• Gradual improvement of general condition 
along with liver function by 8 days

• No respiratory complaint

• Discharge with advice to follow-up, keeping 
in mind the possible need for anti tubercular 
drug challenge test in the future 



• In subsequent follow-up, USG of whole 

abdomen detecting slightly coarse hepatic 

parenchyma that was in the stage of fatty liver 

previously



Further work-up 

• After admission, unfolding of 
the diagnosis of chronic liver 
disease on the background of 
NASH (without portal 
hypertension) through 
fibroscan (scoring suggested 
cirrhosis), endoscopy of upper 
gastrointestinal tract (small 
varix), viral and autoimmune 
markers (negative)



• Discharge after 1 week with a double trouble of 
chronic liver disease on the already existing  
hardship



• After 12 days, appearance of 
respiratory symptoms. 

• Presentation with fever, cough 
and  increasing opacity on 
chest x-ray 

• Sputum AFB and Gene Xpert
negative



• Anti-tubercular drug challenge test to find the 
culprit

• Rifampicin – the offender causing generalized 
swelling , skin rash and deranged liver function

• Eventual improvement  by one week with 
steroids

• Plan for a modified regime with INH, 
ethambutol and levofloxacin



• In the meantime, second opinion taken from 
Christian Medical College (CMC), Vellore, 
India

• Further evaluation in India for one month

• Bronchoscopy revealing broncho-alveolar 
lavage (BAL) positive for rifampicin sensitive 
MTB PCR



• A second trial of anti-tubercular drug (INH, 
ethambutol) in India  producing similar type 
of reaction

• Prescription of somewhat hepatosafe regime 
consisting amikacin, clofazimine, linezolid
and levofloxacin in India 



Plan to withdraw amikacin after 6 months 
(intensive phase) and the rest three to be 
continued for another 12 months 
(continuation phase) – total 18 months 

• Weight gain and improvement of sense of 
wellbeing with the new regime  



After couple of weeks, presentation with

• Severe anemia (hemoglobin - 5.9 gm/dl ) 

• Acute kidney injury (creatinine- 3.5 mg/dl)

• Electrolyte imbalance

(Na-120 mmol/L and K-2.7 mmol/L)



• Discontinuation of amikacin

• Switching of levofloxacin to moxifloxacin

• Over the time, through appropriate measures, 
creatinine showing a gradual down falling trend 
(creatinine  3.5 – 1.7 - 1.6 mg/dl) with 
improvement of serum electrolytes (Na-136 and 
K-3.6 mmol/L) and anemia (hemoglobin - 9.7 
gm/dl) with repeated blood transfusion



• Audiogram - severe bilateral sensory-neural 
deafness

• Teaching profession - at stake due to hearing 
impairment

Further sufferings -



• Search for the cause of 
anemia demanding 
repeated blood 
transfusion 

(peripheral blood film, 
iron profile, reticulocyte, 
Coomb’s test, vitB12 and 
folate level, bone marrow 
study)

• Anemia of chronic 
disease



• Discharge with  clofazimine, linezolid and 
moxifloxacin

Unfortunately, in course of time –
• Progression of renal impairment to chronic 

kidney disease



The most 
frequent  
adverse 
reaction of 
clofazimine-

‘brownish
pigmentation
of skin’.



Impact of tuberculosis on the patient’s life 

The patient’s journey through the -

• Burden of co-morbidities 
• Undesirable effects of medications 
• Loss of employment 
• Immense psychological and economic stress 



Endeavor to revive from the ashes




