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RIFAMPICIN IN PREGNANCY 

Sir, 
Rifampicin has been widely used for a number of years in the treatment of tuberculosis and it is 

now given to virtually every leprosy patient on multiple drug therapy . It is therefore disconcerting to 
read in a recent British National Formulary that 'Rifampicin should be avoided in pregnancy' . !  The 
data sheets of both main manufacturers of the drug offer similar advice, with additional warning 
about its use during breast-feeding. 

Evidence regarding teratogenicity of rifampicin in human s is inconclusive . 2  Animal studies 
(whose potential for extrapolation to human s is ,  of course, limited) do, however, indicate that 
suspicion is warranted . High doses ( 1 50 mgjkg and over) produce in rats neural tu be defects and 
limb malformations, in mice cleft palate and other mesodermal defects, but in rabbits no ill-effects 3 

In humans, rifampicin crosses the placenta to foetal circulation and amniotic fluid but published 
data on the use of the drug in pregnant women neither prove nor disprove teratogenicity. The data 
are drawn from small, mainly uncontrolled studies of the use of rifampicin in the treatment of 
tuberculosis under a variety of circumstances. (J . 5· 6) They reveal a small though nonsignificant 
increase in the rate of limb-reduction deformities, but no overall increase in congenital 
malformations.  

Current consensus is that rifampicin is probably not teratogenic and that any increased risk to 
the foetus must be small compared to risks from other sources. Is  its use justified under all 
circumstances? It is  important to assess the possible risks in the context of leprosy. My own view, in 
the light of current evidence, is that 1 would not be happy to expose an unborn child of my own to 
even small possible risks if i t  were merely for the sake of beginning chemotherapy for non

lepromatous leprosy a few months earlier. With lepromatous leprosy however, the risks of 
transmitting the disease to others would seem to favour a decision to use rifampicin .  

However, in many leprosy-endemic areas and under field conditions, the decision is far from 
easy to make. For example, in sorne communities, advice to avoid rifampicin in pregnancy might 
iniate unwarranted suspicion about leprosy treatment in general and in sorne leprosy treatment 
programmes additional complications in the treatment regimens may cause unacceptable 
difficulties for staff. For sorne patients, advice to delay starting treatment may mean they are in fact 
not seen again until the disease has caused severe and perhaps, irremediable problems .  However, it 
is in just these situations that an increased incidence of congenital malformations would easily go 
unnoticed . 

Administered in later pregnancy, rifampicin can in an unknown proportion of cases, give rise 
to a haemorrhagic tendency in the newborn baby. (2. 6. 7) This risk is easier to accept in situations 
where a baby with a bleeding problem is  assured of appropriate treatment than it is in  the 
circumstances of the majority of leprosy patients. 

Prescribing rifampicin during lactation is less worrying. There have been no reports of adverse 
effects on breast-feeding babies whose mothers were taking this drug. Such babies will ingest less 
than 1 % of the normal therapeutic dose for infants and less than 0· 1 % of the dose taken by the 
mother 4 The recommendation that the breast-fed infant should be checked regularly for signs of 
toxicity may be impossible to follow and the suggestion of minimizing the infant's ingestion by 
giving rifampicin immediately after a feed and then not feeding again for several hours may be quite 
inappropriate in developing countries. In most leprosy endemic areas, the very real risks of artificial 
feeding must far outweigh any small theoretical risk from rifampicin in breast milk.  

Doubts about the safety ofrifampicin during pregnancy have not been completely resolved and 
deserve further assessment. This is clearly more important now that M DT is  being used so widely. 
Clinicians, obstetricians, midwives and paediatricians should be encouraged to report all 
malformations possibly associted with this drug. 
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RISK OF EXPOSURE TO LEPROSY IN HYPERENDEMIC SLUMS OF BOMBA Y 

Sir, 
The hazard posed by abnormal multibacillary leprosy cases in metropolitan cities situated in 

hyperendemic zones of India has been well established by a series of epidemiological studies carried 
out in Bombay over the past decade . Dharmendra & Ganapati 1 have recently reviewed these 
studies .  Possible effect of transmission of leprosy to susceptible population hailing from areas of low 
endemicity through migration was indicated in a slum study in Bombay.2 This study revealed that 
the prevalence rate (PR) of leprosy among slum dwellers hailing from Ratnagiri, a low endemic 
district of Maharashtra State, and settling down in Bombay slums was almost 1 0  times the 
estimated PR of 1 ·67  per thousand in the district proper. It was considered necessary to investigate 
the possible factors responsible for subjects acquiring the disease in this particular district. The 
investigators visited Ratnagiri and confirmed the low PR of leprosy in different villages through 
scrutiny of records. Adult enumeration was found to be low as most of the male population had 
migrated to Bombay and many returned to Ratnagiri for varying periods. 

Children in 4 schools in a rural set up in this district were surveyed . Out of 772 children 
examined 2 cases with tuberculoid leprosy were detected (PR 2 ·6  per thousand). Both cases gave 
history of having stayed in hyperendemic slum pockets of Bombay for the purpose of schooling and 
returning to Ratnagiri .  The families of both children were examined for evidence of leprosy and no 
intra familial cases were detected . 

It is not possible to imagine these children to have acquired infection by any mean s other than 
migration to a hyperendemic slum pocket and exposure to a high quantum of infection therein.  

The aboye observation indicates the importance of considering leprosy transmission as due to 
exposure to a pool readily availale i n  urban slum communities and point to the need for reducing the 

pool with vigorous chemotherapy. 
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