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Abstract

Objective

Immune thrombocytopenic purpura (ITP) manifests as an easy bruising or extravasation of
blood from capillaries into skin and mucous membranes. The characteristics of acute ITP in
infants have rarely been described. In order to better understand acute ITP in infants, the
characteristics of the disease at this age group was investigated.

Material and Methods

The present descriptive, cross-sectional study, variables such as age, sex, clinical
presentation, treatment outcome, and the rate of chronicity in 72 infant suspected to ITP on
admission were evaluated from 2002 to 2008 at Yazd Shahid Sadoughi Hospital.

Results

Analyzing data showed among 72 cases, 31 were female and 41 were male; aged 15 days to 2
years old. According to the result of bone marrow aspiratation, 66 patients had ITP, 2 had
Wiskott Aldrich and 4 patients had Fanconi anemia. Clinical presentations of the patients
with ITP were as following: 55 patients (83.3%) had purpura, 27 (40.9%) active mucosal
bleeding and 2 (3%) had intra cranial hemorrhage. According to the history of patients; 31
patients (47%) had common cold, 17 (25.8%) were positive for vaccination, 2 (3%) had a
history of chickenpox. They all had good response to treatment. There was no significant
relationship between sex and disease progression towards the chronic phase (Pvalue: 0.554).
A total of 16 chronic ITP had complete response to treatment (with IVIG and corticosteroids,
Anti D, Azathioprine).

Conclusion

ITP in infant is a benign disease and responds well to treatment. Vaccination and viral
illnesses play an important role in the etiology of ITP in children.
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Introduction

Platelets are an important component in the first phase of hemostasis —platelet plug formation
(1,2). Acute immune thrombocytopenic purpura (ITP) is a well-described illness in children
(3-6); however, the characteristics of this entity in infants have rarely been analyzed.
Moreover, different conclusions about response to various treatments and incidence of
chronicity in infants with acute ITP have been noted in the relevant literature (4-6). It has
been documented that acute ITP occasionally is followed by immunization with measles,
measles—mumps—rubella (MMR), hepatitisB, influenza, diphtheria—pertussis—tetanus (DPT)
and chickenpox vaccines (7—14). Clinical symptoms include Petechiae, purpura and mucosal
bleeding. Patients usually have a history of viral di or vaccination before the disease. The most
serious complication of disease ITP is intra cranial hemorrhage (ICH) that occurs in less than
one percent of the patients (15, 16). In most of the cases (70-90%), patients improve in six
month or even less, while the disease becomes chronic (duration > 6 months) in 10 — 30% of
the cases. (17) Immune thrombocytopenic purpura (ITP) is divided in an acute and chronic
form based on the duration of the disease. Persistence of thrombocytopenia for more than 6
months defines chronic ITP (18).

The most common differential diagnosises (DDX) of ITP are Wiskott Aldrich syndrome and
Fanconi syndrome.

To raise awareness of infant ITP, we describe the clinical features, laboratory data, and
treatment outcomes of 72 infant with ITP (17).

Material and Methods

We reviewed the charts of 72 patients .The patients diagnosed and treated for ITP from 2002
to 2008 at the Shahid Sadoughi Hospital of Yazd. Newborn infants with neonatal alloimmune
thrombocytopenia and immune thrombocytopenia secondary to maternal ITP were excluded
from this analysis. And variables such as age (under 1 year age group and above 1 year age
group), sex, immunization history, clinical features and laboratory values, treatment, and
outcome were evaluated. Bone marrow aspirates were performed at the discretion of the
treating physician. The most common presenting symptoms were purpura, pethechia, gastro-
intestinal bleeding, hematuria, ICH, epistaxis and oral gum bleeding. The treatment in
patients included 400 mg/kg/day intra venous immune globulin for 5 days or 1-2
gms/kg/day for 2 days with or without 15-20 mg/kg/day methyl prednisolone for 5
consecutive days and in chronic phase included anti D (55microgr/kg), azathioperin
(50mg/m2/day), cyclosporine (3-5 mg/kg/day) .

Chronic ITP was defined as thrombocytopenia (less than 150,000/ml) persisting for longer
than 6 months after diagnosis of acute ITP.

Rate of response to treatment was evaluated on the basis of increase in platelet count (>
50x10%/L) and complete response was referred to a persistent PLT above 150x10%/L.

Relapse of disease was considered as decrease in platelet count (< 15000) after the initial
stage of recovery.

The data was analyzed using SPSS statistic software. Chi square test was used for analysis of
the effect of age and sex on this disease.

Results

From among the 72 patients initially admitted with probable diagnosis of ITP, 31(43.6%)
were females and 41(56.4%) were males. Their age ranged from 15 days to 2 years. On the
basis of results bone marrow aspiration, 66 patients (91.6%) were ITP, 2 patients (2.7%) had
Wiskott Aldrich and 4 patients (5.5%) had Fanconi anemia. Of these infants with ITP, 55
patients (83.3%) presented with purpura and 27 patients (40.9%)with active mucosal
bleeding (most commonly epistaxis) and 2 patients(3%) with ICH. 31 patients (47%) had a
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history of common cold, 17 patients (25.8%) had history of vaccination and 2
patients (3%) had a history of chickenpox.

According to treatment, 66 patients received IVIG with or without corticosteroids and 52
patients showed complete response to the initial treatment. Of the total, 50 patients (27 male
and 23 female) had acute ITP (75.76%) that 42 patients (58.3%) were under 1 year old and 8
patients (11.1%) were above 1 year old. 16 patients (24.24%) had chronic ITP that 10 patients
(13.8%) were under 1 year old and 6 (8.3%) were above 1 year old (9 were male and 7 were
female). There was no significant relationship between sex and disease progression towards
the chronic phase (Pvalue: 0.554). The treatment regimens of the chronic group were as
follows: IVIG and corticosteroids (7 patients), Anti D (4 patients) and Azathioprine (5
patients). They all had good response to treatment. Relapse of disease was considered as
decrease in platelet count (< 150000) after the initial stage of recovery.

Discussion

Immune therombocytopenic purpura or ITP is an autoimmune disease that is characterized by
skin-mucous bleeding and decrease in platelets (less than 150,000). Patients usually have a
history of viral disease or vaccination before the disease.

In this study, we reported 66 patients with ITP from 15 days to 2 years. 50 patients (75/76%)
had acute ITP (of which 42 patients were under 1 year old). The most common presenting
symptoms were purpura, pethechia, gastro-intestinal bleeding, hematuria, ICH, epistaxis and
oral gum bleeding. Acute ITP in infants have rarely been described. In 1990s, Ballin et al.
(18) reported 57 acute ITP patients below 2 yr. Hord et al. (19) described 12 infants with
acute ITP and compared them with children of acute ITP in 1994. Sandoval et al. (17)
reported 79 cases with acute ITP that 26 were below 1 yr old. Males were predominant in
these series (20, 21), including our study. However, the response to treatment and the
incidence of chronicity in infants with acute ITP are good. Our results showed all infants had
rapid response to treatment, as the diagnoses of acute ITP in infants were confirmed by bone
marrow aspiration.

In this study, petechia and purpura were the most common symptoms (83/3%) that are similar
to other studies (2, 22, 23).

On the other hand, active mucosal bleeding occurred in 27cases (40/9%) which was more as
compared to other similar studies (2, 22, 23).

In our study, 31 patients (47%) had experienced an infection in the past one month, As the
study by Ramyar, 46 patients (48%) had a history of upper respiratory viral infection in
recent month (2). In the present study, 75/76% cases had acute disease and 24/24%o0f cases
had chronic disease and similar studies have reported the rate of chronicity from 17/50% to
25% (16,24).

In the study by LG Robb and K Tiedman, there was no significant relationship between sex
and disease progression towards the chronic phase (Pvalue: 0.4) (25) that is similar to the
present study (Pvalue: 0.554).

Vaccination may play an important role in the etiology of infant ITP. Mumps-measles-rubella
(MMR) vaccination is linked with the development of ITP. The study suggests that further
immunization is not contraindicated in infants experiencing acute ITP associated with
vaccines.

In this study 25.8% had a history of vaccination and re-boosters with vaccines revealed no
recurrence of the disease in all of these patients. That is similar to study by Wang J-D et al.
(6)while one patient in study by Mossalem M et al, having a relapse 4 weeks after
immunization MMR (23).

In the present study, the rate of ICH was 3 % (2 cases) who were treated with combination of
corticosteroids and IVIG and both had a complete response to treatment. The rate of ICH in
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LG Robb and K Tiedeman’s study was one percent (3 from 289 patients) who was treated
with corticosteroids and died finally (25) while Mossalem M et al reported that none of the
ITP patients had life-threatening hemorrhage (23).

In conclusion infant ITP responded favorably to treatment. Vaccination and common cold
may play an important role in etiology of ITP.
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