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Abstract— Childhood immune thrombocytopenic purpura 

(ITP) is a common disorder. With isolated thrombocytopenia and 
bleeding symptoms in skin and mucous membranes. Treatment is 
controversial, possibly due to different estimates of the risk for 
serious bleeding.The objective of this paper is to review presenting 
features, natural history, treatment modalities and outcome of ITP 
treated at Pediatric Department at Tobruck Medical Center. A 
retrospective study was made for all children less than15 years 
admitted to pediatric department with ITP between 2012and 2017. 

Thirty six patients were identified (75%) were females and (25%) 
were male, median age was 4.5 years; range: 4-7 years. There no 
seasonal variation. Petechial rash and bruises are the predominant 
clinical presentation (100%) followed by gum bleeding (16.6%) 
and epistaxis (8.3%). The mean platelet count at presentation was 
34.3x 109/L (range: 10-70). Treatment consisted of corticosteroids 
in 36 (100%), intravenous immunoglobulin (IVIG) in 33 (91.6%). 
No patients experience sever bleeding or intracranial hemorrhage. 

Nine of 36 patients (25%) experienced sever epistaxis requiring 
platelet transfusion. Overall, 92% of cases achieved complete 
remission and only 8% progress to chronic ITP. The length of 
hospital stay was 5-7 days in 58.3% and > 7 days in 41.6% of admitted 

ITP children. We conclude Immune Thrombocytopenic Purpura is 
relatively uncommon. Majority of the cases achieved remission 
though there is a high rate of platelet transfusion and misuse of 
steroids and IVIG and no guideline used. We recommend doing a 
further study with large sample.  

Keywords— immune thrombocytopenia, purpura, 
bleeding, steroids, immunoglobulin 

I. INTRODUCTION  

Platelets also called as thrombocytes are the critical factors 

in controlling the bleeding disorders, initiating and 

maintaining haemostasis. Immune Thrombocytopenia (ITP) 
is an acquired autoimmune, hematological disorder 

characterized by isolated thrombocytopenia (peripheral 

blood platelet count <100x109⁄ l) in the absence of other 

causative systemic disorders. [1, 2]. The pathogenesis of 

ITP remains incompletely understood. The underlying 

mechanism is thought to be the reduced lifespan of platelets 

due to antibodies-mediated accelerated destruction by the 

reticuloendothelial system and abnormal production by 

bone marrow. [2, 3 ]. Bleeding resulting from platelet 

disorders is characterized by bleeding into the skin and 

mucosal membranes and prolonged bleeding, following 

trauma. [4]. More than 80% of diagnosed children, if left 

untreated, may undergo spontaneous remission with 

complete recovery of platelet count within 2-8 weeks. 

[5 ].Patients presenting with no bleed or mild bleed (defined 

as skin manifestations only, such as bruising and petechiae) 

are managed with observation alone irrespective of platelet 
count. [1]. Risk of severe hemorrhage and intracranial bleed 

is about 3% and less than 1% respectively. [5, 6]. In all 
cases with clinically significant bleed, treatment aim to 

achieve adequate hemostasis and not the normal platelet 

count. First line drugs therapy includes oral corticosteroids 

(2mg/kg/day) for two weeks followed by tapering over one 

week or intravenous methylprednisolone (30mg/kg for 3 

days) or a single dose of intravenous immunoglobulin 

(IVIG) (0.8-1g/kg) or intravenous Rhesus anti-D (50-75 

ug/kg). [1]. 

II. OBJECTIVE 

To evaluate presenting features, natural history, treatment 

modalities and outcome in children with immune   

thrombocytopenic purpura. 
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III. MATERIALS AND METHODS 

A retrospective study was conducted at Tobruck Medical 
Center, Pediatric Department from January 2012 to 

December 2017. We collected the data regarding age, sex, 

clinical presentations, and history of preceding viral 

infections, laboratory values, treatment received and 

outcome. 

VI. RESULTS 

A total 10401admitted child only 36 patients with ITP 

(3.46%). The median age, at time of presentation, was 4.55 

years. F to M ratio was 3:1. Mean platelet count on 

presentation was 34.3x 109/L (range: 10-70). Twenty-one 

(58.3%) patients had the history of preceding viral illness. 

Table I: Demographic data of ITP patients 
Percentage% Number  Demographic data 

75% 27 Female  

25%    9 Male  

                 66.6% 

33.3% 

     24 

12 

4- 5 years 

6-7 years  

                  83.3% 

16.6% 

                  30 

6 

Tobruck 

periphery   

 

 

Table II: Clinical presentation of ITP patients 
Percentage% Number  Clinical 

presentation 

100% 36 Bruises and 
petechiae  

16.6% 6 Gum bleeding 

8.3% 3 Epistaxis  

 Table III: Platelet counts on presentation 
Percentage% Number Platelet counts 

41.6% 

 

15 10000-20000 

25%    9 21000- 40000 

33.3% 12 41000-70000 

               

                     Table IV: Mode of therapy   
Percentage% Number Mode of therapy  

100% 36 Oral steroids  

91.6% 33 IVIG 

25% 9 Platelet 

 

 

 

Table V: Length of hospital stay 

 

 

Table VI: Outcome of ITP patients 
Percentage% Number Outcome  

91.6% 33 Completely cure  

8.3% 3 Chronic  

 

                                        V.DISCUSSION 

The finding of only 36 cases over 5 years indicates that ITP 
is uncommon in Tobruck. As in Southwest Nigeria, reported 

an almost similar low incidence of 0.005%. This further 

corroborates the fact that ITP is a rare disease worldwide 

[12]. In our study, the girls outnumbered the boys F to M 

ratio was 3:1, as well as two studies conducted previously in 

Pakistan observed female predominance in patients with 

acute ITP [7, 8]. In our study, preceding viral illness found 

in only 58.3% patients while a study in China demonstrated 

the history of viral illness in 74% patients [9]. Bruises and 

petechial rash were the most common presentation followed 

by gum bleeding and epistaxis, this disagrees with Abdul-

aziz Hassan et.al. That showing the gum bleeding was the 
most common presentation and purpura was rare [13].  25% 

of our patients had a clinically significant bleed that 

warranted medical treatment and blood transfusion while a 

large study group reported that more than half of the patients 

had no or only mild bleed [10].  We found 41.6% of patients 

presented with platelet counts (10000- <21000). While 

another study found 5 (55.6%) had grade 4 

thrombocytopenia (platelet count of <25 × 109/L), but none 

had very severe thrombocytopenia or platelet count of <10 × 

109/L. All patients were treated with oral steroids, (92%) 

mixed therapy of steroids and IVIG, but transfusion rate 
(25%).While another study showing all patients were treated 

with oral steroids, but there was a high transfusion rate 

(67%) [13]. Most of the patients (92%) completely cured to 

the treatment, which is in concordance with the results 

reported in other studies [14, 15, and 16]. In our study, 

amongst 36 patients, 3 (8.3%) patients developed chronic 

disease while in Mushtaq et al.; study out of 95 children, 

only 5 (5.3%) patients developed chronic ITP [ 8]. We 

observed female gender which play significant role in 

developing chronic ITP, which is similar to the results of a 

study conducted by Evim MS. et.al. [11]. 

VI. Conclusion 

Immune Thrombocytopenic Purpura is relatively 

uncommon. Majority of the cases achieved remission 

though there is a high rate of platelet transfusion and misuse 

of steroids and IVIG and no guideline used. 

Percentage% Number Length of 

hospital stay 

58.3% 21 5-7 days  

41.6% 15 More than 7 days 
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VII. Recommendations 

We recommend doing a further study with large sample 
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