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Immune thrombocytopenia (ITP) is an autoimmune-mediated condition that results from antibody-mediated destruc-
tion of platelets and impaired megakaryocyte platelet production. ITP patients exhibit severe thrombocytopenia and
are at risk for significant hemorrhage. Few randomized trials exist to guide management of patients with ITP.
Ultimately, each patient requires an individualized treatment plan that takes into consideration the platelet count,
bleeding symptoms, health-related quality of life, and medication side effects. This article provides an up-to-date
review of management strategies drawing on links between the expanding amounts of clinical trial data and associated
biology studies to enhance understanding of the disease heterogeneity with regard to the complex pathogenesis and
response to treatment.

Introduction
The hallmark of immune thrombocytopenia (ITP) is autoimmune
destruction of platelets in addition to suppression of platelet
production by the bone marrow (BM) megakaryocytes. The
diagnosis of ITP depends on demonstration of a platelet
count � 100 � 109/L and may be found in isolation (primary) or
alongside other autoimmune and medical conditions (secondary).1

ITP can be further classified by disease duration based on the
following definitions: newly diagnosed (diagnosis to 3 months),
persistent (3-12 months), and chronic (� 12 months).1 Patients who
have failed splenectomy are considered to have refractory disease
and it has been argued that disease severity should be based on
clinically relevant bleeding regardless of the platelet count.1 This
review focuses on the current diagnosis and management of ITP,
highlighting new advances regarding the pathogenesis of ITP and
how these findings translate to treatment strategies.

Clinical presentation and diagnosis
Patients with ITP present with hemorrhage secondary to severe
thrombocytopenia. The bleeding manifestations of ITP are highly
heterogeneous; however, patients usually experience mild mucocu-
taneous hemorrhage (severe hemorrhage is uncommon when the
platelet count is � 30 � 109/L). Prospective data show that the risk
of severe hemorrhage is extremely low for children with ITP
regardless of the platelet count.2 In adults, additional modifiers such
as existing comorbidities, age, activities, and medications may
affect the risk of significant bleeding. To date, there are no
predictors for the development of more severe hemorrhage in
patients with no or little bleeding at diagnosis.3

The diagnosis of ITP is one of exclusion and antiplatelet antibody
testing is not recommended because of high inter-laboratory variabil-
ity and poor sensitivity.4 Essential components required for making
the diagnosis include: personal history, family history evaluating for
inherited thrombocytopenias, physical examination, complete blood
count with differential, reticulocyte count, and review of the
peripheral blood smear.5,6 Patients with ITP demonstrate isolated
thrombocytopenia and no additional abnormalities with the excep-
tion of anemia in the setting of bleeding. Additional testing for HIV
and hepatitis C is recommended for all adult patients with ITP5,6

because both can be associated with ITP and treatment depends

upon management of the underlying condition. BM evaluation in
patients with no additional findings is of low yield7 and guidelines
propose that it should be reserved for patients with atypical
features.5,6

More extensive testing should individualize risk, patient symptoms,
cost, and availability of testing, as well as the specificity and
sensitivity of individual tests. For example, although Helicobacter
pylori has been linked to ITP, the data suggest that routine screening
of all patients is not a reasonable approach; only a select group of
patients with symptoms or those from highly endemic regions
should be considered for testing.5

Pathogenesis
ITP is a complex disorder of immune dysregulation; however, the
final pathway is loss of tolerance of the immune system to
self-antigens located on the surface of the platelets and megakaryo-
cytes (Figure 1).8,9 Table 1 outlines the different roles that both
T and B cells have been speculated to play in the development of
ITP. Fundamentally, ITP results from antiplatelet antibodies pro-
duced by B cells, often targeting primary platelet glycoproteins such
as GP IIb/IIIa.9 Beyond the effects on circulating platelets, these
antibodies are also directed against platelet glycoproteins on the
surface of megakaryocytes, inducing apoptosis-like programmed
cell death and reducing platelet production.10,11

A proposed model for ITP involves antigen-presenting cells (APCs),
which serve the primary function of internalizing and breaking
down antigenic proteins into smaller peptides. These peptides are
then presented to T cells and, through signaling events, the T cell
becomes activated.9,12 Perhaps in certain settings such as inflamma-
tion, APCs create cryptic epitopes that are capable of escaping
negative selection.9

Following activation, T cells have also been shown to demonstrate
alterations in patients with ITP. Early studies indicated that patients
with ITP had autoreactive T cells that secreted IL-2 upon stimula-
tion with autologous platelets in an uncontrolled manner.12 Further-
more, the T cells observed are primarily against cryptic rather than
native epitopes,13 supporting a role for APCs as critical cells in the
development of ITP. In addition, patients with ITP demonstrate an
increased Th1/Th2 ratio favoring autoreactive B-cell develop-
ment.14 Emerging data also support a role for Th17, a novel Th cell,
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in the development of ITP. Th17 cells produce cytokines such as
IL-17 that may further drive the imbalance between Th1 and Th2
cells, therefore favoring autoimmunity.12 Lastly, T-regulatory cells
(Tregs) are reduced and impaired in ITP.9,12,15 These cells are
important in maintaining self-tolerance by reducing cell-mediated
and antibody-mediated immune responses.

As outlined above, the pathophysiology of ITP is complex and
many interactions remain undetermined. Increased knowledge re-
garding the cells and cytokines involved in the development of ITP
will lead to the discovery of novel therapeutic options.

First-line therapy for ITP
Initial management of ITP is dependent upon factors such as platelet
count, patient age, bleeding symptoms, health-related quality of life
(HRQoL), need for upcoming procedures, and side effects associ-
ated with therapy. Traditional first-line agents include corticoste-
roids, IVIg, and anti-D immunoglobulin (anti-D). Table 2 outlines
the dose, anticipated response rate, and side effects of first-line
agents.

Evolving data may change the landscape of first-line therapy with
the goal of reducing the number of patients who develop chronic
ITP with more aggressive therapy. For example, IVIg influences
humoral and cellular immunity by interacting with regulation of Fc
receptor expression.16 Furthermore, IVIg effects maturation arrest
of dendritic cells (DCs), decreases IL-12 production, and increases
the production of IL-10.16 Evidence from a murine model suggests
that DCs exposed to IVIg, washed, and then infused can ameliorate
ITP. This provides a novel model in which patients’ own DCs could
be collected, exposed to very small amounts of IVIg, washed, and
reinfused.16 These downstream immune changes provide a rationale
for the observation that children receiving IVIg at diagnosis were
less likely to develop chronic ITP,17 suggesting that IVIg has a
long-term immunomodulatory effect. Further studies are needed to
confirm this finding and to determine the true benefit of this
approach given that the majority of children do not require treatment
upfront and the development of chronic ITP in children is uncommon.

The addition of rituximab has been evaluated in adults to provide
intensification of upfront therapy. In a recent randomized trial, 133
adults with newly diagnosed ITP were treated with either dexameth-
asone (40 mg/dose/d � 4 days) alone or in combination with
rituximab (375 mg/m2/wk for 4 weeks).18 The primary end point,
sustained platelet count � 50 � 109/L at 6 months, was achieved in
58% of the group receiving rituximab and in 37% of the control
group (P � .02).18 Results are similar to earlier findings in which
patients who received combination therapy with dexamethasone and
rituximab had response rates of 63% compared with 36% in patients
receiving dexamethasone monotherapy (P � .004).19 One addi-
tional study has explored the use of low-dose rituximab (100
mg/dose � 4 doses) in combination with dexamethasone with a
6-month sustained remission rate of 76.2%.20 Lastly, the use of
rituximab alone and not in combination with dexamethasone has
been explored for nonsplenectomized adult patients with newly
diagnosed and relapsed ITP. In this randomized pilot trial, there was
no difference in treatment failures (defined by the composite end
point of any platelet count � 50 � 109/L, significant bleeding, and
need for rescue therapy) between the placebo (21 of 26, 80.8%) and
rituximab (21 of 32, 65.6%) groups.21 The investigators highlight
that these results suggest that the efficacy of rituximab may not be as
profound as previously reported in this patient population and that
greater evidence is needed to determine the role of rituximab in this
setting.21 Further studies are therefore necessary to understand how
rituximab should be incorporated in clinical practice and if escala-
tion of initial therapy with more aggressive immunotherapy is
warranted.

Special considerations for children
The majority of children with newly diagnosed ITP and minimal
bleeding can be treated with observation alone regardless of platelet
count because severe bleeding events are thought be rare.5,6 Should
treatment be desired, then initial management can be provided with
a short course of corticosteroids, IVIg, or anti-D. If a rapid increase
in platelet count is desired, then IVIg and anti-D are preferred based
on the ability of these agents to increase the platelet count within
24-48 hours in the majority of children.

Special considerations for adults
Treatment in adults with prednisone is reserved for patients with
significant thrombocytopenia (platelet count � 30 � 109/L).22 Data
from nonrandomized trials suggest that pulse doses of dexamethasone
can induce sustained remission rates in � 50% to 75% of patients23,24;

Figure 1. Proposed mechanism of immune dysregulation in ITP. (A)
T cells are activated upon recognition of platelet-specific antigens on the
APCs and therefore induce antigen-specific expansion of B cells. The
B cells in turn produce autoantibodies with specificity for glycoproteins
expressed on platelets and megakaryocytes. (B) Circulating platelets
bound by autoantibody are removed by Fc receptors predominantly by
splenic macrophages. (C) Autoantibodies also reduce the capacity of
megakaryocytes to produce platelets. Adapted with permission from Wei
and Jackson.8

Table 1. New insights into the pathogenesis of ITP

Immune
compartment Proposed role in ITP9

B cells Production of antiplatelet antibodies (targeting primary
platelet glycoproteins)

Production of cross-reactive antiplatelet antibodies
produced in response to infection

Impaired expression of inhibitory Fc receptors
T cells Altered apoptosis

Dysregulation of regulatory T cells
Increased Th1/Th2 ratio
Presence of cytotoxic T cells against platelets
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however, randomized trials are needed to establish the role of dexameth-
asone rather than prednisone as initial therapy. IVIg and anti-D are
reserved for patients who have a contraindication to corticosteroids or
require a more rapid response in platelet count.5,6,22

Second-line therapy for ITP
The most widely studied treatment modalities include splenectomy,
rituximab, and the thrombopoietin-receptor agonists (TPO-RAs).
Current ASH recommendations for second-line treatment are out-
lined in Table 3.5 Ultimately, there is a paucity of randomized trials
to help guide second-line therapy, so it is critical that individualized
treatment plans take into account the patients’ perspective, antici-
pated response rates, and side effects.

Splenectomy
The primary site of circulating platelet destruction is antibody
recognition by the Fc receptor on macrophages within reticuloendo-
thelial system. Therefore, splenectomy removes the mechanism of

platelet destruction along with a large source of antiplatelet
antibody production.

Splenectomy has been the historical second-line therapy for both adults
and children with ITP unresponsive to first-line agents and is consid-
ered the only “curative” therapy. A systematic review representing
1223 laparoscopic splenectomies showed an immediate response rate
of approximately 92%, with 72% of patients having a durable
remission at 5 years.25 Results from a large systematic review detailing
outcomes of 2623 adults undergoing splenectomy found a composite
response rate, defined as a normal platelet count for the duration of
follow-up (1-153 months) without additional treatment, of 66%.26

Similar rates are seen in children, with 80% demonstrating a durable
remission at 4 years.27 Despite splenectomy having a high success rate,
the increasing number of available therapeutic options has caused
physicians to be reluctant to universally recommend splenectomy for
patients with chronic ITP28 and patients are often hesitant to accept
splenectomy as therapy for their ITP.29

Table 2. First-line agents for the management of primary ITP5,6,9,22

Agent and dose Response Toxicities

Corticosteroids
Adults: prednisone 1-2 mg/kg/d for

4 wk; children: no standard regimen
exists, but shorter courses are
preferred

Initial rates: adults: 70%-80%, children:
80%-90%; time: 1 wk; durability:
10%-30% of adults have a durable
remission

Hypertension, psychological, GI distress and ulcers, cataracts,
hyperglycemia, osteoporosis, avascular necrosis,
immunosuppression/infections, adrenal insufficiency

IVIg
0.8-1gm/kg/d given for 1-2 d Initial rates: adults: 80%, children:

80%-90%; time: 24-48 hours;
durability: typically 3-4 wk based on
antibody half-life

Headache, aseptic meningitis, transient neutropenia,
thrombosis, renal insufficiency, infusion
reactions/hypotension, anaphylaxis in patients with IgA
deficiency

Anti-D
50-75 �g/kg for one dose Initial rates: adults: 80%, children:

50%-80%*; time: 24-48 hours;
durability: typically 3-4 wk based on
antibody half-life

Hemolytic anemia, disseminated intravascular coagulopathy,
intravascular hemolysis (IVH), FDA black box warning
secondary to reports of fatal IVH, renal failure

* Variable response rates are reflective of various dosing and definition of response. By 72 hours, � 80%-90% of patients demonstrate a response regardless of dose.

Table 3. ASH recommendations for the use of second-line therapy in children and adults with ITP

Children Adults

Splenectomy Recommended for children with significant or
persistent bleeding and lack of response or
intolerance of other therapies such as
corticosteroids, IVIg, and anti-D, and/or who
have a need for improved HRQoL.

Recommended for adults who have failed
corticosteroid therapy, with similar efficacy with
open or laparoscopic procedures.

Rituximab May be considered for children with ITP who have
significant ongoing bleeding and/or have a need
for improved HRQoL despite conventional
treatment. May also be considered as an
alternative to splenectomy in children with
chronic ITP or as therapy in those who have
failed splenectomy.

May be considered for adults at risk of bleeding who
have failed one line of therapy such as
corticosteroids, IVIg, or splenectomy.

Thrombopoietin receptor agonists Studies are ongoing and no recommendations
were made regarding the use of these agents in
children.

Recommended for adults at risk of bleeding who
relapse after splenectomy or who have a
contraindication to splenectomy and who have
failed at least one other therapy. These agents may
also be considered for adults at risk of bleeding
who have failed one line of therapy such as
corticosteroids or IVIg and who have not
undergone splenectomy.

Adapted with permission from Neunert et al.5

278 American Society of Hematology



The primary side effect of splenectomy is loss of immune protection
against encapsulated organisms, which is associated with overwhelm-
ing sepsis and infection (hazard ratio of 4.6 between 91 and 365
days and 2.5 beyond 365 days)30; however, this risk is likely to be
reduced with appropriate presplenectomy vaccinations and postsple-
nectomy prophylactic antibiotic practices.31 Additional concerns are
growing over the possible vascular complications after splenec-
tomy, including the incidence of pulmonary hypertension and
venous and arterial thromboembolism.32

Rituximab
Rituximab, a monoclonal CD-20 antibody, was first used in the
treatment of clonal B-cell malignancies such as lymphoma. Recog-
nition that rituximab caused rapid depletion of CD-20 positive
B cells responsible for antibody production led to its application in
autoimmune conditions, including ITP.

Rituximab has been successful in inducing remission in adults33,34

and pediatric patients34,35 with chronic ITP. Two systematic reviews
of the adult literature have been published with pooled overall
response rates, defined as a platelet count � 50 � 109/L, of 57%
(N � 376)34 and 63% (N � 313).33 In addition, 2 systematic
reviews have evaluated initial response in children with reported
pooled response rates of 57% (N � 116)34 and 68% (N � 323).35

Projected 1- and 5-year response rates, however, were significantly
lower at 33% and 26%, respectively, for children and 38% and 21%,
respectively, for adults. Predictors of response to rituximab include
shorter duration of ITP, secondary ITP, and previous response to
corticosteroids; however, these have not been consistently identified
across studies.33-35

Findings from clinical trials have resulted in several questions
regarding the mechanism of action of rituximab. For example, the
delay between B-cell depletion and platelet count response in the
majority of patients and why a significant proportion of patients fail
to respond at all. In addition, long-term rates of sustained immune
tolerance remain low. It remains unclear what accounts for such vast
interpatient variability in response. Of particular interest is the
finding that rituximab response is associated with changes to the
T-cell compartment, such as restoring the Th1/Th2 ratio36 and
increasing the number and function of Tregs37 in responders,
indicating that perhaps the primary therapeutic effect of rituximab is
not simply via B-cell depletion. In addition, in nonresponders,
antiplatelet-specific plasma cells have been found to persist in the
spleen months after rituximab treatment, presumably accounting for
the lack of response to rituximab.38

Side effects of rituximab include infusion-related reactions, infec-
tious complications, and serum sickness. Pooled data from adult
studies showed that � 22% of patients experienced a mild or
moderate adverse event, with the majority (83%) being related to
the infusion.33 There were an additional 10 patients (3.7%) who
developed severe or life-threatening events and 9 (2.9%) patients
died, 4 from fatal infections.33 Pooled pediatric data revealed that
91% of the adverse events were listed as mild to moderate and were
related to the infusion. No pediatric deaths with rituximab have been
reported. Additional serious adverse events included infection
(N � 3), serum sickness (N � 7), hypersensitivity reaction (N � 2),
and the development of common variable immunodeficiency in one
child.35 Viral reactivation has also been noted in patients receiving
rituximab. Hepatitis B39 reactivation after rituximab commonly
occurs and JC virus leading to progressive multifocal leukoencepha-
lopathy has been reported rarely.40

TPO-RAs
TPO-RAs cause stimulation of platelet production by the BM
megakaryocyte, leading to an increase in the circulating platelet
count. Given that these are not primary immunomodulatory agents,
they are not considered “curative” and patients may experience
rebound thrombocytopenia upon abrupt drug discontinuation. Two
agents, romiplostim and eltrombopag, are currently Food and Drug
Administration (FDA) approved for adults with chronic ITP and
each acts on different regions of the thrombopoietin receptor.
Recent case reports suggest that there is no cross-resistance between
the two agents.41,42

Two randomized trials with romiplostim enrolling a total of 125
patients, 63 splenectomized and 62 nonsplenectomized, with a
platelet count � 30 [times 109/L43 were published collectively. A
durable platelet response, defined as platelet count � 50 � 109/L
during 6 or more of the last 8 weeks of treatment, was seen in 38%
of the splenectomized patients and in 61% of the nonsplenecto-
mized patients given romiplostim. These results were striking given
that only one patient in the placebo group achieved the primary end
point.43 In a more recent open label study (N � 234 adults) use of
romiplostim resulted in greater platelet response rates (P � .001),
lower treatment failures (P � .001), and reduced splenectomy rates
(P � .001) compared with standard of care.44

Eltrombopag has similar efficacy to romiplostim, with 2 studies
demonstrating that 59% to 81% of patients receiving the drug (�75
mg/d) achieved a platelet count of � 50 � 109/L on day 43
compared with 11% to 16% of the placebo group.45,46 Furthermore,
results from the 6-month randomized RAISE study demonstrated
that patients treated with eltrombopag had higher platelet count
response rates (P � .001), greater reduction in concomitant medica-
tions (P � .16), and reduced need for rescue medications (P � .001)
compared with patients receiving placebo.47

Long-term figures on both agents suggest that the response in
platelet count can be maintained. Data on 200 patients receiving
long-term romiplostim therapy (mean duration: 110 weeks) re-
vealed that patients were able to maintain a platelet count of
� 50 � 109/L for the majority of the study visits (median: 92% of
study visits).48 The EXTEND study, reporting on 299 patients
followed for up to 3 years on eltrombopag, demonstrated that 62%
of patients had a platelet count � 50 � 109/L without new or
increased ITP treatments in � 50% of the visits.49 Beyond a
measurable increase in the platelet count, TPO-RAs have been
associated with decreased bleeding events,43,45,49 reduced need for
additional medications,43,45,48,49 and improved HRQoL.50,51

Only one randomized clinical trial examining the efficacy of
TPO-RAs in children has been conducted. In this phase 1/2 trial,
pediatric patients with ITP for � 6 months were treated with
romiplostim or placebo. Of the 17 patients who were randomized to
receive romiplostim, 88% maintained a platelet count � 50 � 109/L
for a median of 7 weeks compared with 0 patients in the placebo
group (N � 5).52 Similar to adult patients, HRQoL was improved in
subjects taking romiplostim.53

A subset of adult patients receiving TPO-RAs experienced sus-
tained remission after the use of these agents.49,54 One rationale for
this is that TPO-RAs have been shown to restore immune tolerance
by improving Treg function,55 either as a direct effect of the drug or
an indirect effect secondary to increased platelet number inducing
immune tolerance by exposure to the platelet antigens.54,55
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Primary safety concerns regarding TPO-RAs are related to the risk
of BM reticulin formation and thrombosis. During the EXTEND
study, annual BMs were performed on enrolled patients (N � 135)
and none experienced grade 3 reticulin formation, symptoms related
to BM dysfunction, or blast counts � 3% after 1 year of therapy.49

The causal relationship between TPO-RAs and BM reticulin
remains unclear and the long-term consequences of increased
reticulin formation are unknown. Prospective studies are ongoing to
address these questions.

Thromboembolic events have been reported with both agents with
long-term data, suggesting an event rate of 3.17-4.16 per 100
patient-years.48,49 It is difficult to ascertain the direct relationship
between thrombosis and the use of TPO-RAs for several reasons.
First, the majority of patients who experience an event have at least
one additional risk factor for the development of thromboembolic
events, such as hypertension, smoking, or diabetes.48,49 Secondly,
the true baseline incidence of thrombosis associated with ITP and
the role of antiphospholipid antibodies remains unknown. Lastly,
thrombosis does not appear to be dependent upon drug-induced
thrombocytosis and can occur at a low or normal platelet count.48,49

Unique to eltrombopag is the black box warning for hepatotoxicity.
In the EXTEND study, 10% of patients met FDA criteria for
drug-induced liver insufficiency, which required drug discontinua-
tion in 6 patients. In the majority of patients (66%), the laboratory
abnormalities resolved after discontinuation of the drug and, in
some patients, the drug was restarted without encountering
hepatotoxicity.49

Novel agents
Work is ongoing to develop novel therapies for patients with
refractory ITP. In 2008, Podolanczuk et al presented pilot data on
the oral Syk inhibitor R788 in adults with ITP.56 Syk is a
downstream regulator of monocyte and macrophage phagocytosis57

and therefore the hypothesis was that blockage of the Syk pathway
would effectively inhibit macrophage platelet destruction. In this
pilot study (N � 16), half of the patients were able to demonstrate a
sustained platelet count � 50 � 109/L for the majority of visits. The
most common side effect was GI symptoms including diarrhea,
nausea, and emesis.

Knowledge that autoreactive CD4� T cells are present in greater
numbers in patients with ITP and that CD40 ligand (CD40L) is
critical for T-cell–dependent B-cell expansion provided the ratio-
nale that anti-CD40L monoclonal antibodies could be therapeutic in
ITP. The most recent investigation into anti-CD40L monoclonal
antibodies (hu5c8 and IDEC-131) was undertaken in patients with
chronic refractory ITP.58 Forty-six patients were treated hu5c8, with
an overall response rate of 13%.34 After this, 31 patients were
treated with IDEC-131 and had a similar overall response rate of
16%.34

Summary
Ongoing data are emerging that advance our comprehension of the
pathogenesis of ITP and improve our understanding of the heteroge-
neity of the disease. With this growing body of literature, it is
possible that we will be able to identify disease features and
predictors of treatment response in the future that will help to guide
management decisions. It is essential that clinical trials collect
relevant ancillary biological samples to confirm existing data,
understand the mechanism of action of medications, and identify

predictors of response to various therapies. Ultimately, knowledge
of disease biology coupled with information regarding response
rates, patients’ desires, medication side effects, and relevant patient-
related outcomes will provide for individualized treatment plans.

Disclosures
Conflict-of-interest disclosure: The author declares no competing
financial interests. Off-label drug use: rituximab and TPO agents.

Correspondence
Cindy Neunert, MD, MSCS, Georgia Regents University, 1120 15th
St BG-2011, Augusta, GA 30912; Phone: 706-721-3626; Fax:
706-721-0264; e-mail: cneunert@gru.edu.

References
1. Rodeghiero F, Stasi R, Gernsheimer T, et al. Standardization of

terminology, definitions and outcome criteria in immune throm-
bocytopenic purpura of adults and children: report from an
international working group. Blood. 2009;113(11):2386-2393.

2. Neunert CE, Buchanan GR, Imbach P, et al. Severe hemorrhage
in children with newly diagnosed immune thrombocytopenic
purpura. Blood. 2008;112(10):4003-4008.

3. Neunert CE. Individualized treatment for immune thrombocyto-
penia: predicting bleeding risk. Semin Hematol. 2013;50 (Suppl
1):S55-7.

4. Davoren A, Bussel J, Curtis BR, Moghaddam M, Aster RH,
McFarland JG. Prospective evaluation of a new platelet glyco-
protein (GP)-specific assay (PakAuto) in the diagnosis of
autoimmune thrombocytopenia (AITP). Am J Hematol. 2005;
78(3):193-197.

5. Neunert C, Lim W, Crowther M, Cohen A, Solberg L Jr,
Crowther MA. The American Society of Hematology 2011
evidence-based practice guideline for immune thrombocytope-
nia. Blood. 2011;117(16):4190-4207.

6. Provan D, Stasi R, Newland AC, et al. International consensus
report on the investigation and management of primary immune
thrombocytopenia. Blood. 2010;115(2):168-186.

7. Mahabir VK, Ross C, Popovic S, et al. A blinded study of bone
marrow examinations in patients with primary immune throm-
bocytopenia. Eur J Haematol. 2013;90(2):121-126.

8. Wei A, Jackson SP. Boosting platelet production. Nat Med.
2008;14(9):917-918.

9. Stasi R. Pathophysiology and therapeutic options in primary
immune thrombocytopenia. Blood Transfus. 2011;9(3):262-
273.

10. Houwerzijl EJ, Blom NR, van der Want JJ, et al. Ultrastructural
study shows morphologic features of apoptosis and para-
apoptosis in megakaryocytes from patients with idiopathic
thrombocytopenic purpura. Blood. 2004;103(2):500-506.

11. McMillan R, Wang L, Tomer A, Nichol J, Pistillo J. Suppression
of in vitro megakaryocyte production by antiplatelet autoantibod-
ies from adult patients with chronic ITP. Blood. 2004;103(4):1364-
1369.

12. McKenzie CG, Guo L, Freedman J, Semple JW. Cellular
immune dysfunction in immune thrombocytopenia (ITP). Br J
Haematol. 2013;163(1):10-23.

13. Kuwana M, Kaburaki J, Ikeda Y. Autoreactive T cells to platelet
GPIIb-IIIa in immune thrombocytopenic purpura: role in produc-
tion of anti-platelet autoantibody. J Clin Invest. 1998;102(7):
1393-1402.

14. Panitsas FP, Theodoropoulou M, Kouraklis A, et al. Adult
chronic idiopathic thrombocytopenic purpura (ITP) is the

280 American Society of Hematology



manifestation of a type-1 polarized immune response. Blood.
2004;103(7):2645-2647.

15. Kashiwagi H, Tomiyama Y. Pathophysiology and management
of primary immune thrombocytopenia. Int J Hematol. 2013;
98(1):24-33.

16. Crow AR, Lazarus AH. The mechanisms of action of intravenous
immunoglobulin and polyclonal anti-d immunoglobulin in the
amelioration of immune thrombocytopenic purpura: what do we
really know? Transfus Med Rev. 2008;22(2):103-116.

17. Tamminga R, Berchtold W, Bruin M, Buchanan GR, Kuhne T.
Possible lower rate of chronic ITP after IVIG for acute
childhood ITP an analysis from registry I of the Intercontinental
Cooperative ITP Study Group (ICIS). Br J Haematol. 2009;
146(2):180-184.

18. Gudbrandsdottir S, Birgens HS, Frederiksen H, et al. Rituximab
and dexamethasone vs dexamethasone monotherapy in newly
diagnosed patients with primary immune thrombocytopenia.
Blood. 2013;121(11):1976-1981.

19. Zaja F, Baccarani M, Mazza P, et al. Dexamethasone plus
rituximab yields higher sustained response rates than dexameth-
asone monotherapy in adults with primary immune thrombocy-
topenia. Blood. 2010;115(14):2755-2762.

20. Gomez-Almaguer D, Tarin-Arzaga L, Moreno-Jaime B, et al.
High response rate to low-dose rituximab plus high-dose
dexamethasone as frontline therapy in adult patients with
primary immune thrombocytopenia. Eur J Haematol. 2013;
90(6):494-500.

21. Arnold DM, Heddle NM, Carruthers J, et al. A pilot random-
ized trial of adjuvant rituximab or placebo for nonsplenecto-
mized patients with immune thrombocytopenia. Blood. 2012;
119(6):1356-1362.

22. Cines DB, Bussel JB. How I treat idiopathic thrombocytopenic
purpura (ITP). Blood. 2005;106(7):2244-2251.

23. Cheng Y, Wong RS, Soo YO, et al. Initial treatment of immune
thrombocytopenic purpura with high-dose dexamethasone.
N Engl J Med. 2003;349(9):831-836.

24. Mazzucconi MG, Fazi P, Bernasconi S, et al. Therapy with
high-dose dexamethasone (HD-DXM) in previously untreated
patients affected by idiopathic thrombocytopenic purpura: a
GIMEMA experience. Blood. 2007;109(4):1401-1407.

25. Mikhael J, Northridge K, Lindquist K, Kessler C, Deuson R,
Danese M. Short-term and long-term failure of laparoscopic
splenectomy in adult immune thrombocytopenic purpura pa-
tients: a systematic review. Am J Hematol. 2009;84(11):743-
748.

26. Kojouri K, Vesely SK, Terrell DR, George JN. Splenectomy for
adult patients with idiopathic thrombocytopenic purpura: a
systematic review to assess long-term platelet count responses,
prediction of response, and surgical complications. Blood.
2004;104(9):2623-2634.

27. Kuhne T, Blanchette V, Buchanan GR, et al. Splenectomy in
children with idiopathic thrombocytopenic purpura: A prospec-
tive study of 134 children from the Intercontinental Childhood
ITP Study Group. Pediatr Blood Cancer. 2007;49(6):829-834.

28. Lu KH, George JN, Vesely SK, Terrell DR. Management of
Primary Immune Thrombocytopenia, 2012: A Survey of Okla-
homa Hematologists-Oncologists. Am J Med Sci. Published
online ahead of print March 4, 2013. doi: 10.1097/
MAJ.0b013e31827f4dd1.

29. Wang KK, Charles C, Heddle NM, Arnold E, Molnar L, Arnold
DM. Understanding why patients with immune thrombocytopenia
are deeply divided on splenectomy. Health Expect. Published

online ahead of print August 7, 2012. doi: 10.1111/j.1369-
7625.2012.00806.x.

30. Thomsen RW, Schoonen WM, Farkas DK, et al. Risk for
hospital contact with infection in patients with splenectomy: a
population-based cohort study. Ann Intern Med. 2009;151(8):
546-555.

31. Davies JM, Lewis MP, Wimperis J, et al. Review of guidelines
for the prevention and treatment of infection in patients with an
absent or dysfunctional spleen: prepared on behalf of the British
Committee for Standards in Haematology by a working party of
the Haemato-Oncology task force. Br J Haematol. 2011;155(3):
308-317.

32. Crary SE, Buchanan GR. Vascular complications after splenec-
tomy for hematologic disorders. Blood. 2009;114(14):2861-
2868.

33. Arnold DM, Dentali F, Crowther MA, et al. Systematic review:
efficacy and safety of rituximab for adults with idiopathic
thrombocytopenic purpura. Ann Intern Med. 2007;146(1):25-
33.

34. Patel VL, Mahevas M, Lee SY, et al. Outcomes 5 years after
response to rituximab therapy in children and adults with
immune thrombocytopenia. Blood. 2012;119(25):5989-5995.

35. Liang Y, Zhang L, Gao J, Hu D, Ai Y. Rituximab for children
with immune thrombocytopenia: a systematic review. PLoS
One. 2012;7(5):e36698.

36. Stasi R, Del Poeta G, Stipa E, et al. Response to B-cell depleting
therapy with rituximab reverts the abnormalities of T-cell subsets
in patients with idiopathic thrombocytopenic purpura. Blood.
2007;110:2924-2930.

37. Stasi R, Cooper N, Del Poeta G, et al. Analysis of regulatory
T-cell changes in patients with idiopathic thrombocytopenic
purpura receiving B cell-depleting therapy with rituximab.
Blood. 2008;112(8):1147-1150.

38. Mahevas M, Patin P, Huetz F, et al. B cell depletion in immune
thrombocytopenia reveals splenic long-lived plasma cells.
J Clin Invest. 2013;123(1):432-442.

39. Hanbali A, Khaled Y. Incidence of hepatitis B reactivation
following Rituximab therapy. Am J Hematol. 2009;84(3):195.

40. Carson KR, Evens AM, Richey EA, et al. Progressive multifocal
leukoencephalopathy after rituximab therapy in HIV-negative
patients: a report of 57 cases from the Research on Adverse Drug
Events and Reports project. Blood. 2009;113(20):4834-4840.

41. Polverelli N, Palandri F, Iacobucci I, Catani L, Martinelli G,
Vianelli N. Absence of bi-directional cross-resistance of throm-
bopoietin receptor agonists in chronic refractory immune
thrombocytopenia: possible role of MPL polymorphisms. Br J
Haematol. 2013;161(1):142-144.

42. D’Arena G, Guariglia R, Mansueto G, et al. No cross-resistance
after sequential use of romiplostim and eltrombopag in chronic
immune thrombocytopenic purpura. Blood. 2013;121(7):1240-
1242.

43. Kuter DJ, Bussel JB, Lyons RM, et al. Efficacy of romiplostim
in patients with chronic immune thrombocytopenic purpura: a
double-blind randomised controlled trial. Lancet. 2008;
371(9610):395-403.

44. Kuter DJ, Rummel M, Boccia R, et al. Romiplostim or standard
of care in patients with immune thrombocytopenia. N Engl
J Med. 2010;363(20):1889-1899.

45. Bussel JB, Cheng G, Saleh MN, et al. Eltrombopag for the
treatment of chronic idiopathic thrombocytopenic purpura.
N Engl J Med. 2007;357(22):2237-2247.

46. Bussel JB, Provan D, Shamsi T, et al. Effect of eltrombopag on
platelet counts and bleeding during treatment of chronic

Hematology 2013 281



idiopathic thrombocytopenic purpura: a randomised, double-
blind, placebo-controlled trial. Lancet. 2009;373(9664):641-
648.

47. Cheng G, Saleh MN, Marcher C, et al. Eltrombopag for
management of chronic immune thrombocytopenia (RAISE):
a 6-month, randomised, phase 3 study. Lancet. 2011;377(9763):
393-402.

48. Kuter DJ, Bussel JB, Newland A, et al. Long-term treatment
with romiplostim in patients with chronic immune thrombo-
cytopenia: safety and efficacy. Br J Haematol. 2013;161(3):
411-423.

49. Saleh MN, Bussel JB, Cheng G, et al. Safety and efficacy of
eltrombopag for treatment of chronic immune thrombocytope-
nia: results of the long-term, open-label EXTEND study. Blood.
2013;121(3):537-545.

50. Kuter DJ, Mathias SD, Rummel M, et al. Health-related quality
of life in nonsplenectomized immune thrombocytopenia pa-
tients receiving romiplostim or medical standard of care. Am J
Hematol. 2012;87(5):558-561.

51. George JN, Mathias SD, Go RS, et al. Improved quality of life
for romiplostim-treated patients with chronic immune thrombo-
cytopenic purpura: results from two randomized, placebo-
controlled trials. Br J Haematol. 2009;144(3):409-415.

52. Bussel JB, Buchanan GR, Nugent DJ, et al. A randomized,
double-blind study of romiplostim to determine its safety and

efficacy in children with immune thrombocytopenia. Blood.
2011;118(10):28-36.

53. Klaassen RJ, Mathias SD, Buchanan G, et al. Pilot study of the
effect of romiplostim on child health-related quality of life
(HRQoL) and parental burden in immune thrombocytopenia
(ITP). Pediatr Blood Cancer. 2012;58(3):395-398.

54. Ghadaki B, Nazi I, Kelton JG, Arnold DM. Sustained remis-
sions of immune thrombocytopenia associated with the use of
thrombopoietin receptor agonists. Transfusion. Published on-
line ahead of print March 3, 2013. doi:10.1111/trf.12139.

55. Bao W, Bussel JB, Heck S, et al. Improved regulatory T-cell
activity in patients with chronic immune thrombocytopenia
treated with thrombopoietic agents. Blood. 2010;116(22):4639-
4645.

56. Podolanczuk A, Lazarus AH, Crow AR, Grossbard E, Bussel
JB. Of mice and men: an open-label pilot study for treatment of
immune thrombocytopenic purpura by an inhibitor of Syk.
Blood. 2009;113(14):3154-3160.

57. Chihara K, Kimura Y, Honjo C, Takeuchi K, Sada K. Syk
inhibitors. Nihon Rinsho Meneki Gakkai Kaishi. 2013;36(4):
197-202.

58. Patel VL, Schwartz J, Bussel JB. The effect of anti-CD40
ligand in immune thrombocytopenic purpura. Br J Haematol.
2008;141(4):545-548.

282 American Society of Hematology


