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Abstract 
Immune Thrombocytopenia Purpura (ITP) is a bleeding disease often found by doctors, with an 

incidence of about 1 in 10,000 children, rarely found in infants < 1-year-old. Bleeding often occurs when 

the platelet is <20,000/uL. This study aims to show that methylprednisolone is effective in severe 

thrombocytopenia. A girl of 2 months and nine days, weighing 5.6 kg, came to the hospital with 

complaints of petechiae on the forehead, cheeks, and extremities. The patient is not feverish, pale, weak, 

cannot drink. No history of trauma. Purpura on the elbows and knees. Laboratory: Hb 8.1 g/dL, 

leukocytes 12,290/uL, platelets 1000/uL, hematocrit 22.2%, Diff Count: basophils 0%, eosinophils 3%, 

stems 1%, segments 17%, lymphocytes 70%, monocytes 9%. Peripheral blood features hypochromic, 

microcytic, lymphocytosis, platelets not found. The diagnosis is newly diagnosed ITP with anemia due to 

bleeding. The patient was treated at hand-carried ultrasound, given 2U platelet transfusion, 75 mL Packed 

Red Cells transfusion, 1-2 mg/kg body weight of methylprednisolone every 12 hours for seven days. The 

patient went home in stable. Methylprednisolone in the acute phase can increase the platelet count. 

Platelet suspension transfusion is only done if thrombocytopenia is accompanied by bleeding difficult to 

resolve. 

Keywords: Immune Thrombocytopenia Purpura, Child, Methylprednisolone 

摘要 免疫性血小板减少性紫癜（国际贸易协议）是一种经常被医生发现的出血性疾病，发病率约

为万分之一，很少见于<1岁的婴儿。当血小板<20,000/升时经常发生出血。本研究旨在证明甲基

强的松龙对严重血小板减少症有效。一个 2个月零 9天的女孩，体重 5.6公斤，因额头、脸颊和

四肢有瘀斑来院。病人不发烧，面色苍白，虚弱，不能喝酒。无外伤史。手肘和膝盖出现紫癜。

实验室：血红蛋白 8.1 克/分升，白细胞 12,290/升，血小板 1000/升，血细胞比容 22.2%，差异计
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数：嗜碱性粒细胞 0%，嗜酸性粒细胞 3%，茎 1%，节段 17%，淋巴细胞 70%，单核细胞 9%。外

周血特征为低色素、小细胞、淋巴细胞增多，未发现血小板。诊断是初诊国际贸易协议伴出血性

贫血。患者接受手持超声治疗，输注 2你血小板，输注 75毫升浓缩红细胞，每 12 小时给予 1-2

毫克/公斤体重的甲基强的松龙，持续 7 天。病人稳定地回家了。急性期甲泼尼龙可增加血小板计

数。仅当血小板减少症伴有难以解决的出血时才进行血小板悬浮输血。 

关键词: 免疫性血小板减少性紫癜，兒童，甲潑尼龍 

 

I. INTRODUCTION 
Immune Thrombocytopenia Purpura (ITP) is 

an acquired acute bleeding disease in the form of 

petechiae and purpura on the skin and or mucous 

membranes due to thrombocytopenia (platelet 

count <100,000/uL). Thrombocytopenia is due to 

premature destruction of platelets or platelet 

precursors caused by the humoral response of 

anti-platelet autoantibodies. Moreover, reduced 

platelet formation in the bone marrow is no 

underlying disease. The causes are divided into 2, 

namely: 1) primary ITP, which has no underlying 

cause, 2) secondary ITP, there is a necessary 

cause. According to the course of the disease, 

ITP in children is divided into three types, 

namely: 1) 50% of cases remain newly diagnosed 

(<3 months), 2) 25% of cases become persistent 

(3-12 months), and 3) 25% become chronic (> 12 

months) [1]. 

 

II. CASE PRESENTATION 
A girl of 2 months and nine days, weighing 

5.6 kg, came to the hospital with complaints of 

red spots on the forehead, cheeks, and all 

extremities. The patient had no history of 

vaccination days or weeks prior. However, two 

weeks earlier, the patient had a common cold. In 

the family, no one has this kind of disease. The 

patient is conscious, not fevered, weak, pale, 

cannot drink, is inactive, and has no history of 

trauma. On physical examination, the patient 

appears conscious, and vital signs are within 

normal limits. Eye, ENT, mouth, and abdomen, 

no abnormalities. Heart Lungs within normal 

limits. On the forehead, cheeks, and all 

extremities, Petechiae purpura on the elbows and 

knees. On laboratory examination, Hb 8.1 g/dL, 

leukocytes 12,290/uL, platelets 1000/uL, 

hematocrit 22.2%, Diff Count: basophils 0%, 

eosinophils 3%, stems 1%, segments 17%, 

lymphocytes 70%, monocytes 9%. RBC 2.8 

million/uL, MCV 82.9fL, MCH 28.9pg, MCHC 

34.9%, RDW_CV 16.7%. Peripheral smear 

features hypochromic, microcytic, lymphocytosis, 

blast, and platelets not found. The diagnosis is 

newly diagnosed ITP with anemia due to 

bleeding. The patient was treated at hand‐ carried 

ultrasound (HCU), given 2U platelet transfusion, 

75 mL Packed Red Cells (PRC) transfusion, 1-2 

mg/kg body weight of methylprednisolone every 

12 hours for seven days. After seven days of 

treatment, the patient went home in good 

condition. 

 

III. DISCUSSION 
Immune thrombocytopenia most commonly 

occurs in children 2-7 years of age [2]. The 

incidence of pediatric ITP is 4.3 per 100,000 

people/year, and in the 2-5 year age group, the 

incidence is higher in boys than girls [3]. This 

disease is rarely found in infants <1 year old, 

probably because of the immature baby's immune 

system. In general, there is always a history of 

viral infection of the upper respiratory tract or 

gastrointestinal system or immunizations 2-4 

weeks before [2]. Yong et al. reported a history 

of infection in 20.2% and immunization of 8.6% 

of 257 pediatric ITP patients [3], while Hashemi 

et al. reported a history of the common cold 

disease in 47% of cases and 25.8% had a history 

of immunization [4]. 

Bleeding often occurs when the platelet count 

is <20,000/uL. Purpuric, mucosal, and 

intracranial hemorrhages were found in 83.3% of 

cases, 40.95 cases, and 3%, respectively [4]. 

Eighty percent of children with ITP who suffer 

from acute bleeding will recover within days or 

weeks with or without treatment and recover 

within six months (acute). The platelet count will 

return to normal (>150,000/uL) in 50% of cases 

within 1-3 months and 60-75% within six months 

of the onset of thrombocytopenia [5, 6].  

In this case, the patient presented with 

petechial bleeding on the scalp and all extremities. 

Two weeks earlier, the patient had a common 

cold. The patient is conscious, looks weak, pale, 

inactive, and does not want to drink. Complete 

blood count showed a Hb 8.1 g/dL with a platelet 

count of 1000/uL, and no blast cells and platelets 

were found on the peripheral blood smear. This 

situation is an emergency considering that only 

1000 platelets/uL are at high risk of intracranial 



352 

 

bleeding. Bleeding intracranial is rare, only 0.5-

1% of cases when the platelet count is 

<10,000/uL [7], but this should be considered. 

Therefore this patient was given a 2U platelet 

suspension transfusion, 75 ml PRC transfusion, 

and 2 mg/kg body weight of methylprednisolone 

every 12 hours for seven days. As a result, the 

patient's condition is improving. On the third day 

of treatment, the platelet count rose to 5,000/uL. 

On the 5th day, it became 12,000/uL; on the 7th 

day, the platelet count was 33,000/uL, and the 

patient went home in stable. Next, the patient 

received prednisone therapy for one week at a 

dose of 2 mg/kg body weight/day followed by 

tapering off for up to 1 month from the diagnosis 

of ITP when the platelet count became 

259,000/uL. Furthermore, the increment of 

platelet count from the start of treatment to 6 

months of monitoring can be seen in Figure 1. 

Within one month of treatment, the patient 

experienced complete remission, as a study stated 

that 73.5% of ITP patients would experience 

complete remission within six months of 

treatment [8]. 

 
Figure 1. Thrombocyte count since the first day of ITP diagnosis 

 

Treatment of ITP must, of course, be based on 

the complex pathogenesis of ITP. The first-line 

drugs are glucocorticoids, IVIG, anti-D 

immunoglobulin. This patient receives a standard 

dose of 2 mg/kg body weight of 

methylprednisolone every 12 hours (4 mg/kg 

body weight/day). It is combined with a platelet 

suspension transfusion, which is expected to 

resolve the emergency immediately. Even though 

the patient had received the platelet suspension 

and methylprednisolone for two days, the platelet 

count only increased to 5000/uL. On the 7th day 

of treatment, the platelets had become 33,000/uL. 

Petechiae seemed to disappear that the patient 

was discharged. The main goal of ITP treatment 

is not merely to increase the platelet count to an 

expected value but is to an effective platelet 

count to stop bleeding. Generally, if the platelet 

count is above 30,000/uL, the clinical experience 

will be better. The choice of glucocorticoids in 

these patients is because IVIG is expensive and 

difficult to obtain. After six months, monitoring 

the platelet count was still normal even though 

the corticosteroid drugs had been discontinued 

for five months. Patients received DPaT 

immunization at the age of 8 ½ months and 12 

months, and no visible lesions were seen at the 

injection site. Acero-Garcés et al. reported that 

for rising platelet count, platelet count with IVIG 

2g/kg was lower than methylprednisolone 

50mg/kg after a month [9]. Furthermore, Sogut et 

al. reported that the ITP patients receiving IVIG 

had been found to progress to chronicity more 

than those receiving methylprednisolone [10]. 

Contrarily, Safapour reported a study comparing 

therapy methods employing corticosteroids and 

IVIG in affected children and found no 

significant difference between long-term 

treatment outcomes for ITP [11]. 

Suppose first-line treatment fails (clinical 

manifestations and thrombocytopenia cannot be 

controlled within 3-6 months of therapy); in that 

case, it is necessary to think about treatment with 

second-line drugs.   The second-line drugs, 

namely splenectomy, rituximab, thrombopoietin 

receptor agonists (TPO-RA), eltrombopag, 

romiplostim, and avatrombopag). If second-line 

drugs are ineffective, then third-line drugs can be 

used, such as Fostamatinib (the Syk inhibitor), 

oseltamivir (inhibits the deserialization process, 

thereby reducing platelet clearance the liver). 

Atorvastatin affects bone marrow endothelial 
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cells to support hematopoiesis, including 

megakaryopoiesis [12-14]. Low doses of 

decitabine (DAC) can increase the expression of 

tumor necrosis factor-related apoptosis-inducing 

ligand (TRAIL) by reducing the methylation 

process in megakaryocytes, thus increasing 

megakaryocyte maturation and platelet 

production [15]. 

At the start of the disease, we cannot 

differentiate between acute and chronic ITP. ITP 

in infants, 9% will be chronic ITP; ITP in 

children aged 25-119 months, 18% will be 

chronic ITP, and ITP in children ≥120 months, 

47% will become chronic ITP [16]. Jung et al. 

stated that 85.9% of children with ITP would be 

in remission, and 14.1% of cases will be chronic 

ITP; the prognostic factors for chronic ITP are 

older children and the slow appearance of clinical 

symptoms [17]. Makis et al. stated that the 

prognostic factors for developing chronic ITP are 

age> 10 years, no previous infection history, 

more protracted clinical manifestations, and 

initial platelet count >10,000/uL [18]. Other 

investigators reported that the prognostic factors 

that provided complete remission when ITP was 

established were a low MPV level <8fL and 

previous infection history [19]. In this case, the 

patient was two months nine days old when the 

initial diagnosis of ITP, female, had a history of 

illness two weeks before, and bleeding appeared 

suddenly. In addition, the initial platelet count 

<10,000/uL, complete remission within one 

month, and platelets remain normal within six 

months of monitoring, so the prognosis of this 

patient is good, there will be no chronic ITP. 

 

IV. CONCLUSION  
Methylprednisolone in the acute phase can 

increase the platelet count. If there is a financial 

hindrance, it is wise to give a low-cost drug, i.e., 

methylprednisolone. Platelet suspension 

transfusion is only done if thrombocytopenia is 

accompanied by bleeding that is difficult to 

resolve. 
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