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STUDENTS' CORNER 
CASE REPORT 

Thromboembolic event in a patient of immune thrombocytopenic purpura: a 
case report 
Maimoona Nazar1, Nasir Ashraf2, Laiba Sultan3, Laiba Sultan4

Abstract 
Immune Thrombocytopenia Purpura (ITP) is an 
autoimmune disorder characterised by a low blood 
platelet count, which is attributed to both decreased 
megakaryocyte production in the bone marrow and the 
generation of autoantibodies causing platelet destruction 
in the spleen. Individuals with autoimmune conditions 
are highly susceptible to pulmonary embolism. This case 
involves a 39-year-old female with ITP who developed 
thromboembolisms. A comprehensive investigation into 
prothrombotic risk factors, including obesity, smoking, 
family history of thromboembolism, and ITP-related 
interventions such as prolonged corticosteroid use or 
splenectomy, revealed insignificant results, except for the 
patient's history of receiving corticosteroid therapy. 
Despite the disparate pathogenesis of thromboembolism 
(TE) and ITP, recent events of TE in ITP patients have been 
observed. This report underscores the potential life-
threatening complications in ITP and aims to explore their 
causes and pathogenesis for ensuring optimised patient 
care. 
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Introduction 
Immune thrombocytopenic purpura (ITP) is a rare, 
heterogeneous autoimmune blood disorder 
characterised by a reduced peripheral blood platelet 
count below 100 ×109/L.1 In ITP, platelet destruction is 
mediated by autoantibodies in the spleen, and there is 
also decreased production of megakaryocytes in the bone 
marrow. A patient with ITP is prone to bruising and 

bleeding, including epistaxis and gum bleeding. 
Although the pathogenesis of thromboembolism and ITP 
appears contradictory, recent cases of 
thromboembolisms in patients with ITP have been 
reported. Studies have shown that autoimmune diseases 
such as ITP and SLE place patients at a higher risk for 
developing thromboembolism (TE) as compared to a 
healthy individual.3-5 Patients receiving TPO receptor 
agonist therapy for ITP have also been reported to 
develop  thromboembolic events.6 Certain prothrombotic 
risk factors including obesity, smoking, family history of 
TE and ITP-related treatments such as long-term 
corticosteroid use or splenectomy, may increase the risk 
of TE in ITP, although the distribution and influence of 
these factors have not been fully described.7 This 
presented case study describes a female with immune 
thrombocytopenic purpura (ITP) complicated by 
pulmonary embolism. 

Case Report 
A 39-year-old unmarried female, diagnosed with Immune 
Thrombocytopenic Purpura (ITP) for 20 years and with a 
recent onset of pulmonary thrombosis, presented to the 
Emergency department of the Pakistan Institute of 
Medical Sciences (PIMS), Islamabad, on May 7, 2023. She 
complained of fever, headache, altered sensorium for two 
days and prolonged gum and per vaginal bleeding since 
the last 60 days. Two days prior to hospitalisation, the 
patient experienced a sudden onset of high-grade fever 
(104°F) accompanied by a severe headache, which was 
relieved by antipyretics. Two months earlier, she had 
experienced heavy menstrual bleeding which had lasted 
60 days and was resolved 10 days before admission. 
Additionally, the patient reported decreased vision over 
the past 2 years and a history of HCV infection, which was 
treated 15 years ago with a complete IV course. 

The patient's current medications include Azathioprine 
for 3 years, steroids (prednisolone and deltacortril) for 1 
month, and Tazobactam and Amikacin for 4 days. Steroids 
were indicated as the patient presented with a low 
platelet count of 22,000/μL and gum bleed. Tapering 
steroids led to a decrease in her platelet level, and 
immunosuppression with azathioprine was initiated. The 
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patient’s vital signs showed a Blood Pressure of 120/80 
mm Hg, regular pulse of 82 beats per minute, respiratory 
rate of 20 breaths per minute and temperature of 37 
degree Celsius. Physical examination revealed shortness 
of breath, subconjunctival haemorrhages, oral ulcers, 
facial flushing, moon face, central obesity, abdominal 
striae with no organomegaly, peripheral muscle wasting, 
and bilateral limb bruising. The patient was tachypnoeic 
with bilaterally equal chest movements and bilateral 
crepitations throughout the chest. 

Suspecting a thrombotic event secondary to sepsis or 
Disseminated Intravascular Coagulation, a 
musculoskeletal workup and thorough investigation 
[Table 1] was conducted, ruling out Systemic Lupus 
Erythematosus (SLE), Thrombocytopenic Purpura (TTP), 
and Haemolytic Uraemic Syndrome (HUS). 

The patient was offered a splenectomy for the 
haematological disorder, which was declined. A 
subsequent follow-up appointment was scheduled. 
Thrombosis was treated with rivaroxaban, with a weekly 
follow-up for the first month and then monthly for the 
next six months. After six months, complete resolution of 
the thrombus was confirmed by computed tomography 
pulmonary angiography (CTPA). In the context of existing 
literature, this case tentatively suggests that prolonged 
steroid usage may be a potential thrombotic risk factor in 
patients with immune thrombocytopenic purpura (ITP), 
although definitive evidence remains elusive. 

Discussion 
The presented case of ITP was diagnosed 20 years ago, 
and the patient has been on medication since then. Two 
months ago, the patient had a relapse, and reports 

showed that in addition to thrombocytopenia and 
anaemia, the patient also had developed segmental 
thrombosis in the right lung. The patient’s past medical 
and surgical history were non-contributory, although the 
patient did suffer from HCV confirmed by HCV PCR, after 
being diagnosed with ITP, and received interferon based 
treatment for 6 months, from March to July 2008. There 
was no family history of ITP. The patient had no previous 
history of thromboembolic events, but these events were 
encountered after initiating steroids. 

Although the patient had been taking azathioprine for 
the past 3 years, which has a documented good response 
rate in ITP cases,8 she experienced a relapse.  Although 
leukopenia is a known side effect of azathioprine, the 
patient has maintained a normal WBC count. The patient 
also showed increased D-dimer levels, which was 
suggestive of thrombosis and was subsequently 
confirmed as pulmonary thrombosis on further 
investigation. 

Steroids, in addition to immunosuppressant medications, 
were started. As the patient has had thrombocytopenia, 
her developing thrombosis looks likely to be due to the 
medication for ITP and the use of corticosteroids. The 
patient’s anaemia can be attributed to the 
immunosuppressant drugs, which likely caused bone 
marrow suppression. A few studies mention that 
corticosteroids can lead to thrombus formation in 
autoimmune diseases and increase the risk of TE in ITP.9,10 
Studies have demonstrated the association between the 
short term use of oral corticosteroids by patients and 
increased risk of thromboembolic events.11 However, this 
conclusion cannot be made with complete confidence 
due to the limited research on the subject. 

Conclusion 
The body of published evidence on the risk of 
thromboembolism (TE) should be carefully considered by 
the healthcare professionals while treating the patients 
with Immune Thrombocytopenia Purpura (ITP). The 
coexistence of TE and ITP raises important questions, yet 
no studies have been conducted so far to fully explain the 
underlying pathophysiology of this condition. This study 
highlights the need for more research and data on the 
contributory factors to better understand why TE is higher 
in the ITP population. It will also help in developing a 
more effective management approach on a broader level. 
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for publishing her case. 
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Table: Diagnostic parameters with pertinent positive and negative findings 
 
Diagnostic Parameter                                                                                              Findings 
 
Procalcitonin                                                                                                                        Normal 
Urine Routine Exam                                                                                                          Normal 
Renal Function Tests                                                                                                         Normal 
Liver Function Tests                                                                                                           Normal 
C Reactive Protein                                                                                                            Unraised 
White Blood Cells                                                                                                               Normal 
Blood Culture                                                                                                                     Negative 
Platelet Count                                                                                                                   22000/μL 
Haemoglobin                                                                                                                     10.2 g/dL 
D Dimer Levels                                                                                                                   Elevated 
CT (PA view)                                                                                              Segmental lung thrombi 
X-Ray Chest                                                                                                                     Inconclusive 
Ultrasound Abdomen                                                                                                   Inconclusive 
Doppler Ultrasound Legs                                                                                            Inconclusive 
Bone Marrow Biopsy                                                                           Identified megakaryocytes 
Nocturnal Haemoglobinuria (PNH)                                                            No abnormalities
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