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Criteria for use
Paediatric patients up to age 16, excluding neonates in first month of life.

Background/ introduction

•

ITP in as acquired immune mediated disorder characterised by isolated
thrombocytopenia.

•

ITP in children is usually a benign disorder that requires no active
management other than careful explanation and counselling.

•

About 80% of children will recover spontaneously in 6 months, and many
sooner. A minority of patients (10%), usually adolescent girls, will have
thrombocytopenia beyond 6 months (‘Chronic ITP’).

•

Serious bleeding is rare (4% risk of severe epistaxis/gastro-intestinal (GI)
bleeding; 0.1-0.5% risk of intracranial haemorrhage).

Inclusion/ exclusion criteria

Chronic ITP – this guideline can be used for management of acute bleeding
episodes. Long term management is outside scope of this guideline.

Clinical management

ITP is a diagnosis of exclusion. The diagnosis depends on there being
manifestations of thrombocytopenia without other abnormal findings.

History
•

Brief (usually 24-48hr) history of appearance of petechiae, purpura and bruising.
Longer history may suggest other bone marrow disorders.

•

Systemically well child.

•

May be history of recent viral infection or immunization.

•

Ask about epistaxis, GI bleeding (oral or rectal), haematuria.

Examination
There should be absence of pallor, lymphadenopathy, hepatosplenomegaly.

Investigations
•

The diagnosis can usually be confirmed by full blood count (FBC) and blood film.

•

Platelet count usually <20 x 109 / litre. There are rarely symptoms with higher
platelet counts.

•

Haemoglobin and white blood cell count should be normal.

•

Clotting screen should be normal.

•

Blood film should be examined by Haematology Registrar to exclude leukaemia,
aplastic anaemia and other marrow infiltrative disorders.

•

Bone marrow aspiration only required if diagnostic uncertainty or considering use
of steroids. Discuss with Paediatric and Haematology Consultants.

Management
Treatment should be because of active bleeding and not based on platelet
count alone.
Admission and discharge criteria
•

For new cases, consider admission for observation and parental education.

•

Once the diagnosis is confirmed and the child is well, they can be managed as an
outpatient with careful counselling.

•

Arrange appointment for review and repeat blood count in 7-10 days to check
that there is no evolution to a serious marrow disorder. If child is well and the
platelet count is recovering, further follow-up can be at 1-2 weekly intervals and
then stretched out as appropriate until remission.

•

Issue following advice:
To attend A+E if any of the following occur:
• Injury to head
• Persistent or severe headache
• Vomiting or drowsiness
• Blood in stool or urine
• Epistaxis lasting longer than 30 minutes
• Persistent gum bleeding
Avoid non-steroidal anti-inflammatory drugs and intramuscular injections.
Can attend school as normal but avoid contact sports and rough physical
activity.

Please issue Whittington Health Patient leaflet:
ITP in Children leaflet available under patient leaflets section of
intranet

Criteria for active treatment
•

Active bleeding will require inpatient management.

•

Bruising and petechiae alone does not require active treatment.

•

Active treatment should only be required for persistent bleeding. This should only
be commenced after discussion with Paediatric Consultant.

•

Treatment with intravenous immunoglobulin (IVIg) or steroids should cause the
platelet count to rise but there is no evidence that it will improve chances of
complete remission. Furthermore, these treatments carry numerous side effects.

1. Intravenous Immunoglobulin (IVIg)
Please see Whittington Health Guideline:
‘Intravenous Immunoglobulin Use’
Consider if continuous bleeding (e.g epistaxis beyond 30 minutes).
Usual dose is 0.8mg-1g/kg given on a single occasion or on 2 consecutive days (if
still bleeding).
Round to nearest vial.
This is a pooled blood product so carries the risk of anaphylaxis and theoretical risk
of infection. Fever, headaches and nausea are common side effects.
Repeat FBC on day 2 (or earlier if indicated).

2. Prednisolone
This can be given as a short course of 4mg/kg/day for 4 days.
If contemplating steroid treatment, discussion with Consultant Haematologist is
essential to consider the need for a bone marrow aspirate.
Repeat FBC at day 4 (or earlier if indicated).

3.Tranexamic acid
Topical tranexamic acid can be used as an adjunct for persistent superficial bleeding
e.g nose/gums.
Apply 100mg/ml IV solution to gauze and apply topically.

Platelet transfusions
Platelets will be rapidly consumed so are usually required in large doses and in
conjunction with IVIg or prednisolone. Only use in life threatening bleeding (see
below).

Management of life threatening bleed.
Discuss with Consultant Paediatrician and Consultant Haematologist.
Management:
1. IVIg
2. IV Methylprednisolone (10-30mg/kg; max 1g)
3. Large doses of platelets (usually 2-3 pools)
4. If suggestion of intracranial bleed, CT head

ITP Registry

Consultant Paediatrician to consider consenting family for registration on ITP registry
via
www.uk-itp.org

Contacts
•
•

Attending/On call Paediatric Consultant (via switchboard)
On call Haematology Consultant (via switchboard)
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