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Immune thrombocytopenic purpura (ITP) in childrenusually a
self limiting disorder presenting most commonlylwéshort history of
purpura and bruising in children of either $®tween the ages of 2 and
10 years of age. The incidence is at about 4 p@0D0 children peyear.

It may follow a viral infection or immunization and caused by an
inappropriate response of the immune system. Autoagiesagainst
platelet surface glycoproteins (particularly Il can commonly be
detected (60-70%), but are of no prognostic sigarfceand this is not a

useful diagnostic tesMaggs et al, 2001).

A wide range of therapeutic regimens ameeruly in use, including
observation alone, as the majority of children vecowithin 4-6 months
regardless of treatment. A growing understandinthefpathophysiology
of acute ITP in children has not solved the awmrersy of treatment, but
has clarified the mechanism of action of the mosgjdiently used agents
in chronic ITP(Nugent et al, 2006).Currently, there is no single optimal
management for the child who is newly diagnosedhwiEP. Most
hematologists in the United States choose to @edtild with a platelet
count <10,000X18pL or with mucous membrane bleeding. However,
observation and education are appropriate for thid cwith mild
thrombocytopenia and no clinical bleeding. Initildatment options for
childhood ITP include IVIG, anti-Rh immunoglobulffanti-D”), steroids
(oral or 1V), or combination theraff3eardsley et al, 2006).

About 20% of the children diagnosed withutacITP will run a

chronic course. Only in a minority of these, platelount-enhancing



