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Background: Immune thrombocytopenia Purpura is a rare hematological disease especially 
among indigenous black Africans and black Americans. It is a disease that occurs both in adults 
and in children. 

Aim: This study aims to describe the epidemiology and clinical features of Immune Thrombocyto- 
penia (ITP) in a low income community in Ondo State South West Nigeria. 

Materials and Methods: A retrospective study was performed using the case notes of patients 
with a diagnosis of Immune Thrombocytopenia Purpura from all cases of hematological conditions 
diagnosed and managed between 2012-2020 at University of medical sciences teaching hospital, 
Ondo state. The clinical and laboratory findings were extracted from the case records. SPSS-25 was 
used for statistical calculations. 

Results: The hospital incidence rate was 16.52%, with a total of 19 cases of Immune Thrombocyto- 
penia Purpura managed during the period of review. There were 8 males and 11 females with the 
highest prevalent age range being 15-30 years. Nineteen (100%) patients presented with anaemia, 
twelve (63.2%) patients presented with fever and 7(36.8%) presented with mucosal bleeds(ep- 
istaxis). None of the patients had severe thrombocytopenia, although 11(57.89%) patients had 
grade 4 thrombocytopenia. 

Conclusion: The study showed that ITP has a female predominance and a relatively high preva- 
lence (16.52%) due to the low number of hematological cases. This study has sensitized us on the 
need to be more suspicious of ITP and facilitate inter departmental collaboration among Special- 
ists. This will enhance the generation of adequate data on the disease especially in a low income 
community. 

© 2023, P.O. Osho. This is an open-access article distributed under the terms of the Creative Commons Attribu- 
tion 4.0 International License, which permits unrestricted use, distribution and reproduction in any medium, 
provided the original author and source are credited. 

 
 

 

Introduction 

Immune thrombocytopenia (ITP) is a syndrome in which platelets 

become coated with auto-antibodies to platelet membrane antigens, 

resulting in splenic sequestration and phagocytosis by mononuclear 

macrophages [1]. The resulting shortened life span of platelets in the 

circulation, together with incomplete compensation by increased 

platelet production by bone marrow megakaryocytes, results in a 

decreased number of circulating platelets (< 100 G/L) [1]. It occurs 
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in both adults and children, with a multimodal incidence with the 

first peak in childhood and second and third peaks in young adults 

and the elderly. The underlying disease process in childhood ITP and 

adult ITP may be fundamentally different, as evidenced by the rate 

of chronic ITP in these patient populations. Although the majority 

of children have self-limited disease, in adults, ITP is more often a 

chronic disorder [2,3]. 

In 2009, an International ITP Working Group (IWG) published 

recommendations for standardization of definitions and terminology 

to allow for alignment of research studies and eventually aid in 

management of patients with ITP. The IWG defined the abbreviation 

in common use (ITP) to be Immune Thrombocytopenia (neither 
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Idiopathic nor Purpura) because the pathophysiology is better 

understood and the majority of both adult and pediatric patients do 

not present with purpura, even if they have petechiae and bruising 

[4]. Data regarding the prevalence of ITP is limited due to its rarity. 

ITP occurs with a global incidence rate of 1.6 to 3.9 per 100,000 

patient-years, which increases with age and has a slight female 

preponderance [5]. A European study using the UK population-based 

General Practice Research Database (GPRD) gave a crude incident rate 

of 3.9 per 100,000 patient-years [6]. While a Korean study using the 

Korean Health Insurance Review and Assessment Service database 

gave an overall incidence rate of 5.3 per 100,000 person-years [7]. A 

US study showed that based on the clinical observation that pediatric 

ITP is less frequently seen in black individuals, the hypothesis that 

black children have a lower prevalence of pediatric ITP relative to the 

general population because of differences in disease biology based 

on race and ethnicity was examined [8], in agreement with the study 

done at Ile-Ife, south west Nigeria that gave the overall prevalence 

rate at 0.005% of hospital cases, confirming the rarity of ITP in black 

population [12]. 
 

Previously, the pathophysiology of ITP was not understood, but 

recent studies has been able to shed more light on it. It is now 

clear that Primary ITP is an acquired immune disorder where the 

thrombocytopenia results from: (A) pathologic antiplatelet antibodies 

(an abnormal autoantibody, usually immunoglobulin G (IgG) with 

specificity for one or more platelet membrane glycoproteins, binds 

to circulating platelet membranes. Autoantibody-coated platelets 

induce Fc receptor-mediated phagocytosis by mononuclear 

macrophages, primarily but not exclusively in the spleen [1]. (B) 

impaired megakaryocytopoiesis when bone marrow megakaryocytes 

cannot increase production and cannot maintain a normal number of 

circulating platelets (C) T-cell–mediated destruction of platelets Some 

patients who do not have antiplatelet antibodies will have abnormal 

T cells that result in platelet destruction, whereas in other patients it 

is T-cell dysregulation that results in autoantibody production [2]. A 

presumptive diagnosis of ITP can be made if patient history, physical 

examination, complete blood count, and examination of peripheral 

blood smears do not suggest other causes of thrombocytopenia 

[9]. Although some may suggest bone marrow examinations is 

unnecessary, the recommendations from the IWG is bone marrow 

examinations in patients >60 years old with newly diagnosed ITP 

[2]. ITP manifests as a bleeding tendency, easy bruising (purpura), 

or extravasation of blood from capillaries into skin and mucous 

membranes (petechiae). Spontaneous remission occurs more 

frequently in children than in adults, and intracranial bleeding is usually 

uncommon. Although most cases of acute ITP, particularly in children, 

are mild and self-limited, intracranial hemorrhage may occur when the 

platelet count drops below 10 × 109/L (< 10 × 103/µL); this occurs in 0.5- 

1% of children, and half of these cases are fatal [1]. 

 
The first line of therapy for ITP is use of corticosteroids ; the most 

used is prednisone with Approximately, two-thirds of patients 

achieving a complete or partial response within the first week [10], 

IVIg therapy which is administered to patients requiring rapid or 

urgent elevation of platelet count [9] or Anti-D immunoglobulin 

(anti-D) binds to Rh(D) antigen on erythrocytes, thereby leading 

to clearance of antibody-coated cells and inhibiting the clearance 

of opsonized platelets by the reticuloendothelial system; which 

is effective only in RhD positive individuals [12]. The second line 

therapy includes splenectomy; the removal of the spleen, also known 

as the gold standard in the treatment of ITP with a recovery rate of 

about 60%-70% and Rituximab is a chimeric monoclonal antibody 

that targets CD20 B-cell surface antigen [9]. Third line therapy 

includes TPO-RA (romiplostim and eltrombopag). New therapies 

and recommendations have emerged in the last decade therefore the 

decision to treat should be based on bleeding severity, bleeding risk, 

activity level, likely side effects of treatment, and patient preference 

[9]. This study aims to describe the epidemiology and clinical features 

of Immune Thrombocytopenia in a low income community; Ondo 

State. 

MATERIALS AND METHODS 

Study Area 
 

The research was conducted at the Department of Hematology, 

University of Medical Sciences Teaching Hospital, Ondo state. The 

teaching hospital is made up of six former hospitals in Ondo State, 

namely; Mother and Child Hospital Ondo, Trauma and Surgical Centre 

Ondo, Kidney Care center Ondo, State specialist hospital Ondo, State 

Specialist Hospital Akure and the Millennium Eye center, Akure. 

Study Design 
 

This was a retrospective study of cases of Immune Thrombocytopenia 

purpura (ITP) from all cases of hematological conditions diagnosed 

and managed between 2012-2020 by the Haematologist. Complete 

Blood Count, Peripheral Blood Film and bone marrow aspirate results 

were retrieved from the Case notes of the Patients. The database 

included information on diagnoses and procedures as well as basic 

demographic information for 115 patients. The overall prevalence of 

ITP was calculated as the total number of identified ITP cases from 

the population of hematological patients in the database. Prevalence 

was calculated and stratified by gender as well as by the following age 

categories: <15, 15-30, 31-45, >45. 

Inclusion criteria 
 

• Patients diagnosed with ITP by clinical diagnostic 

manifestations of ITP 

• Patients diagnosed by a hematologist 

Exclusion criteria 
 

• Patients with other causes of thrombocytopenia 
 

• All data were entered into Statistical Package for Social 

Sciences (SPSS software version 25). Descriptive statistics was 

computed to determine frequency and percentage. 

RESULTS 

Out of the total 115 cases with hematological conditions, there was 

a total of 19 (16.52%) patients reported to have ITP. A total of Eight 

(42.1%) were males and Eleven (57.9%) were females with a ratio of 

1:1.4. There was no significant association of gender with prevalence 

of ITP (P=0.381). The highest prevalence was observed with the age 

group of 15-30 years (36.8%) followed by 31-45 years (31.6%) then 

>45years, (21.1%) and the least being <15years, (10.5%). There was 

no significant association between age group and the prevalence of 

ITP (P=0.515). All the ITP patients presented with anaemia while 

12 out of the 19 patients presented with fever and 7 presented with 

mucosal bleeds (epistaxis) while the other forms of presentation 

are shown in table 1. There were no significant differences between 

the mean PCV and platelet count of male and female patients; 

27.87±8.932 versus 26.27±7.760 (P= 0.392) and 21.75±4.892 versus 

23.82±9.474 (P=0/329) respectively as shown in Table 3. Platelet 

counts of <25 ×10 9/ L was found in 11(57.89%) of the patients. Also 

8 (42.11%) patients had PCV of <25. The site for aspiration was in the 

anterior ilium in 12 (63.2%) of the patients and the posterior ilium 

in 7(36.8%) of the patients. All the patients presented with low PCV. 

Only one case had both Megaloblastic anaemia occurring together 

with ITP. The overall prevalence rate was 16.52% of the hospital cases 

between 2012-2020. 
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Patients ID 

Clinical Presentation of patients with ITP n=19 

Severe 
anaemia 

Fever Splenomegaly High PCV 
Mucosal 
bleeds 

Gum Bleeding 
Bilateral 

paresthesia 

1 + - - - - - - 

2 + - - - + - + 

3 + + - - - - - 

4 + + - - + - - 

5 + - - - + - - 

6 + + - - - - - 

7 + + - - - - - 

8 + + - - + - - 

9 + - - - - - - 

10 + + - - - - - 

11 + + - - - - - 

12 + - - - - - - 

13 + + - - - - - 

14 + + - - + - - 

15 + + - - - - - 

16 + - - - + - - 

17 + + - - - - - 

18 + + - - + - - 

19 + - - - - - - 

Total(%) 19(100%) 12(63.2%) 0(0%) 0(0%) 7(36.8%) 0(0%) 1(5.3%) 

+: Indicates presence while, -: Indicates absence 

Table 1: Clinical Presentation of patients with ITP at University of Medical Science Teaching Hospital, Ondo from 2012-2020. 
 

Prevalence of ITP 

Age group(yrs.) Male N(%) Female N(%) Total N(%) 

<15 1(5.3%) 1(5.3%) 2(10.5%) 

15-30 6(31.6%) 1(5.3%) 7(36.8%) 

31-45 0(0%) 6(31.6%) 6(31.6%) 

>45 1(5.3%) 3(15.8%) 4(21.1%) 

Total 8(42.1%) 11(57.9%) 19(100%) 

Table 2: Distribution of confirmed ITP cases in relation to age and group N=19. 
 

Variable 
Sex P 

Male Female  

Mean PCV± SD 27.87±8.935 26.27±7.760 0.392 

Platelet×109/L ±SD 21.75±4.892 23.82±9.474 0.329 

Table 3: Comparison between PCV and Platelet counts of male and female ITP cases. 

DISCUSSION 

ITP is a rare disease worldwide, and even rarer among the black 

Africans and African Americans. This study shows that only Nineteen 

(16.52%) of 120 patients with hematological history at the University 

of medical sciences teaching hospital, Ondo state had ITP over an 8-

year period or 2.4 cases per annum, this prevalence rate seems higher 

than earlier studies by Salawu et al (0.005% of hospital cases.) [12] 

and Hassan et al (0.002%) [13]. ITP is asymptomatic in some 

patients; however, when present, bleeding is the most common 

symptom and can be mild as in petechiae, purpura and epistaxis, or 

severe and even life threatening in cases of intracranial hemorrhage, 

and massive gastrointestinal or urinary tract bleeding. 

The highest prevalence age category of ITP was 15-30 years which 

is in accordance with a study by Salawu et al [12] which shows that 

the median age was 21 years. However, this contrasts with a study by 

Hassan et al [13] which showed that the highest prevalent age group 

was <18 years. This study showed no correlation of increase in age 

with either an increase or decrease in prevalence which contrasts 

with a UK based study that showed that ITP prevalence increased 

with increasing age [14]. Similar to previous studies, this study also 

indicates the predominance of females in ITP cases over males and 

most especially among the prevalent age group. However, the reason 

for the gender disparity is yet to be accounted for. 

 
 
 
 
 
 
 
 
 
 
 

 
Figure 1: A pie chart showing the prevalence of ITP according to age groups. 
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Figure 2: A chart showing the prevalence of ITP according to age groups and gender. 
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Major site of BMA aspiration was at the anterior ilium with few 

done at the posterior ilium despite the fact that higher yield is gotten 

from the posterior ilium than the anterior ilium. This was in contrast 

to a study by Pierini et al, which a higher concentration and yield of 

colony-founding connective-tissue progenitors were greater when 

aspirate was obtained from the posterior compared with the anterior 

iliac crest [15]. Fever was the most common form of presentation 

followed by mucosal bleeds (epistaxis) while gum bleeding was 

not present. These presentations are in contrast to purpura usually 

common in Caucasian patients due to the nature of their skin tone. 

Although, Salawu et al identified gingival bleeding as the most 

common presentation, while Hassan et al identifies epistaxis as the 

most common form of presentation. This may be explainable, due to 

the fact that our patients are black. 

Skinned and thus identifying early pinpoint petechial hemorrhages 

may be difficult. Nineteen (100%) patients presented with anaemia, 

this may be due bleeding that previously occurred before coming to 

the hospital and 11(57.89%) patients had grade 4 thrombocytopenia 

(platelet count of <25 × 109/L), but none had very severe 

thrombocytopenia or platelet count of <10 × 109/L. Only one (5.3%) 

patient in the study had bilateral paresthesia and one case had a 

concurring megaloblastic anaemia along with ITP. Complications 

resulting from BMA aspiration such as hemorrhage at site of aspiration 

were not encountered in our study and bone marrow examination 

was successfully carried out without any serious bleeding. Similar 

observations were made in a study by Shosh et al [16]. 

LIMITATION 

The prevalence rate (16.52%) seems high but is actually due to 

the fact that the sample population is quite low as compared to that 

of other studies due to lack of inadequate data. The low number of 

hematological cases may also be due to the fact that some of the 

haematology cases are managed by Physicians in other Departments 

such as internal Medicine, Family Medicine/General practice and 

Paediatrics. 

CONCLUSION 

Immune Thrombocytopenic Purpura (ITP) is a relatively uncommon 

disease more so in our region, largely due to lack of adequate data. 

For most patients with ITP and/or the patient’s caregivers, effective 

management of the disease requires an understanding of the natural 

history of ITP, which often comes via counseling from healthcare 

providers and most of the time there is lack of adequately skilled 

personnel that can contribute to the diagnosis and management of 

ITP. Also late presentation as seen in this study where all cases of 

ITP already had severe anaemia before being brought to the hospital 

or referred as majority of the patients have financial constraint 

to carry out necessary tests. This may be due to the out-of- pocket 

payment system predominant in the country. Another factor causing 

low sample population may be poor referral to hematologists due to 

misdiagnoses of the condition by the patient’s physician. 

RECOMMENDATIONS 

Hospital ground rounds should be resuscitated because they 

provide an opportunity for physicians to come together and discuss 

complex cases like ITP, share knowledge and expertise, and improve 

patient outcomes. Early diagnosis should be carried out on patients 

with hematological malignancies so as to rule out other causes of 

thrombocytopenia and aid in treatment and management of the 

patients. Government should provide insurance policies that would 

help patients with the cost of treatment so as to prevent catastrophic 

health spending which is a major bane to seeking early medical 

attention. Well trained specialist should be readily on ground and 

physicians should be enlightened on early referral of ITP patients to 

hematologists for diagnoses and treatment. More studies should be 

conducted on ITP across facilities in Ondo state. 
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