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Summary

Idiopathic thrombocytopenic purpura (ITP) is an autoimmune disorder characterized by a low platelet count and an increased risk of  
bleeding. At the same time, ITP patients present an increased risk of thrombosis and atherosclerosis related to the high presence of  
haemostatic factors and chronic steroid therapy. Although relatively rare, the association of ITP and coronary artery disease represents a  
complex therapeutic challenge. In particular, no recommendations exist regarding the best management approach. We reviewed the  
literature making a comparison between coronary artery bypass grafting and percutaneous coronary intervention.
 2011 Published by European Association for Cardio-Thoracic Surgery. All rights reserved.
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1. Introduction

Idiopathic thrombocytopenic purpura (ITP) is an autoim-
mune syndrome involving antibody- and cell-mediated  
destruction of platelets and suppression of platelet produc-
tion that may predispose to bleeding [1]. Patients with ITP  
present an increased risk for thrombosis and coronary  
artery disease (CAD) related to more adhesive platelets,  
direct endothelial damage due to antigenic mimicry [2], 
and the negative effect of steroid therapy [3].
The relatively low number of patients with ITP and CAD 

has limited the conduct of clinical trials to evaluate,  
between percutaneous coronary intervention (PCI) and cor-
onary artery bypass grafting (CABG), the best revasculari-
zation strategy. Surgical interventions are associated with 
increased risk for bleeding in ITP patients compared to the  
general population. This is especially true for cardiac  
operations with cardiopulmonary bypass (CPB) because of 
the full heparinization and the destructive effects of CPB  
on all blood components, and particularly on platelets [4]. 
In addition, percutaneous procedures pose an obvious con-
cern because stent implanting requires intensive antipla-
telet therapy. There are no previous studies comparing PCI  
and CABG in patients with ITP and CAD. Therefore, we  
reviewed all the cases in the literature involving surgery 
and percutaneous revascularization in these patients.

2. Materials and methods

The review considered studies that focus on ITP patients 
undergoing myocardial revascularization performed by PCI 
or CABG. Candidate studies were identified by searching  
Google Scholar and PubMed. All searches covered the  
period November 1989 through July 2010. Key words used  
included ‘ITP’, ‘coagulation disorder’, ‘CAD’, ‘PCI’,  
‘CABG’, and ‘CPB’. We also perused the bibliographies of 
retrieved articles and relevant reviews to identify further 
relevant studies. From each study, we extracted patient 
characteristics including platelet counts, perioperative 
treatments, type of myocardial revascularization, and out-
comes. We reviewed 35 reports of cardiac revascularization 
in ITP patients.

3. Results

3.1. CABG in patients with ITP

To the best of our knowledge, 20 reports involving 32  
patients affected by ITP who underwent CABG have been 
published (Table 1) [5–24]. The mean age of the patients 
was 63 ± 10 years, and most were male. Five patients were 
affected by stable angina, three patients by unstable angi-
na, and four patients by acute myocardial infarction; data 
about CAD presentation were unreported. On admission,  
the range of platelet values was wide, from 8000/μl [6] to  
 > 80,000/μl [17, 18].
Most of patients had multivessel CAD, and two or more 

grafts were completed in 23 patients. A single graft was 
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made in three cases: in one patient with early re-stenosis 
after PCI, in one patient during reoperative CABG, and in 
one patient in whom multivessel grafting was infeasible  
because of hypoplasia and a diffuse lesion of the circumflex  
and right coronary arteries. Except for two patients, per-
ioperative support treatment was always administered. 
Nine patients were treated with steroids (STER) and 19 
with intravenous immunoglobulins (IVIGs). Platelet trans-
fusion was completed in nearly every case. Prophylactic or  
combined splenectomy (SPLE) was performed in three  
patients [6, 10, 12]. At the time of operation, 20 patients 
had a platelet count  > 80,000/μl, and eight had a count of 
<80,000/μl, including two cases with a count <50,000/μl. 
Off-pump CABG was performed in only two cases [21, 22].
The CABG procedure was successfully completed in all  

the patients. Four cases of major and two cases of minor 
bleeding were reported, with a rate of significant bleeding 
of 12.5%. A platelet count <80,000/μl was reported in two 
out of four instances of major bleeding, and in one case  
the platelet count was not available. Among the instances 
of major bleeding, it was in one case necessary to carry  
out surgical re-exploration for bleeding from the anatomi-
cal bed of the mammary artery [5], and in one case a  
pericardial effusion required drainage [9]. The rate of  
surgical re-exploration was around 3%. The need for blood 
transfusion and antiplatelet therapy at discharge was not 
reported.

3.2. PCI in patients with ITP

From 1999 to January 2010, 15 cases of patients affected 
by ITP who underwent PCI were reported (Table 2) [25–39].  

The mean age of the patients was 62 ± 16 years; six pa-
tients were female, and nine patients were male. In six 
patients, CAD presentation was ST elevation myocardial  
infarction (STEMI), five patients were affected by non-
STEMI or unstable angina, and four patients presented with 
stable angina.
PCI was performed with extremely different platelet 

counts, ranging from 3000/μl [26] to 170,000/μl [30].  
Generally, a bare metal stent (BMS) was implanted during 
PCI. Drug-eluting stent (DES) implantation was reported for 
two patients [33, 35], Angioplasty without stent implantation 
was completed in two cases [29, 34], but in one case it led to 
rapid in-stent re-stenosis needing stent implantation [29]. 
Glycoprotein (GP) IIb/IIIa inhibitors were not used. Nine pa-
tients (60%) received steroid therapy, both before and after 
the procedure, to increase their platelet count. IVIGs were  
administered in seven cases (46%), and platelet transfusions  
were completed in three cases (20%). One instance of  
major bleeding [25] and two of minor bleeding [30, 34]  
were reported. Age, sex, platelet count, type of stent, and  
perioperative treatment were not associated with an  
increased risk of bleeding. No predictors of bleeding were 
reported by the authors.
Seven patients (46%) were discharged on double antipla-

telet therapy of acetylsalicylic acid (ASA) and clopidogrel 
(Clop), and two patients only on aspirin or ticlopidine. Two 
patients did not receive any antiplatelet agent at discharge 
because of severe platelet reduction. In four reports,  
antiplatelet therapy at discharge was not specified. Many 
authors used the radial artery because of evidence of a  
lower risk of bleeding, guaranteed by an easy site for  

Table 1. Cases including patients affected by idiopathic thrombocytopenic purpura who were undergoing coronary artery bypass grafting

Study Patients Platelet count  
on admission 
(/μl) 

Treatment Preoperative  
platelet count 
(/μl)

Procedure Grafts 
number

Bleedings

Age (years) Sex STER IVIG PC SPLE

Thompson et al. (1989) [5] 61 M 68,000 • 68,000 On-pump 3 Major
Koike et al. (1989) [6] 37 M 8000 • • • n.a. On-pump 3 No
Bowman (1990) [7] 53 F 65,000 • • 65,000 On-pump 2 No
Terada et al. (1990) [8] n.a. n.a. 58,000 • • 128,000 On-pump n.a. No
Jubelier (1992) [9] n.a. n.a. n.a. • • n.a. On-pump n.a. Major

n.a. n.a. n.a. • n.a. On-pump n.a.
Sato et al. (1994) [10] 60 M 14,000 • • • 87,000 On-pump n.a. No
Briffa et al. (1994) [11] 69 M 63,000 • • 64,000 On-pump 1 No
Hofmeister (1995) [12] 64 M 18,000 • • • 110,000 On-pump 3 No
Hayashi et al. (1996) [13] 76 F 53,000 • • 199,000 On-pump 3 Minor
Mathew et al. (1997) [14] 72 M 40,000 • • 57,000 On-pump 3 No

72 F 49,000 • 168,000 On-pump 3 No
69 M 65,000 • • 87,000 On-pump 3 No

Onoe et al. (1999) [15] 57 M 26,000 • • 26,000 On-pump n.a. No
Gaudino et al. (1999) [16] 72 M 19,300 • • • 46,000 On-pump 3 Major
Christiansen et al. (2000) [17] Group 1 M/F 54,000a • • 112,000a On-pump 3.6a (2–5) No

(5 patients) 65a

 Group 2 M  > 80,000a •  > 80,000a On-pump 2.8a (2–4) Major
(5 patients) 53a 1 patient

Koner et al. (2001) [18] 59 M 88,000 • • • 138,000 On-pump 4 No
Ohno et al. (2002) [19] 76 F 57,000 • • 110,000 On-pump 1 No
Gotoh et al. (2002) [20] 77 M 50,000 50,000 MIDCAB 1 Minor
Inoue et al. (2004) [21] 60 F 42,000 • 187,000 Off-pump 3 No
Tani et al. (2007) [22] n.a. n.a. n.a. • • • • n.a. Off-pump n.a. No
Fatimi et al. (2010) [23] 54 F n.a. • 135,000 On-pump 3 No
Rossi et al. (2010) [24] 47 M 55,000 55,000 On-pump 3 No

F, Female; IVIG, intravenous immunoglobulin; M, male; MIDCAB, minimally invasive direct coronary artery bypass; n.a., not available; PC, platelet concentrate; 
SPLE, splenectomy; STER, steroids. aData are shown as the mean.
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hemostatic compression, early ambulation, and patient 
comfort. Transfemoral access was performed with good  
results as well even though major bleeding occurred in one 
case [25].

4. Discussion

The present study represents, to the best of our knowl-
edge, the largest report of patients affected by ITP and 
CAD undergoing CABG or PCI. ITP is an autoimmune disorder 
characterized by a low platelet count and bleeding. At the 
same time, patients with ITP show an increased thrombotic 
and atherosclerotic risk, related to larger and more adhe-
sive platelets, direct endothelial damage, and the negative 
effects of chronic steroid therapy. The combination of ITP 
and CAD is not unusual, and it poses serious management 
problems in which a good balance between the prevention  
of thrombosis and hemorrhagic risk must be achieved.  
Target platelet counts during major and minor surgery are 
considered by consensus guidelines to be ≥80,000/μl and 
≥50,000/μl, respectively [40]. Both the revascularization 
strategies CABG and PCI were successfully carried out in 
the ITP population, with a moderate increase in bleeding 
risk compared to the general population. The wide use of 
perioperative support treatment, increasing the number of 
platelets, probably minimized the complication rate, which 
overall appeared less than expected.
The pathogenic mechanism of thrombocytopenia in ITP 

was classically interpreted as increased platelet destruction  
mediated by autoantibodies. However, today it is well- 
known that more complex mechanisms are involved, includ-
ing impaired platelet production and T-cell-mediated  
effects. Recently, it has been suggested that there is an 
increased thrombotic risk in patients with ITP compared to  
the general population and to patients with acquired  

thrombocytopenia [2, 3, 41]. In patients with ITP, thrombo-
cytopenia itself is not protective, and cases of acute  
coronary syndrome have been reported [42]. This implies 
that some factors other than platelet number are involved.  
Patients may be predisposed to coronary thrombosis  
because their platelets are larger and more adhesive to  
the vascular surface [43, 44]. Evidence of the involvement 
of platelet microparticles in the activation of inflammation, 
the coagulation cascade, and vascular dysfunction has been 
reported [41, 45]. Some authors suggest an antigenic mim-
icry between platelets and endothelial cells that may cause 
endothelial damage [2]. Finally, steroid treatment of ITP 
may be related to an increased risk of CAD and thrombosis 
[3].
Historically, CABG was the first revascularization strategy 

described in these patients. CABG was generally preferred 
to PCI because of better results with all kinds of lesion and 
for an easier management of antiplatelet therapy after the  
procedure. Despite the low platelet count, CABG was  
successfully carried out with a moderate increase in bleed-
ing risk compared to CABG in the general population. The 
risk of significant bleeding was higher in the ITP population,  
12.5%, compared to 5.4% in the general population [46]. 
The need for re-exploration for significant bleeding, 3%,  
was no different from that of the general population  
undergoing CABG, at 2.2% [47].
Perioperative treatments allow the complication rate to 

be reduced by increasing the platelet count: 63% of patients 
had more than 80,000/μl and 81% more than 50,000/μl 
platelets at the time of operation. Among the preoperative  
therapies, SPLE was the first option temporally [6]. Preop-
erative steroid treatment was associated with good results  
[12, 18, 21], especially in elective procedures. The effect-
iveness of IVIG has been demonstrated in patients refrac-

Table 2. Cases of patients affected by idiopathic thrombocytopenic purpura undergoing percutaneous coronary intervention

Study Patients CAD PLT count  
(/μl)

Vessel 
treated

Stent  
type

Vascular  
access

Bleeding Treatment Discharge  
therapy

Sex Age (years) STER IVIG PC

Fuchi et al. (1999) [25] F 72 NSTEMI 59,000 One n.a. Femoral Major • •
n.a. One n.a. Femoral No • • n.a.

Caputo et al. (2000) [26] M 62 Stable angina 3000 One BMS Radial No • ASA  +  Clop
Segal et al. (2001) [27] M n.a. STEMI 40,000 More n.a. n.a. n.a. n.a. n.a. n.a. n.a.

than one
Kikuchi et al. (2002) [28] F 68 STEMI 22,000 One BMS Femoral No Ticlopidine
Stouffer et al. (2004) [29] (twice) M 77 Stable angina 64,000 One No n.a. No ASA

NSTEMI 78,000 One BMS n.a. No • ASA  +  Clop
Mendez et al. (2004) [30] M 72 NSTEMI 17,0000 Two BMS Radial Minor • • n.a.
Marques et al. (2005) [31] M 54 Unstable angina 15,000 Two BMS Brachial No • • • No
Kim et al. (2006) [32] F 47 STEMI 21,000 One BMS Femoral No • ASA  +  Clop
Fong et al. (2006) [33] F 71 NSTEMI 119,000 One DES Radial No • • ASA  +  Clop
Park et al. (2007) [34] F 61 Stable angina 4000 No No Femoral Minor •
(three times) 34,000 Two BMS Femoral No • • • No

20,000 Two (re- No Femoral No •
stenosis)

Moretti et al. (2008) [35] (twice) M 66 Unstable angina 110,000 Two BMS n.a. No • • ASA  +  Clop
200,000 Two DES Femoral No • ASA  +  Clop

Garcia et al. (2008) [36] M 37 STEMI 39,000 One BMS Femoral No ASA  +  Clop
Can et al. (2009) [37] M 76 Stable angina 100,000 One BMS n.a. No n.a.
Neskovic et al. (2010) [38] M 80 STEMI 5000 One BMS Femoral No • ASA  +  Clop
Yildiz et al. (2010) [39] F 23 STEMI 35,000 One BMS Femoral No • ASA  +  Clop

ASA, acetylsalicylic acid; BMS, bare metal stent; CAD, coronary artery disease; Clop, clopidogrel; DES, drug-eluting stent; IVIG, intravenous immunoglobulin; 
n.a., not available; NSTEMI, non-ST elevation myocardial infarction; PC, platelet concentrate; PLT count, platelet count; STEMI, ST elevation myocardial infarc-
tion; STER, steroids.
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tory to steroid treatment [11, 18], and some authors  
suggest preoperative IVIG as a treatment of choice [14, 
19], particularly when a rapid increase in platelet count is  
necessary. Platelet transfusions were largely administered.  
Associations between IVIG and platelet transfusion and 
myocardial ischemia or infarction have been reported; 
therefore, caution should be taken when administering such  
therapies. Rotational thromboelastometry as a point-of- 
care test of the coagulation status should reduce the  
frequency of transfusion of blood products [24]. An off-
pump CABG technique, minimizing problems related to  
extracorporeal circulation, may be a safer strategy, espe-
cially if combined with preoperative IVIG [21]. Given the 
minimal bleeding rate, extending the conduit use to include 
the internal mammary arteries appears appropriate [14]. 
Details of antiplatelet therapy after CABG and long-term 
hemorrhagic and thrombotic complications were rarely 
available in the reports reviewed.
PCI has been successfully performed in patients with ITP 

despite the extremely different platelet counts, ranging 
from 3000/μl [26] to 170,000/μl [30], and major bleeding 
was the exception. The rate of major bleeding was 6%, high-
er than reported in the general population, at around 1–2%. 
Generally, bare metal stents were implanted during PCI, 
also if DES implantation was reported in two patients. Peri-
operative ITP treatment certainly minimized the complica-
tion rate in the PCI population as well. The first-line option 
was STER [25, 29, 31], but if a rapid platelet count eleva-
tion were required, IVIG supplementation [32, 38, 39] could 
be administered. Great attention must be paid when ad-
ministering such therapies because of the increased risk of  
myocardial infarction. The use of platelet transfusion 
should be carefully considered in patients who have under-
gone recent coronary artery stent implantation because 
cases of acute thrombosis have been reported [48]. The  
administration of GP IIb/IIIa inhibitors is discouraged due  
to the high bleeding risk [30, 31]. Regarding vascular  
access, the radial artery should be preferred as a result of 
evidence of a lower bleeding risk, guaranteed by an easy 
approach to hemostatic compression, early ambulation, and 
patient comfort [26, 30, 33].
A total of 46% of patients were discharged on double anti-

platelet therapy of ASA and Clop, 13% of patients received 
aspirin or ticlopidine, and 13% of patients did not start any 
antiplatelet therapy cause severe platelet reduction. Both 
revasculari zation techniques require long-term antiplatelet 
therapy, but in the presence of thrombocytopenia this is a 
matter of debate, and there are no widely accepted proto-
cols. The risks and benefits of antiplatelet therapy should 
be critically weighed in order to achieve optimal outcomes 
and minimize bleeding sequelae in patients who have ITP. 
As mentioned above, instead of a lower platelet count,  
such patients have a prothrombotic status.
Aspirin is one of the most cost-effective therapies avail-

able for the prevention and treatment of platelet-mediated  
vascular occlusive disorders. The major indication for aspi-
rin after CABG is to reduce the incidence of vein graft  
occlusion, but recently it has shown a lower incidence of 
postoperative myocardial infarction, congestive heart fail-
ure, and death compared to patients who did not receive  
it [49]. A long-lasting result for a percutaneous procedure  

is linked to stent implantation, which requires aggressive  
antiplatelet therapy. A careful choice of antiplatelet ther-
apy must be made. Individualized dose combinations of  
aspirin and Clop have been used in each case depending on 
platelet count, bleeding risk assessment, and stent type. 
Moreover, the association of Clop and aspirin has not been 
tested in all cases and generally only for short time after 
PCI, but no instances of major bleeding occurred. On the 
other hand, aspirin can be safely continued after CABG and 
PCI unless clinical bleeding occurs, or until the platelet 
count falls to 10,000–20,000/μl [50]. Hematologic therapy  
that supports the platelet number allows a safer antipla-
telet administration.
Finally, the association of ITP and CAD produces an fasci-

nating management problem in which a good balance  
between the prevention of thrombosis and the hemorrhagic  
risk must be achieved. In general, both myocardial revas-
cularization techniques seem to be safe and feasible,  
having a good early outcome and a low complication rate, 
especially if perioperative treatment is associated with an 
increase in the number of platelets, even if this leads to  
an increased risk of myocardial infarction and stent throm-
bosis. The choice between a surgical and a percuta neous 
procedure should take into account the coronary anatomy, 
platelet count, urgency, and associated diseases. Long-term 
antiplatelet therapy seems a safe option until the platelet 
number decreases to below 20,000/μl or signs of bleeding 
appear.

References

 [1] Cines DB, Bussel JB, Liebman HA, Luning Prak ET. The ITP syndrome: 
pathogenic in clinical diversity. Blood 2009;113:6511–6521.

 [2] Frutcher O, Blich M, Jacob G. Fatal acute myocardial infarction during 
severe thrombocytopenic purpura. Am J Med Sci 2002;323:279–280.

 [3] Paolini R, Zamboni S, Ramazzina E, Zampieri P, Cella G. Idiopathic 
thrombocytopenic purpura treated with steroid therapy does not pre-
vent acute myocardial infarction: a case report. Blood Coagul Fibrinol-
ysis 1999;10:439–442.

 [4] Muriithi EW, Belcher PR, Rao JN, Chaudhry MA, Nicol D, Wheatley DJ. 
The effect of heparin and extracorporeal circulation on platelet counts 
and platelet microaggregation during cardiopulmonary bypass. J Thorac 
Cardiovasc Surg 2000;120:538–543.

 [5] Thompson D, Cohen AJ, Edwards FH, Barry MJ. Coronary artery bypass 
in idiopathic thrombocytopenia without splenectomy. Ann Thorac Surg 
1989;48:721–722.

 [6] Koike R, Suma H, Oku T, Satoh H, Sewada Y, Takeuchi A. Combined  
coronary revascularization and splenectomy. Ann Thorac Surg 1989;48: 
853–854.

 [7] Bowman GA. Coronary artery bypass grafting without splenectomy. Ann 
Thorac Surg 1990;50:330–331.

 [8] Terada Y, Ino T, Wanibuchi Y, Takagi H, Shimoyama Y, Furuta S. A case  
of a CABG in a patient with chronic idiopathic thrombocytopenic  
purpura. J Jpn Assoc Thorac Surg 1990;38:150–153.

 [9] Jubelier SJ. Coronary artery bypass in two patients with immune  
thrombocytopenic purpura without preoperative splenectomy. W V Med 
J 1992;88:510–511.

[10] Sato Y, Ishikawa S, Ootaki A, Ootani Y, Takahashi T, Morishita Y.  
Concomitant operation of CABG and splenectomy following high-dose  
transvenous gamma-globulin therapy in a patient with idiopathic throm-
bocytopenic purpura – a case report. J Jpn Assoc Thorac Surg 1994; 
42:1222–1225.

[11] Briffa NP, Dyde JA, Harris RI. Heart operation in a patient with  
refractory idiopathic thrombocytopenic purpura. J Thorac Cardiovasc 
Surg 1994;107:316–317.

[12] Hofmeister EP. Coronary artery bypass grafting in chronic immune- 
mediated thrombocytopenic purpura: preoperative treatment with 

D
ow

nloaded from
 https://academ

ic.oup.com
/icvts/article/13/2/153/678261 by guest on 21 August 2022



157A. Russo et al. / Interactive CardioVascular and Thoracic Surgery 13 (2011) 153-157

intravenous immunoglobulin and corticosteroids. Military Med 1995; 
160:624–625.

[13] Hayashi S, Eguchi Y, Satou K. Case report of coronary artery bypass 
grafting using only arterial grafts in a patient with idiopathic throm-
bocytopenic purpura. Jpn Assoc Thorac Surg 1996;44:2091–2094.

[14] Mathew TC, Vasudevan R, Leb L, Pezzella SM, Pezzella AT. Coronary  
artery bypass grafting in immune thrombocytopenic purpura. Ann  
Thorac Surg 1997;64:1059–1062.

[15] Onoe M, Yamamoto Y, Magara T. Coronary artery bypass grafting and 
repair of ventricular septal defect in idiopathic thrombocytopenic  
purpura. Jpn J Thorac Surg 1999;52:112–114.

[16] Gaudinio M, Luciani N, Piancone FL, Bruno P, Rossi M, Schiavello R,  
Possati G. Perioperative management of a patient with Werlhof disease  
undergoing myocardial revascularization. J Cardiovasc Surg 1999;40: 
227–228.

[17] Christiansen S, Schmid C, Redmann K, Jahn UR, Stypmann J, Scheld 
HH, Hammel D. Preoperative immunoglobulin treatment in patients 
with Werlhof's disease undergoing cardiac operation. Ann Thorac Surg 
2000;69:61–64.

[18] Koner O, Cetin G, Karaoglu K, Seren S, Bakay C. Fresh whole blood and 
immunoglobulin permit coronary artery bypass graft surgery in patients 
with idiopathic thrombocytopenic purpura. J Cardiothorac Vasc Anesth 
2001;15:483–484.

[19] Ohno H, Higashidate M, Yokosuka T. Washing of the residual solution of 
cardiopulmonary bypass circuit after coronary artery bypass grafting in 
idiopathic thrombocytopenic purpura. J Cardiovasc Surg 2002;43:185–
188.

[20] Gotoh H, Fukaya Y, Kohno T, Amano J. Minimally invasive direct coronary 
artery bypass in a patient with idiopathic thrombocytopenic purpura; 
report of a reoperative case. Jpn J Thorac Surg 2002;55:1049–1052.

[21] Inoue Y, Lim RC, Nand P. Coronary artery bypass grafting in an immune 
thrombocytopenic purpura patient using off-pump techniques. Ann  
Thorac Surg 2004;77:1819–1821.

[22] Tani M, Takahashi Y, Kobayashi O, Nakamura K, Oto H. Combined surgery 
of off-pump coronary bypass graft with splenectomy in a patient with 
refractory immune thrombocytopenic purpura. Masui 2007;56:196–199.

[23] Fatimi S, Kella DK, Muzaffar M, Hanif HM. On pump coronary surgical 
revascularization in a patient with chronic immune thrombocytopenic 
purpura. J Pak Med Assoc 2010;60:239–249.

[24] Rossi M, Lewis M, Hutchinson N. Coronary artery bypass grafting in  
idiopathic thrombocytopenia. Use of thromboelastometry without 
platelet transfusion. Tex Heart Inst J 2010;37:361–364.

[25] Fuchi T, Kondo T, Sase K, Takahashi M. Primary percutaneous translu-
minal coronary angioplasty performed for acute myocardial infarction 
in a patient with idiopathic thrombocytopenic purpura. Jpn Circ J 
1999;63:133–136.

[26] Caputo RP, Abraham S, Churchill D. Transradial coronary stent place-
ment in a patient with severe idiopathic autoimmune thrombocytopenic 
purpura. J Invas Cardiol 2000;12:365–368.

[27] Segal OR, Baker CS, Banim S. Percutaneous coronary intervention with  
adjunctive abciximab and clopidogrel in a patient with chronic idio-
pathic thrombocytopaenic purpura. Int J Cardiovasc Intervent 2001;4: 
35–38.

[28] Kikuchi S, Hayashi Y, Fujioka S, Kukita H, Ochi N. A case of intracoronary 
stent implanted for acute myocardial infarction in an elderly patient 
with idiopathic thrombocytopenic purpura. Nippon Ronen Igakkai Zasshi 
2002;39:88–93.

[29] Stouffer GA, Hirmerova J, Moll S, Rubery B, Napoli M, Ohman EM,  
Simpson R. Percutaneous coronary intervention in a patient with  
immune thrombocytopenia purpura. Catheter Cardiovasc Interv 2004; 
61:364–367.

[30] Mendez TC, Diaz O, Enriquez L, Baz JA, Fernandez F, Goicolea J. Severe 
thrombocytopenia refractory to platelet transfusion secondary to abcix-
imab readministration in a patient previously diagnosed with idiopathic  
thrombocytopenic purpura A possible etiopathogenic link. Rev Esp  
Cardiol 2004;57:789–791.

[31] Marques LGM, Furukawa MK, Leitao PT, Quinones JLA, Cesar de Queiroz 
F, Tiossi RF, Franco VR, Domingues CEM, Salvadori D. Percutaneous 
transluminal coronary angioplasty in a patient with idiopathic throm-
bocytopenic purpura. Arq Bras Cardiol 2005;84:337–339.

[32] Kim JH, Park KU, Chum WJ, Kim SH, Nah DY. Primary percutaneous  
coronary intervention for acute myocardial infarction with idiopathic  
thrombocytopenic purpura: a case report. J Korean Med Sci 2006;21: 
355–357.

[33] Fong MC, Chen KC, Leu HB, Chen LC. Coronary revascularization in a  
patient with immune thrombocytopenic purpura. J Chin Med Assoc 
2006;69:436–438.

[34] Park HJ, Seung KB, Kim PJ, Kang HH, Park CS, Kil UH, Choi MS, Baek  
SH, Kim JH, Choi KB. Intracoronary stent deployment without antipla-
telet agents in a patient with idiopathic thrombocytopenic purpura. 
Korean Circ J 2007;37:87–90.

[35] Moretti C, Teresa Lucciola M, Morena L, Biondi-Zoccai G, Laudito A,  
Anselmino M, Paolo Trevi G, Sheiban I. Idiopathic thrombocytopenic 
purpura and percutaneous coronary stenting: a dangerous duo? Int J 
Cardiol 2008;130:e96–e97.

[36] Gracia MC, Cebollero IC, Lezcano JS, Osuna GG, Miguel JA, Peralta LP.  
Invasive treatment performed for acute myocardial infarction in a  
patient with immune thrombocytopenic purpura. Int J Cardiol 2008; 
127:183–185.

[37] Can MM, Tanboga IH, Boztosun B, Kaymaz C. Antiplatelet treatment 
after percutaneous coronary intervention in a patient with idiopathic 
thrombocytopenic purpura. Arch Turk Soc Cardiol 2009;37:575–577.

[38] Neskovic A, Stankovic I, Milicevic P, Aleksic A, Vlahovic-Stipac A, Calija 
B, Putnikovic B. Primary PCI for acute myocardial infarction in a patient 
with idiopathic thrombocytopenic purpura. Herz 2010;35:43–49.

[39] Yildiz A, Coskun U, Batukan OE, Keskin K. Primary percutaneous  
coronary intervention for acute myocardial infarction in a young female 
with idiopathic thrombocytopenic purpura: a case report and review. 
Case Report Med 2010;2010:Article ID 854682, 4 pages.

[40] Provan D, Stasi R, Newland AC, Blanchette VS, Bolton-Maggs P, Bussel 
JB, Chong BH, Cines DB, Gernsheimer TB, Godeau B, Grainger J, Greer 
I, Hunt BJ, Imbach PA, Lyons G, Mc Millan R, Rodeghiero F, Sanz MA,  
Tarantino M, Watson S, Young J, Kuter DJ. International consensus  
report on the investigation and management of primary immune throm-
bocytopenia. Blood 2010;15:168–186.

[41] Jy W, Horstman LL, Arce M, Ahn YS. Clinical significance of platelet 
microparticles in autoimmune thrombocytopenias. J Lab Clin Med 1992; 
119:334–345.

[42] Frutcher O, Blich M, Jacob G. Fatal acute myocardial infarction during 
severe thrombocytopenic purpura. Am J Med Sci 2002;323:279–280.

[43] Khandekar MM, Khurana AS, Deshmukh SD, Kakrani AL, Katdare AD, 
Inamdar AK. Platelet volume indices in patients with coronary artery 
disease and acute myocardial infarction: an Indian scenario. J Clin  
Pathol 2006;59:146–149.

[44] Kaito K, Otsubo H, Usui N, Yoshida M, Tanno J, Kurihara E, Matsumoto 
K, Hirata R, Domitsu K, Kobayashi M. Platelet size deviation width, 
platelet large cell ratio, and mean platelet volume have sufficient  
sensitivity and specificity in the diagnosis of immune thrombocytopenia.  
Br J Haematol 2005;128:698–702.

[45] Van Wijk MJ, Van Bavel E, Sturk A, Nieuwland R. Microparticles in  
cardiovascular diseases. Cardiovasc Res 2003;59:277–287.

[46] Yellin A, Refaely Y, Paley M, Simansky D. Major bleeding complicating 
deep sternal infection after cardiac surgery. J Thorac Cardiovasc Surg 
2003;125:554–558.

[47] Cheng DC, Bainbridge D, Martin JE, Novick RJ. Does off-pump coronary  
artery bypass reduce mortality, morbidity, and resource utilization when  
compared with conventional coronary artery bypass? A meta-analysis of 
randomized trials. Anesthesiology 2005;102:188–203.

[48] Tosetto A, Balduini CL, Cattaneo M, De Candia E, Mariani G, Molinari  
AC, Rossi E, Siragusa S. Management of bleeding and of invasive  
procedures in patients with platelet disorders and/or thrombocytope-
nia: guidelines of the Italian Society for Haemostasis and Thrombosis 
(SISET). Thrombos Res 2009;124:13–18.

[49] Mangano DT. Multicenter Study of Perioperative Ischemia Research 
Group. Aspirin and mortality from coronary bypass surgery. N Engl J  
Med 2002;347:1309–1317.

[50] Faraday N. PRO: should aspirin be continued post-cardiac surgery in  
the setting of thrombocytopenia? J Cardiothorac Vasc Anesth 2006;20: 
112–113.

State-of-the-art
D

ow
nloaded from

 https://academ
ic.oup.com

/icvts/article/13/2/153/678261 by guest on 21 August 2022


	Idiopathic thrombocytopenic purpura and coronary artery disease: comparison between coronary artery bypass grafting and  percutaneous coronary intervention
	Introduction 
	Materials and methods 
	Results 
	Discussion
	PCI in patients with ITP
	CABG in patients with ITP
	References

