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CASE REPORT

POST-TRANSFUSION PURPURA

N.S. Neki
Department of Medicine, Government Medical College & Rajindra Hospital, Patiala, Punjab, India

Abstract: Post-transfusion purpura (PTP) presents as thrombocytopenia 7 to 10 days after first blood transfusion ; in these
subjects a platelet iso-antibody is found in the plasma. A 40 year old female developed features of typical thrombocytopenic
purpura following first blood tranfusion for hystercetony; anti platlet antibodies could not be done; she improved with steriods.

INTRODUCTION

Adverse reactions to transfused blood components occur despite
multiple tests, injections and checks. Transfusion reactions may
result from immune and non-immune mechanisms. Immune
mediated reactions are often due to preformed donor or recipient
antibody?. Post-transfusion purpura predominantly involves
women especially multiparous ones?. Transfusion therapy even
under ideal conditions, carries a significant risk of an adverse
reaction®. Various forms of therapy are immunoglobulins,
corticosteroids and plasmapheresis. The relevance of reporting
thiscaseisto enlighten thisrare complication of blood transfusion
which may sometimes be fatal.

CASE REPORT

A 40yearsoldfermd ehaving 3 children coming from poor socio-economic
gatus, was admitted to Rajindra Hospita; Patida (Punjab). She had
multiplefibroids of varying Szes 15-20 cm for which she had undergone
hysterectomy seven days prior to admission. She was non-diabetic and
non-hypertensive. There was no history of photosensitivity, joint
involvement, heematuria, menorrhagia, gum bleeding, epigtaxis, sneke
bite, bee sting, spider biteand fever epecialy suggestiveof denguefever.
Pogt-operatively, two units of blood were transfused to her. Each of these
was followed by fever and generaised purpuric rash. Past history in the
formof trauma, dental extraction, childbirth, chemotherapy or drugintake
especidly NSAIDs were unremarkable. On examination, she was thin
pde looking having severe anaemia and facid puffiness. There was no
edema, cyanos's, jaundice or lymphadenopathy. Her BP was 110/70
mmHg, respiratory rate 16/minuteand pulserate 115/minute. Chest, CV'S,
CNS and other systems were unremarkable. Liver and spleen were not
pdpable. There was diffuse purpuric rash over the lower limbs, upper
limbs, chest and abdomen were spared. Her laboratory datareveded Hb
3.2 gm%; TLC 16800/mm?, DLC 66P; 34L, OE, 0B, ESR 30 mmvhr,
urine M/E NAD, B.urea 30mg%, S.cregtinine 1.2 mg%, MP dide-
negaive; 1gG and IgM antibodies for dengue, LE cdll phenomenon and
ANA werenegative. Packed cdll volumewas 12; theplatel et count 19000/
cmm; the prothrombin time was 18 seconds (control 13 seconds); the
bleading timewas2 minutes40 seconds Liver function prafilewasnormdl.
PBF showed microcytic hypochromic anaemiawith normd reticulocyte
count. Bone marrow biopsy from theiliac crest was hypercellular. X-ray
chest and ultrasound abdomenwerenorma. Antiplatel et antibodiescould
not beperformed duetofinancia constraint of the patient. Shewastreated
with intravenous immunoglobulins, 5 grams daily for five days (the
recommended dose could not be given again because of financia
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condrangs). Additiondly, intravenousbetamethasone4 mgevery 8hourly
dongwith supportive treatment in the form of haematinics was given.
The generd condition of the patient improved remarkably, her repeat
platelet count increased to 1,25,000/c.mm.

DISCUSSION

In view of the dinica festures such as age, multiparity and tempora
relaionship of blood transfusion and onset of purpura, a diagnos's of
post-transfusion purpura was made. PTP presents as thrombocytopenia
7 to 10 days after blood transfusion. It has been reported predominantly
inwomen asreveded by Kroll H et d2intheir study of 38 patientswhere
the mean agewas 60.7 yearsin 80% of cases, rangebeing 35to 78 years
and the interval between the transfusion and purpura was 2 to 14 days
with amean of 7 days. In our index casg, thetime interval was 7 days.
The postulated mechanism of PTPisthe development of platelet specific
antibodies in the recipient’s serum and the most frequently recognized
antigenisHPA-lafound on plate et glycoprotein11areceptor. Theddayed
thrombocytopenia is due to the production of antibodies that reect to
both donor and recipient plaidets. Additiona platelet transfusions can
worsen the thrombocytopeniaand should be avoided™“. Post-transfusion
purpura has been reported in the post-operative period®. Transfusion
therapy evenunder ided conditions, carriesasignificantrisk of anadverse
reaction®. In mgjority of carefully prepared and properly supervised
transfusons, there are no untoward effects. However, adverse reactions
occur in 5-6% of transfusions’® or 20% of dl transfusions’, which may be
immediate or la€®. Thus blood transfusion carries a dight but definite
risk and is not a procedure to be undertaken lightly. Current trestment is
with intravenous immungobulins (2 gmvkg/day) for two days®. Other
forms of thergpy include corticosteroids and plasmapheresis.
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