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Steroid-refractory immune 
thrombocytopenia in the era of the 
new thrombomimetic drugs: is there 
still a role for rituximab?

TO THE EDITOR: Although corticosteroids and splenec-
tomy represents the main therapeutic strategies [1, 2] for 
immune thrombocytopenia (ITP), some steroid-refractory 
patients may be unsuitable for the surgical procedure and 
therefore require alternative treatment options currently 
available, such as rituximab [2, 3] and thrombomimetic drugs 
[4, 5]. Although rituximab is usually used in refractory ITP 
patients who have failed multiple previous treatments [3], 
its role in the era of thrombomimetic drugs represents an 
open question. Herein, we would like to provide our per-
spective on this topic in the light of our clinical experience, 
reporting indications to rituximab in a small series of consec-
utive steroid–refractory/relapsed ITP patients treated with 
rituximab. There were seven patients (4 male) with a median 
age of 38 (19-43) years. Rituximab (4 wk infusions of 375 
mg/m2) was given after 50 (6–84) months from the date 
of ITP diagnosis. One patient suffered from active bleeding 
requiring platelet transfusions and was refractory to all 
measures, including thrombomimetic agents (eltrombopag 
and then romiplostim); he achieved a complete response 
(CR) with rituximab and was soon after splenectomized, 
having taken into account the high risk of recurrence and 
his severe bleeding tendency. Splenectomy was offered to 
four other patients who refused; in the remaining two pa-
tients, splenectomy as well as thrombomimetic agents were 
not indicated given suspected underlying autoimmune dis-
orders and thrombophilic states. All patients who received 
rituximab achieved a fast response; indeed, a significant 
increase in platelet count was recorded early during the 
course of treatment: one week after the first rituximab in-
fusion in five and after two weeks in the remaining two 
patients respectively. All patients maintained a sustained 
CR; six did not necessitate further therapy whereas one 
was splenectomized soon after the response to rituximab. 
In all patients, CR was durable and persisted after a median 
follow-up of 19 months (range, 6-64). No patients relapsed. 
Based on these findings, rituximab therapy allowed, in our 
experience, for long-lasting remission in patients with re-
lapsed or refractory ITP, with a good safety profile. All 
patients but one, who successfully received rituximab as 
a bridge to splenectomy, refused or presented contraindica-
tions for the surgical procedure. Although thrombopoietin 
agonists, such as eltrombopag or romiplostim, in light of 
their high efficacy, have substantially changed the clinical 
scenario and the management of steroid refractory ITP [4, 

5], this treatment option requires prolonged administration, 
namely for the remainder of one’s life and without a predict-
able suspension of therapy. Indeed, the option of a poten-
tially life-long treatment with thrombopoietin agonists was 
offered to patients who refused splenectomy after a thorough 
explanation of the expected benefits and possible dis-
advantages from the therapy. The long-lasting and depend-
ent therapy, virtually to be administered for life, was the 
main reason patients sought out an alternative treatment; 
they wanted to induce a prolonged remission of their disease 
without needing to depend on the therapy for life. This 
concern, in the setting of patients who refuse or are un-
suitable for splenectomy, can allow them to find a therapy 
the administration of which can be predictable and carried 
out in limited time. This includes rituximab, the role of 
which is yet to be defined for selected indications even 
in the era of the new thrombomimetic medications.

Massimiliano Palombi, Laura Scaramucci, 
Marco Giovannini, Malgorzata Monika Trawinska, 

Pasquale Niscola, Paolo de Fabritiis

Hematology Unit, Sant'Eugenio Hospital, Rome, Italy

Correspondence to:  Pasquale Niscola
Hematology Unit, Sant'Eugenio Hospital, Piazzale 

dell’Umanesimo, 10, Roma 00144, Italy
E-mail: pniscola@gmail.com

 
Received on May 10, 2015; Revised on Jun. 11, 2015; Accepted on Jul. 21, 2015

http://dx.doi.org/10.5045/br.2016.51.1.66

AuthorsÊ Disclosures of Potential Conflicts of Interest
No potential conflicts of interest relevant to this article 

were reported.

REFERENCES
1. Provan D, Stasi R, Newland AC, et al. International consensus re-

port on the investigation and management of primary immune 

thrombocytopenia. Blood 2010;115:168-86.

2. Ozkan MC, Sahin F, Saydam G. Immune thrombocytopenic pur-

pura: new biological therapy of an old disease. Curr Med Chem 

2015;22:1956-62.

3. Godeau B, Stasi R. Is B-cell depletion still a good strategy for treat-

ing immune thrombocytopenia? Presse Med 2014;43:e79-85.

4. Kim YK, Lee SS, Jeong SH, et al. Efficacy and safety of el-

trombopag in adult refractory immune thrombocytopenia. 

Blood Res 2015;50:19-25. 

5. Scaramucci L, Giovannini M, Niscola P, Tendas A, Perrotti A, De 

Fabritiis P. Reciprocal absence of cross-resistance between el-

trombopag and romiplostim in two patients with refractory im-

mune thrombocytopenic purpura. Blood Transfus 2014;12: 

605-7.


