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• While patients aged >65 are significantly different to younger patients in terms 
of treatment strategy and thrombotic/haemorrhagic complications, the 
outcome of very elderly patients is overall comparable to elderly patients, 
despite, or probably thanks to, a differentiated therapeutic strategy, which uses 
lower doses of corticosteroids as first-line treatment, reduces the use of 
potentially more toxic therapies such as rituximab and splenectomy, and 
integrates the use of TPO-RAs in the therapeutic algorithm.

• Comorbidities and cardiovascular risk factors are crucial determinants of 
outcome in elderly ITP patients. 

• Careful evaluations of comorbid conditions at ITP diagnosis and implementation 
of age-adapted treatment strategies should be further explored in this setting.







No differences



OS

1-yr bleeding
incidence

1-yr infection
incidence

1-yr thrombosis
incidence

P 0.008

P NS

P NS

P NS

• In conclusion, patients with primary ITP aged ≥80 years
have a similar presentation, management, and evolution of
the disease as patients aged 65–79 years. 

• The platelet count threshold associated with any bleeding 
was <20 10e9/l.

• Attention must be paid to the exposure to anticoagulant,
which is a major risk of severe bleeding in patients aged 
≥80 years, whatever the platelet count.





Increased use of TPO-RAs after 2010



• Overall, this multicenter retrospective study shows that the diagnostic and 
therapeutic shortcomings have experienced a substantial reduction after 
2010, likely from the translation into the physician’s practice of the proposals 
of guidelines, and as a result of the availability of TPO-RA. 

• Although there are no specific recommendations on how older ITP patients 
should be managed, in clinical practice the awareness of the increased 
burden of the disease in seniors has led to a widespread effort to avoid 
potential adverse effects, with a preferential use of TPO-RAs in elderly 
individuals that present less bleeding complications than in younger patients. 

• The compromise towards safe and effective therapies in these fragile 
patients, relates with a reduced percentage of patients discontinuing this 
therapy, regardless of the potential risk of increased thrombotic risk. 



Venous thrombosis

Arterial  thrombosis





• Splenectomy, corticosteroids, IVIg and TPO-RAs were risk 
factors of hospitalization for venous thrombosis. 

• Splenectomy, IVIg and TPO-RAs were risk factors of 
hospitalization for arterial thrombosis in patients with 
primary ITP, albeit to a lesser extent.

• These findings highlight the need to carefully assess the 
individual risk profile of VT and AT, balanced with risks 
of bleeding and infection, before prescribing a given 
treatment for ITP.



• IS/TIA was not uncommon in patients with ITP. 
• ITP patients have a higher risk of IS/TIA 

compared with the reference cohorts. 
• Healthcare professionals should take into 

account the risk of IS/TIA when treating ITP 
patients with or without a history of IS/TIA.











• Established the increased risk of bleeding among the elderly, it appears safer to move upwards the threshold at which a 
treatment should be started, in order to maintain a platelet count>30×109/L.

• First-line treatment with corticosteroids is effective also in this group, but if the platelet count falls while steroid 
tapering, a second line treatment should promptly be started, and low-dose maintenance steroids must be avoided in 
order to minimize side effects. 

• Age should not be considered a contraindication to splenectomy by itself, but more than age, when balancing risks and 
benefits it is important to consider the extent of comorbidities. 

• Rituximab safety profile is good, even if it appears to be more effective in younger patients. 
• TPO-RAs are effective, but it is important to evaluate the adherence to therapy, the increased risk of thrombosis 

(especially in patients with multiple risk factors), the need of a continuous treatment and the absence of a long-term 
followup.

• Old molecules (dapsone, danazol, hydroxychloroquine) must not be forgotten, and still can have a place in this subset of 
patients: their efficacy and tolerability are well-known, and the costs are limited.

• Finally, it is also worth to notice that probably bleeding symptoms are more important than the raw platelet count in 
driving the decision to treat, especially in heavily pre-treated patients, where an observational approach must always be 
considered.









Thromboses Hemorrhages 

Very old age (75 years; 41.1%) was associated
with the more frequent start of TRAs in the 
persistent/acute phase but not with response or 
thrombotic/hemorrhagic risk.







CONCLUSIONS (1)

• ITP is often diagnosed in elderly patients, a subset that represents an increasing and challenging 
medical situation, deserving some special precautions.

• Ensure the diagnosis is a crucial step, and carefully attention must be given in excluding other 
causes of thrombocytopenia, especially among older people that frequently suffer from different  
disorders and a lot of  possible  comorbidities that often require many concomitant therapies.

• Furthermore, when it comes to treatment decision, it is worth keeping into account that the 
elderly have an increased risk of bleeding, thrombosis and infections. 

• Such a situation, along with  possible presence of impairment of  cognitive performance or poor 
life expectancy and, sometimes, reduced tolerance to therapy, can affect the therapeutic 
strategy, which may differ from guidelines for younger patients. 



CONCLUSIONS (2)

• Unfortunately, recommendations are currently based on expert opinion, and studies focusing on 
older patients (different ages are also considered: 60-65,﹥80)  are very rare and dedicated 
guidelines are lacking.

• Indeed, we currently have data generated from robust, but only observational, registry-based 
studies to track the natural history of ITP and treatment responses in various sub-cohorts.

• Implementation of age-adapted treatment strategies should be instead  further explored in this 
setting. considering that elderly adults were typically excluded from registration trials, due to age-
related entry criteria, comorbidities, and selection bias exercised by investigators. 

• Interestingly, while EPs (aged >65) are significantly different to younger patients in terms of 
treatment strategy and thrombotic/haemorrhagic complications, the outcome of VEPs  is overall 
comparable to EPs patients (lower doses of corticosteroids, reduced  use rituximab and 
splenectomy, and integrates the use of TPO-RAs in the therapeutic algorithm). In this setting, 
comorbidities and cardiovascular risk factors are crucial determinants of outcome in elderly ITP 
patients. 



CONCLUSIONS (3)

• Steroids, with or without IVIG,  remain the first-line treatment in EPs and VEPs. Long-term, low-
dose maintenance steroids must be avoided in order to minimize side effects, as corticosteroids can 
incite or exacerbate hypertension, hyperglycemia, mood disturbances and agitation, osteoporosis, 
infections and gastrointestinal  bleeding. If there is a loss of response while steroid tapering, a 
second line treatment should promptly be started.

• TPO-RAs have a good safety and efficacy profile, and have become a prominent drug in this subset, 
even if they are associated with an increased risk of venous and arterial thromboses.

• Rituximab is a good option in non-immunocompromised patients, but long-term remissions are few 
and appears to be more effective in younger women. 

• Splenectomy is less effective than in youngers and burdened by increased thrombotic and 
infectious complications.  

• Dapsone and danazol (lower doses) have a well-known efficacy and safety profile, and still 
represent a valid option among EPs. 

• Novel oral spleen tyrosine kinase (SYK) inhibitor Fostamatinib (switching from TPO-RAs) may be 
also effective, particularly in the setting of potential increased risk of thrombosis. 

It is worth to notice that probably bleeding 
symptoms are more important than the raw 
platelet count in driving the decision to treat, 
especially in heavily pre-treated patients and 
EP/VEPs, where an observational approach must 
always be considered.



CONCLUSIONS (4)

• Published clinical trials have considered the primary ITP to represent a ‘single’ disease 
entity, characterize d by a ‘common’ thrombocytopenic phenotype. However, it is 
increasingly apparent that “ITP”  is actually a heterogeneous disorder with disparate 
underlying pathophysiology and immunological triggers, which change with normal 
ageing and become exaggerated with extreme ageing. 

• Given the increased number of medical co-morbidities and changes to the immune milieu 
with age, it would not be surprising if a large number of primary ITP in EPs and VEPs 
could result from secondary immunological phenomena.

• Finally, we do not have a complete understanding of the coagulation profiles in EPs with 
ITP that give rise to bleeding or, more rarely, thrombosis, further confounded by 
concurrent comorbidities and the potential need of antiplatelet and systemic 
anticoagulation strategies prevalent in EP and VEP cohorts. 


