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H. pylori infection in childhood chronic immune
thrombocytopenic purpura

Several studies have reported remission of
immune thrombocytopenic purpura ( ITP) after
eradication of a coexistent Helicobacter pylori infec-
tion in adults. Data in children are limited. Here we
report the results of a prospective study of
Helicobacter pylori determination and eradication in
children with chronic ITP in the Netherlands. 
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Chronic immune thrombocytopenic purpura (cITP) is a
rare disease, developing in 10-20 % of children diagnosed
with ITP. In adult cITP patients, several groups have report-
ed platelet recovery in half of the patients following eradi-
cation of a coexistent Helicobacter pylori (H. pylori) infec-
tion.1,2 However, these results are contradicted in other
studies in which no significant platelet response was seen.3,4

Reports in children are limited.5 This prospective study was
conducted to establish the prevalence and clinical relevance
of eradication of H. pylori infection in children diagnosed
with cITP in the Netherlands.  All Dutch children, aged up
to 16 years, with an isolated platelet count <100×109/L per-
sisting for more than one year, otherwise unexplained,
were eligible for the study. Pediatricians were repeatedly
informed about the study and asked to enter patients.
Patients and their families were informed through the ITP
patient support group.  Children were enrolled from July 1
2003 to January 1 2005. Data regarding patient characteris-
tics were obtained from the child’s paediatrician. For detec-
tion of H. pylori a commercially available stool antigen test
(HpSA, Meridian Bioscience Europe, sensitivity of 89-98%;
specificity >90%)6 was performed at time of inclusion.
Patients infected with H. pylori were treated with a combi-
nation of amoxicillin 15 mg/kg, clarithromycin 7.5 mg/kg
bd. and omeprazol 2 mg/kg od. for two weeks. Platelet
counts were determined at the time of inclusion and three
and six months thereafter. Complete remission (CR) was
defined as the achievement of a platelet count >150×109/L.
Partial remission (PR) was defined as a platelet count above
50×109/L and at least a doubling of the initial count. The
study was approved by the institutional ethical committee
of the University Medical Centre Groningen. Written
informed consent was provided by the patient or parents. 

Forty-seven patients, 18 male (38.3%), 29 female (61.7%)
were enrolled (Table 1, online appendix). No child underwent
splenectomy before or during the study. Three patients
(6.4%) were infected with H. pylori and received treatment
according to protocol. No other platelet enhancing treat-
ment during the study period was prescribed. Two children
achieved PR at 3 months, one achieved CR. At the end of
the study period 2 children remained in PR. By mistake, one
child’s platelet count was checked at 9 months instead of at
6. HpSA tests performed at the time of last reported platelet
count were negative in all three patients. Follow-up data
was available on thirty of the forty-four (68%) H. pylori-
negative patients. During six months of follow-up, none of
these patients achieved PR or CR. 

Our study shows that eradication of H. pylori might be
beneficial in treating chronic ITP. However, while the group
studied represents approximately 65% of children with
cITP in the Netherlands (estimated prevalence: 1/45,000;
pediatric population: 3.2 million), this study is obviously
too small to draw definitive clinical conclusions. cITP is a
disease characterised by spontaneous remissions especially
in the first year after diagnosis.7 To minimise confusion
between spontaneous remission and treatment effect, we

defined cITP as a thrombocytopenia persisting for more
than one year. Similarly, to prevent small fluctuations in
platelet count in children at the higher end of the spectrum
qualifying as CR, a platelet count of < 100×109/L was used
as criterion instead of 150×109/L. No follow-up data are
available for a third of the control group. Thus data are pos-
sibly biased. The fact that these children did not need med-
ical attention during the study period underscores the
benign nature of their disease.  Similar to adults, the preva-
lence of H. pylori infection (6.4%) in children with cITP is
not significantly different from that reported in the general
pediatric population (10%),8 suggesting that a causative
relationship is unlikely.  All three H. pylori positive children
initially responded to eradication treatment. Spontaneous
remission cannot be excluded but such a variation was not
present in the control group. At the end of the study period
a downward trend in platelet count is discernible although
two children remain in PR. Therefore, with a relatively
short follow-up period we cannot exclude the possibility
that the platelet response is only transient. A non-specific
effect of the medication is unlikely. In a previous study H.
pylori negative patients did not respond to eradication ther-
apy.4 To summarize, prevalence of H. pylori in pediatric cITP
patients is similar to that in the general pediatric popula-
tion. Three H. pylori positive children responded to eradica-
tion therapy with an increased platelet count.
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