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Discussion

The clinical differentiation between DIC and TTP can be a

Figure 1. Hospital Course of Thrombocytopenia Figure 3. Weighing the Data

Baseline |HD1 HD2 HD3 HD4 HD8 HD9 Figure 3. Summary of the lab values for the patient
presented here. Note that because of the numerous

DIC and TTP are two causes of thrombocytopenia that require
timely diagnosis and different treatments. Both conditions can be

difficul " Jinical : d platelets 310 111 53 48 24 25 21 41 76 153 supporting features for TTP and DIC, it was not until diagnostic challenga In our patient, the inconclusivt_e DIC pane! in
ifficult to recognize as clinical .Pflezsaeptatloﬂs vary and current HD7 when the patient had spontaneous recovery of platelet addition to renal failure made TTP the most concerning alternative
diagnostic criteria lack specificity234. DIC is a complex thrombo- Hb 135 145 122 131 104 85 7.2 8.4 8.4 7.1 count that TTP was rled out and DIC was deterfined to be diagnosis. As mentioned previously, the literature shows that there is
ggggé?at%'g ;%"s‘:'ggzltmhﬁa'z :J";’:é’sb Z;‘;‘)gg:gst‘;zrr‘aﬂm:”ﬁ"ir;g BUN 13 13 19 35 48 71 103 124 99 86 e fire) d:i;‘;slzs —_— no conclusive diagnostic test for either condition, and diagnosis is
Primarilyw a clinical diagnosis that must be confirmed by laboratory creatinine .73 112 182 (394 516 635 727 816 (692 |572 P DIC, pased gr:”cllnlqal STl (10 G i (eI e,
s 1 < Thrombocytopenia m m . patlent had symptoms and Iaboratqry valges that were
data (see figure 2). There is, however, no single laboratory test that LDH 1964 2576 2642 1704 1191 S consistent with both TTP and DIC, and both diagnosis were
can establish or exclude the diagnosis®. TTP is a rare condition e * considered for the majority of her hospital course (figure 3). It was
characterized by systemic microvascular thrombosis, with an PT 131 126 139 157 B " ultimately the spontaneous recovery of her platelet count that ruled
incidence of 4 to 11 cases per million people. Like DIC, TTP has no PTT 36.1 264 346 333 v out TTP as the etiology. The initial DIC panel on HD 4 was
specific diagnostic test and it shares many of the clinical and . AT * considered “inconclusive” because of the elevated fibrinogen and
laboratory features of DIC that can make the two diagnoses difficult fibrinogen 7 549 A 455 sz g Fibrinogen normal * marginally elevated clotting times, but the literature shows that in the
to differentiate. Prompt recognlt_lon of TT_P is warranted as _|t o »5& % ° '5& % % e% ,5& LDHA + acute phase response there is shortening of activated partial
responds well to plasmapheresis, anld without treatment itis ;';’:;fmla‘ ] .7 ‘f";;, %%ﬁk\ 2, % B Z, N PTA, PTTA + thromboplastin time and increased fibrinogen concentrations?2.
associated with a high mortality rate 4Although cllnlc_al presentation Notmal values for out ab: % ’&% //; /‘\;b %, 2N Qy % 63% ,)% % WorseRig Arermia " Therefore a normal value for these measurements can not rule out
and laboratory data often lead to the correct diagnosis, equivocal Platelets 140-440 x10°mm? Q’&/ %, % % % ’!O %}\ %7 % A%/ ‘?% EEEEs - DIC. As previously mentioned, the patient's acute renal failure was
results can often preclude finding a clear etiology. 35;071263 de/dL (7%‘ %0 ‘f}é ‘O’% '%%/‘0,» > 92 % 9% {% Hemolytic Anemia on another reason TTP was strongly considered. Literature shows,
- Cm_sfumg,m % "}/3/6 5%, %, S %% i blood smear however, that acute renal failure occurs infrequently in TTP. Our
LDH 110-240 IUIL % ‘V/i”, 2 9% 5 % %, % ADAMST13 gene i patient’s renal failure was likely coincidental, secondary to an
- ) ) PT 9.6-12.4 seconds ’%/ s, />// 999 ‘c‘%,”w{p [ERETE intraoperative insult. Critical care patients often have anemia and
This is the case of a 77 year old female with PMH of spinal PTT 22-34 seconds % @0’ (4 % % % Renal failure (ATN) + thrombocytopenia and the etiology is unlikely to be TTP even if
degeneration s/p multiple spinal surgeries, hypertension, and Fibrinogen 150-400 mg/dL ) . © %, - P
= CHOT ) < 2. & % Encephalopathy i MAHA is present?.
:
p Y. of platelet count diagnosis with sensitive but nonspecific criteria. TTP and DIC share

interbody fusion, and T11-T12 posterior laminectomy. Her operative
course was prolonged due to an incidental durotomy. She required a
phenylephrine infusion for the majority of the 11-hour case and fluid
resuscitation of 3 units of PRBCs, 7700 ml of crystalloid, and 780 ml of
cell saver. Blood Loss was estimated at 1500 ml and urine output was
1150 ml. Postoperatively she went to the SICU hemodynamically
stable and intubated. By HD2, her renal function had worsened and
she had developed thrombocytopenia (figure 1). A FENa done at the
time was consistent with intrinsic renal damage. Despite being fully

similar characteristics, but missing a timely diagnosis of TTP can
prove fatal for the patient without treatment.

nostic Criteria Differential Laboratory Values Treatment
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Abbreviations

-DIC= Disseminated Intravascular -TTP=Thrombotic _MAHA=
Coagulation Thrombocytopenic Purpura Microangiopathic
Hemolytic Anemia

-HD= Hospital day
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