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Abstract
Background:Platelet parameters are significant, especially in diagnosis of causes of thrombocytopenia.
The platelet parameters are widely available as part of full blood count with no extra cost.
Thrombocytopenia is of varying etiology, it is broadly divided into three major categories (1) as
increased destruction (ITP), (2) decreased production and (3) splenic sequestration/abnormal pooling.
Aims of the study: To investigate the indices of the platelets which include
( MPV,PDW,PCT) and to signify its role in the diagnosing the etiology of thrombocytopenia,, if there
is any correlation between platelet count and platelets indices and to determine cut off point of MPV
for the diagnosis of ITP.
Materials and Methods: 104 cases of Thrombocytopenia (TCP) and 50
control cases having normal platelet count were selected. TCP was defined as platelet count <150 x
109/L. Analysis was done by Diagon cell counter and every case was reassessed by Peripheral Smear
(P.S.) examination and if necessary also by manual method. Only those cases that had sufficient
clinico-hematological work -up and the causes of low platelet count had been reliably established were
included in the study.
Results: The study was conducted on 104cases they were broadly categorized into three groups Group
A with reduced production, Group B with increased destruction and Group C with abnormal
pooling(splenomegaly). In group A, mean platelets count 64.98 x 109/l ± 36.5, mean MPV 9.3 Fl ± 1.1 ,
mean PDW 16.33 Fl±0.73, mean PCT 0.094% ± 0.157, M:F ratio1:1, there were a significant statistical
difference in platelets count with control group (P value 0.000) and with group B (p value 0.0420),
mean MPV shows significant difference with all control, B and C groups (P value 0.000, 0.000, 0.01
respectively), PDW also shows significant difference with control and C groups ( p value 0.000, 0.001
respectively), PCT shows significant statistical difference with control and B groups ( p value 0.000,
0.04) respectively.
There was a negative correlation platelets count and PDW.
In group B, mean platelets count 44.51 x 109/l ± 33.9, mean MPV 10.3 Fl ± 1.5, mean PDW
16.22 Fl ±0.86, mean PCT 0.049% ± 0.042, M:F ratio 1:4.5, there were a significant statistical
difference in platelets count with control group (P value 0.000), with group A (p value 0.0420) and
with group C (p value 0.006), MPV shows significant statistical difference with all groups (P value
0.000 for all), PDW shows significant difference with control and C groups (p value 0.000, 0.008
respectively) , PCT with control and group A (p value 0.000, 0.04) respectively. There was a negative
correlation platelet count and MPV and PCT.
A cut off point for the diagnosis of ITP is 9.9 with 100% sensitivity and 100 % specificity.
Regarding group C, mean platelets count 80.0 x 109/l ± 27.1, mean MPV 8.5 Fl ± 0.84 , mean
PDW 15.67 Fl ± 0.84, mean PCT 0.1007% ± 0.139, M:F ratio 1:1.1, there were a significant statistical
difference in platelets count with control group (P value 0.000) and group B (p value 0.006), mean
MPV shows significant difference with group A and B groups (P value 0.01, 0.000 respectively), PDW
shows significant difference with group A and B groups (p value 0.001, 0.008 respectively), while PCT
shows significant statistical difference with control and B groups only (p value 0.000,0.08) respectively.
There was no correlation between platelet count and its parameters.
Conclusion: Platelet indices are useful method to distinguish immune thrombocytopenia from
hypoproductive thrombocytopenia and can provide significant data about the underlying causes of
thrombocytopenia. MPV can discriminate ITP from hypoproductive thrombocytopenia and cut off
point is 9.9 FL and they may postpone ITP patients from doing bone marrow aspiration and to ovoid
platelet transfusion, there is negative correlation between MPV and platelets count in ITP patients.
Keywords: Thrombocytopenia (TCP), Idiopathic Immune Thrombocytopenia (ITP), Hypoproductive
TCP, Increased Pooling TCP, Mean Platelet Volume(MPV), Platelet Distribution Width (PDW),
Plateletscrit (PCT).
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ﻤﻌﻠﻤﺎﺕ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻬﺎ ﺃﻫﻤﻴﺔ ﻓﻲ ﺘﺸﺨﻴﺹ ﺃﺴﺒﺎﺏ ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ · ﻫﺫﻩ ﺍﻟﻤﻌﻠﻤﺎﺕ ﻟﻬﺎ ﺍﻨﺘﺸﺎﺭ ﻭﺍﺴﻊ ﻜﺠﺯﺀ ﻤﻥ
 ﻗﻠـﺔ ﺇﻨﺘـﺎﺝ.١ ﺠﻬﺎﺯ ﻓﺤﺹ ﺍﻟﺩﻡ ﺍﻻﻭﺘﻭﻤﺎﺘﻴﻜﻲ ﻭﺒﺩﻭﻥ ﺘﻜﻠﻔﺔ ﺇﻀﺎﻓﻴﺔ · ﻴﻘﺴﻡ ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﺇﻟﻰ ﺜﻼﺜﺔ ﻤﺠﺎﻤﻴﻊ ﺭﺌﻴﺴﻴﺔ ﻭﻫﻲ
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ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻤﻥ ﻨﺨﺎﻉ ﺍﻟﻌﻅﻡ  ·٢ﺘﻜﺴﺭ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻓﻲ ﺍﻟﺩﻡ ﻨﺘﻴﺠﺔ ﻭﺠﻭﺩ ﺃﺠﺴﺎﻡ ﻤﻀﺎﺩﺓ ﻟﻬﺎ  ·٣ﺯﻴﺎﺩﺓ ﺘﺠﻤﻴـﻊ ﺍﻟـﺼﻔﻴﺤﺎﺕ

ﺍﻟﺩﻤﻭﻴﺔ ﻓﻲ ﺍﻟﻁﺤﺎل ﺍﻟﻤﺘﻀﺨﻡ· ﺍﻟﻬﺩﻑ ﻤﻥ ﻫﺫﻩ ﺍﻟﺩﺭﺍﺴﺔ ﻫﻭ ﻟﺩﺭﺍﺴﺔ ﻤﻌﻠﻤﺎﺕ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻭﺃﻫﻤﻴﺘﻬﺎ ﻓﻲ ﺘﺸﺨﻴﺹ ﺃﺴﺒﺎﺏ ﻨﻘـﺹ
ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻭﺇﺫﺍ ﻜﺎﻥ ﻫﻨﺎﻙ ﺃﻱ ﻋﻼﻗﺔ ﺒﻴﻥ ﻋﺩﺩ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻤﻊ ﻫﺫﻩ ﺍﻟﻤﻌﻠﻤﺎﺕ ﻭﻜﺫﻟﻙ ﻟﺘﺤﺩﻴﺩ ﺍﻟﺤﺩ ﺍﻟﻔﺎﺼل ﻟﺤﺠﻡ ﺍﻟـﺼﻔﺎﺌﺢ

ﺍﻟﺩﻤﻭﻴﺔ ﻟﺘﺸﺨﻴﺹ ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻨﺘﻴﺠﺔ ﻭﺠﻭﺩ ﺃﺠﺴﺎﻡ ﻤﻀﺎﺩﺓ ﻟﻬﺎ ﻓﻲ ﺍﻟﺩﻡ ﻭﺘﻔﺭﻴﻘﻬﺎ ﻋﻥ ﻗﻠﺔ ﺇﻨﺘﺎﺠﻬﺎ ﻤﻥ ﻨﺨﺎﻉ ﺍﻟﻌﻅﻡ· ﺘﻡ ﺠﻤﻊ

 ١٠٤ﻤﺭﻴﺽ ﻟﺩﻴﻪ ﻨﻘﺹ ﻓﻲ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻗﺴﻤﺕ ﺇﻟﻰ ﺜﻼﺜﺔ ﻤﺠﺎﻤﻴﻊ ﺍﺴﺘﻨﺎﺩﺍ ﺇﻟﻰ ﺃﺴﺒﺎﺏ ﻨﻘﺹ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﻜﻤﺎ ﺫﻜﺭ ﺃﻋﻼﻩ
ﻭﻫﻲ ﻤﺠﻤﻭﻋﺔ ﺍ ﻭ ﻤﺠﻤﻭﻋﺔ ﺏ ﻭﻤﺠﻤﻭﻋﺔ ﺝ ﻤﻊ  ٥٠ﺸﺨﺹ ﻜﻤﺠﻤﻭﻋﺔ ﻤﻘﺎﺭﻨﺔ ﻟﺩﻴﻬﻡ ﻋﺩﺩ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﻁﺒﻴﻌﻲ· ﺘﻡ ﺘﺤﻠﻴل ﺍﻟﺩﻡ

ﺒﺠﻬﺎﺯ ﻓﺤﺹ ﺍﻟﺩﻡ ﺍﻻﻭﺘﻭﻤﺎﺘﻴﻜﻲ ﻭﻤﻘﺎﺭﻨﺔ ﺍﻟﻨﺘﺎﺌﺞ ﺒﻔﺤﺹ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﺒﺎﻟﻁﺭﻴﻘﺔ ﺍﻟﻴﺩﻭﻴﺔ ﻤﻊ ﻭﺠﻭﺩ ﺼﻭﺭﺓ ﺍﻟﺩﻡ ﺃﻴﻀﺎ· ﺍﻭﺠـﺩﺕ
ﻫﺫﻩ ﺍﻟﺩﺭﺍﺴﺔ ﺍﻥ ﻫﻨﺎﻙ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻓﻲ ﻤﻌﺩل ﻋﺩﺩ ﺍﻷﻗﺭﺍﺹ ﺍﻟﺩﻤﻭﻴﺔ ﺒﻴﻥ ﻤﺠﻤﻭﻋﺔ ﺍ ﻭ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺏ ﺃﻴـﻀﺎ·
ﻤﻌﺩل ﺤﺠﻡ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﻓﻲ ﻤﺠﻤﻭﻋﺔ ﺍ ﻟﻬﺎ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﺠﻤﻴﻊ ﺍﻟﻤﺠﺎﻤﺒﻊ ﺍﻻﺨﺭﻯ) ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭ ﺏ ﻭ ﺝ( · ﻤﻌـﺩل

ﺍﻟﺘﻭﺯﻴﻊ ﻟﻠﺼﻔﺎﺌﺢ ﻟﻪ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭ ﻤﺠﻤﻭﻋﺔ ﺝ· ﻤﻌﺩل ﻤﻜﺩﺍﺱ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻪ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻤﺠﻤﻭﻋﺔ

ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭﻤﺠﻤﻭﻋﺔ ﺏ ﻭﻫﻨﺎﻙ ﺘﻨﺎﺴﺏ ﻋﻜﺴﻲ ﺒﻴﻥ ﻋﺩﺩ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻭﻤﻌﺩل ﺍﻟﺘﻭﺯﻴﻊ ﻟﻬﺎ· ﻓﻲ ﻤﺎ ﺒﺨﺹ ﻤﺠﻤﻭﻋﺔ ﺏ ﻭﺠﺩ ﺇﻥ ﻫﻨﺎﻙ
ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻓﻲ ﻤﻌﺩل ﻋﺩﺩ ﺍﻻﻗﺭﺍﺹ ﺍﻟﺩﻤﻭﻴﺔ ﻤﻊ ﻜل ﺍﻟﻤﺠﺎﻤﻴﻊ ﺍﻷﺨﺭﻯ· ﻤﻌﺩل ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻪ ﺃﻴﻀﺎ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻜل
ﺍﻟﻤﺠﺎﻤﻴﻊ ﺍﻷﺨﺭﻯ· ﻤﻌﺩل ﺍﻟﺘﻭﺯﻴﻊ ﻓﻲ ﻤﺠﻤﻭﻋﺔ ﺏ ﻟﻪ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭﻤﺠﻤﻭﻋﺔ ﺝ ﻓﻘﻁ· ﻤﻌل ﻤﻜﺩﺍﺱ ﺍﻟﺼﻔﻴﺤﺎﺕ
ﺍﻟﺩﻤﻭﻴﺔ ﻟﻪ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭﻤﺠﻤﻭﻋﺔ ﺍ ﻓﻘﻁ· ﻫﻨﺎﻙ ﺘﻨﺎﺴﺏ ﻋﻜﺴﻲ ﺒﻴﻥ ﻤﻌﺩل ﻋﺩﺩ ﺍﻟﺼﻔﻴﺤﺎﺕ ﺍﻟﺩﻤﻭﻴﺔ ﻭ ﻤﻌـﺩل

ﺤﺠﻤﻬﺎ· ﻭﺠﺩ ﺍﻥ ﺍﻟﺤﺩ ﺍﻟﻔﺎﺼل ﻟﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﺘﺸﺨﻴﺹ ﺍﻟﻨﻘﺹ ﺍﻟﺤﺎﺼل ﻨﺘﻴﺠﺔ ﻭﺠﻭﺩ ﺃﺠﺴﺎﻡ ﻤﻀﺎﺩﺓ ﻓﻲ ﺍﻟﺩﻡ ﻭﺘﻔﺭﻴﻘﻬﺎ ﻋﻥ ﻗﻠﺔ
ﺍﻨﺘﺎﺠﻬﺎ ﻤﻥ ﻨﺨﺎﻉ ﺍﻟﻌﻅﻡ ﻫﻭ  ٩·٩ﺒﻨﺴﺒﺔ ﺤﺴﺎﺴﻴﺔ  ·%١٠٠ﺃﻤﺎ ﻤﺠﻤﻭﻋﺔ ﺝ ﻭﺠﺩ ﺍﻥ ﻫﻨﺎﻙ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻓﻲ ﻤﻌﺩل ﻋﺩﺩ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ
ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭﻤﺠﻤﻭﻋﺔ ﺏ· ﻤﻌﺩل ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻪ ﻓﺭﻕ ﻤﻌﻨﻭﻱ ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍ ﻭ ﺏ· ﻤﻌﺩل ﺍﻟﺘﻭﺯﻴﻊ ﻟﻠﺼﻔﺎﺌﺢ ﻤﻊ
ﻤﺠﻤﻭﻋﺔ ﺍ ﻭ ﺏ ﻭ ﻤﻌﺩل ﻤﻜﺩﺍﺱ ﺍﻟﺼﻔﺎﺌﺢ ﻤﻊ ﻤﺠﻤﻭﻋﺔ ﺍﻟﻤﻘﺎﺭﻨﺔ ﻭ ﻤﺠﻤﻭﻋﺔ ﺏ· ﺍﻻﺴﺘﻨﺘﺎﺝ  :ﺇﻥ ﻤﻌﻠﻤﺎﺕ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻬﺎ ﺍﻫﻤﻴﺔ

ﻓﻲ ﺘﺤﺩﻴﺩ ﺴﺒﺏ ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ · ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻴﻠﻌﺏ ﺩﻭﺭﺍ ﻤﻬﻤﺎ ﻓﻲ ﺘﺤﺩﻴﺩ ﺴﺒﺏ ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﻓﻴﻤﺎ ﺍﺫﺍ ﻜﺎﻥ ﺒﺴﺒﺏ ﻭﺠـﻭﺩ
ﺍﻷﺠﺴﺎﻡ ﺍﻟﻤﻀﺎﺩﺓ ﻓﻲ ﺍﻟﺩﻡ ﺃﻭ ﻨﻘﺹ ﺍﻹﻨﺘﺎﺝ ﻤﻥ ﻨﺨﺎﻉ ﺍﻟﻌﻅﻡ ﺤﻴﺙ ﻭﺠﺩ ﺇﻥ ﺍﻟﺤﺩ ﺍﻟﻔﺎﺼل ﻫﻭ  ٩·٩ﻓﻤﺘﻭﻟﻴﺘﺭ ﺒﻨﺴﺒﺔ ﺤـﺴﺎﺴﻴﺔ %١٠٠

ﻭﻫﺫﺍ ﻴﺴﺎﻋﺩ ﻓﻲ ﺘﺠﻨﺏ ﺍﻟﻤﺭﻴﺽ ﻹﺠﺭﺍﺀ ﻓﺤﻭﺼﺎﺕ ﺃﻜﺜﺭ ﺘﻌﻘﻴﺩ ﻜﻔﺤﺹ ﻨﺨﺎﻉ ﺍﻟﻌﻅﻡ ﻭﻜﺫﻟﻙ ﻴﺠﻨﺒﻪ ﻋﻤﻠﻴﺔ ﻨﻘل ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻟﻪ ﻜﺫﻟﻙ
ﻭﺠﺩ ﺇﻥ ﻫﻨﺎﻙ ﺘﻨﺎﺴﺏ ﻋﻜﺴﻲ ﺒﻴﻥ ﻋﺩﺩ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﻓﻲ ﻫﺫﻩ ﺍﻟﻤﺠﻭﻋﺔ )ﺏ( ﻤﻊ ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺃﻱ ﺍﻨﻪ ﻜﻠﻤﺎ ﻜﺎﻥ ﻋﺩﺩ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻗل
ﻜﻠﻤﺎ ﻜﺎﻥ ﻫﻨﺎﻙ ﺯﻴﺎﺩﺓ ﺒﻨﺴﺒﺔ ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ·

ﺍﻟﻜﻠﻤﺎﺕ ﺍﻟﻤﻔﺘﺎﺤﻴﺔ :ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ،ﻨﻘﺹ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ﺍﻟﻤﻨﺎﻋﻲ ،ﻨﻘﺹ ﺍﻨﺘﺎﺝ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ،ﺯﻴﺎﺩﺓ ﺘﺠﻤﻴﻊ ﺍﻟﺼﻔﺎﺌﺢ ﻓﻲ

ﺍﻟﻁﺤﺎل ،ﻤﻌﺩل ﺤﺠﻡ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ ،ﻤﻜﺩﺍﺱ ﺍﻟﺼﻔﺎﺌﺢ ﻭ ﻤﻌﺩل ﺘﻭﺯﻴﻊ ﺍﻟﺼﻔﺎﺌﺢ ﺍﻟﺩﻤﻭﻴﺔ.

Introduction
Thrombocytopenia (TCP) is not a disease entity by itself, but a finding that may
result from a number of disease processes. By definition, there are subnormal
numbers of platelets in circulating blood and is one of the most common causes of
abnormal bleeding (Lee et al.,2009). Low platelet counts can have many causes which
can be grouped in to three major categories as increased destruction, decreased
production and splenic sequestration/abnormal pooling, based upon the causative
process(P Greer et al.,2006).In many cases of thrombocytopenia, large platelets are
seen in peripheral smear, this size of the platelet was suggested to help in deciding the
category of thrombocytopenia long back (Brown et al.,1988). Initially the size was
noted by microscopic studies only (Latger-Cannard et al.,2012). With availability of
blood autoanalyzers new platelets indices related to platelet count are being reported.
Most important of them are Mean Platelet Volume (MPV), Platelet distribution width
(PDW) and Plateletcrit (PCT), (Wiwanitkit,2004; Boos,2007). MPV it is an
automatically calculated value that indicates the average size of platelets in the blood,
it is an indicator of the bone marrow function, if it is synthesizing platelets normally.
A high MPV means over platelets production and a low MPV means decreased
production.( Siamak et al., 2013; Martin et al., 2013) Normal MPV are in a range of
6.5 – 12.0 fL . MPV is easured by dividing plateletcrit by the platelet count multiplied
by 10 (MPV: plateletcrit /platelet count ×10) (Laboratory hematology atlas). PDW it
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is the measure the degree of anisocytosis of platelets.( Briggs et al.,2011) and can
demonesrate if platelets are normally distributed or if there is any technical error,
standard PDW ranges from 9 to 17 fL (Platelet distribution curves,2011) The
plateletcrit: is the result of the MPV and platelet count and similar to the haematocrit
of blood, could mean the volume of platelets in the circulation present in a unit
volume of blood.(Briggs et al., 2011) normal range of PCT is 0.108 - 0.282 % and can
be measured by multiplying PDW by platelet count (Plateletcrit (PCT)=PDW x
platelet count).The changes in PDW may be the result from recruitment of multiple
ploidy classes of megakaryocytes. An increased proportion of higher ploidy classes
increase megakaryocyte heterogeneity. The combined interpretation of platelet
parameters highly useful in the differential diagnosis of platelet related disorders
(Osselaer et al., 2007).
Aims of the study: To investigate the indices of the platelets which include
(MPV,PDW,PCT) and to signify its role in the diagnosis of the etiology of
thrombocytopenia, if there is a correlation between platelet count and its indices and
to determine cut off point of MPV for the diagnosis of ITP.
Patients and methods: The present study included 104 thrombocytopenic
patients during about 6 months period, peripheral blood sample was obtained and
assessed by automated Diagon Coulter D Cell 60, they were divided into three groups,
(group A) 46 patients with decreased production, (group B) 39 patients with increased
destruction (ITP) and (group C) 19 patients with increased pooling having
splenomegaly, 50 age-matched and sex-matched healthy individuals as the control
group.
A diagnosis of ITP (group B) was made according to the recommendations of
the 'International Consensus Report on the Investigation and Management of ITP'
(Provan et al.,2010). aking, with special attention to a history of intake of medications
known to cause thrombocytopenia or associated viral infections; a bone marrow
aspirate showing normal marrow with increased or adequate megakaryocytes showing
defective platelet budding and separation; and disease duration less than 3 months.
Exclusion criteria were a recent manifestation of active infection, or secondary causes
of ITP such as systemic lupus erythematosis. The hypoproductive thrombocytopenia
(group A) included patients with acute leukemia, whose diagnosis was based on bone
marrow examination, and cytochemical and immunophenotyping criteria, patients
with idiopathic aplastic anemia defined by pancytopenia and aplasia on bone marrow
examination, patients with myelodysplastic syndrome, in whom the diagnosis was
based on bone marrow examination, and patients under chemotherapy.
Group C including patients with large spleen as patients with thalassemia, liver
diseases with splenomegaly.
Laboratory assessments of the patient and the control groups included the
following:
1. Assessment of complete blood count, MPV, PCT and PDW on Diagon Coulter D
Cell 60 Calibration was assessed daily with the commercial calibrant. All wholeblood counts were assayed within 2 h of sample collection.
2. Microscopic examination of a peripheral blood film stained with Leishman stain.
Statistics
Patient data were tabulated and processed using SPSS version 18, variables were
expressed as mean, SD, and comparisons between groups using ANOVA test. A Pvalue less than 0.05 was considered statistically significant, cut off point of MPV
received from ROC curve estimation.
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Results
Descriptive analyses
This study included 104 patients with thrombocytopenia, who were classified as
follows: Group A included 46 patients with hypoproductive thrombocytopenia., these
included 23 male and 23 female patients, with a male: female ratio of:1. Their ages
ranged from 3 to 80 years, with a mean age of 40.2 ± 19.5 years.
Group B included 39 patients with newly diagnosed idiopathic ITP. There were
7 male and 32 female patients, with a male: female ratio of 1:4.5. Their ages ranged
from 1 to 70 years, with a mean age of 19.38 ± 20.6 years.
Group C included 19 patients with splenomegaly, there were 9 male and 10
female patients, with a male: female ratio of 1:1.1. Their ages ranged from 3 to 65
years, with a mean age of 38.8 ± 10.03 years.
Fifty healthy age-matched and sex-matched individuals were selected for
comparison as the control group.
Comparative analyses
Platelet counts and platelets indices were compared between groups A and B
(Table 1), A and C (Table 2), B and C (Table 3) as well as between each of
the patient groups and the control group (Table 4), (Table 5) and (Table 6).
Platelet counts show significant statistical differences between the patients
groups and the control group (p value 0.000) and between group A and B (p value
0.042), between B and C (P Value 0.006), but no significant difference between group
A and C (P Value 0.232).
MPV value shows a significant difference between the patient groups and the
control groups (p value 0.000) except between group C and control group , there is
not significant statistical difference (p value 0.100).
In all groups of thrombocytopenic patients (group A,B and C), there are
significant differences of MPV value between them (P value less than 0.05).
Regarding PDW, there is also a significant s difference between the control
group and group A and B(P value 0.000) except for group C and the control group
where there is no statistical difference ( P Value 0.255).
There is a significant statistical difference between group A and C (P Value
0.001) and A and between group B and C (P Value 0.008), while there is no
significant statistical difference between group A and B ( P Value 0.48).
PCT shows significant statistical difference between the control group and the
three patients groups (P Value 0.000), and there is a statistical difference between
group A and B (P Value 0.049), and there is no statistical significance between group
A and C, B and C (P value 0.83 , 0.08 respectively).
Table (1) Comparison of mean Platelet count and indices between A and B groups

Platelets count and
indices
Platelets (mean ±SD)
(x 109/L)
MPV (mean ± SD)
(FL)
PDW (mean ± SD)
(FL)
PCT (mean ± SD) (%)

Group A

Group B

P- Value

64.98±36.5

44.51±33.91

0.042*

9.358±1.192

10.397±1.592

0.000*

16.334±0.733

16.223±0.863

0.480

0.0946±0.157

0.0491±0.042

0.049*

MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant
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Table (2) Comparison of mean Platelet count and indices between A and C
groups
Platelets count and
Group A
Group C
P- Value
indices
Platelets (Mean ±SD)
64.98±36.5
80±27.19
0.232
9
(x 10 /L)
MPV (Mean ± SD)
9.358±1.192
8.594±0.846
0.018*
(FL)
PDW (Mean ± SD)
16.334±0.733
15.678±0.843
0.001*
(FL)
PCT (Mean ± SD) (%) 0.0946±0.157
0.1007±0.139
0.833
MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant
Table (3) Comparison of mean Platelet count and indices between B and C
groups
Platelets count and
Group B
Group C
P- Value
indices
Platelets (Mean
44.51±33.91
80±27.19
0.006*
±SD) (x 109/L)
MPV (Mean ± SD)
10.397±1.592
8.594±0.846
0.000*
(FL)
PDW (Mean ± SD)
16.223±0.863
15.678±0.843
0.008*
(FL)
PCT (Mean ± SD)
0.0491±0.042
0.1007±0.139
0.082
(%)

MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant
Table (4) Comparison of mean Platelet count and indices between Control and
A groups
Platelets count
Group A
Control group
P- Value
and indices
Platelets (Mean
64.98±36.5
264.34±36.81
0.000
±SD) (x 109/L)
MPV (Mean ± SD)
9.358±1.192
8.07±0.833
0.000
(FL)
PDW (Mean ± SD)
16.334±0.733
15.456±0.520
0.000
(FL)
PCT (Mean ± SD)
0.0946±0.157
0.2128±0.0503
0.000
(%)

MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant
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Table (5) Comparison of mean Platelet count and indices between control and
B groups
Platelets count
Group B
Control group
P- Value
and indices
Platelets (Mean
±SD) (x 109/L)
MPV (Mean ± SD)
(FL)
PDW (Mean ± SD)
(FL)
PCT (Mean ± SD)
(%)

44.51±33.91

264.34±36.81

0.000

10.397±1.592

8.07±0.833

0.000

16.223±0.863

15.456±0.520

0.000

0.0491±0.042

0.2128±0.0503

0.000

MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant
Table (6) Comparison of mean Platelet count and indices between Control and C
groups

Platelets count
and indices
Platelets (Mean
±SD) (x 109/L)
MPV (Mean ± SD)
(FL)
PDW (Mean ± SD)
(FL)
PCT (Mean ± SD)
(%)

Group C

Control group

P- Value

80±27.19

264.34±36.81

0.000

8.594±0.846

8.07±0.833

0.100

15.678±0.843

15.456±0.520

0.255

0.1007±0.139

0.2128±0.0503

0.000

MPV: Mean Platelet Volume, PDW: Platelet distribution Width , PCT : Plateletcrit
*

mean significant

Correlation studies
In group A patients ( hypoproductive thrombocytopenia) , there is significant
negative correlations between PDW and platelet count(r=-0.420, P=0.004), other
parameters shows no significant correlations.
In patients with ITP( group B), significant negative correlations between MPV,
PCT and Platelet count (r = - 0.346, P = 0.031), (r = - 0.621, P = 0.000) respectively
,and there is no significant correlation of other parameters.
Group C patients (Increased pooling), there is no significant correlation
between platelet count and its parameters (Table 7).
Table (7) Correlations between platelet count with platelet indices in
thrombocytopenic patients
Group
MPV
PDW
PCT
**
A
- 0.184
- 0.420
0.232
*
B
- 0.346
- 0.271
0.621**
C

0.411

- 0.082

*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
١٥٨

0.199

Journal of Babylon University/Pure and Applied Sciences/ Vol.(26), No.(3), 2018

Diagnostic performance characteristics of platelet indices
Diagnostic performance characteristics of platelet indices were determined by
receiver-operating characteristic curve analysis.
A cutoff value greater than 9.9 fl for MPV with100% sensitivity and 100 %
specificity for the diagnosis of ITP [Figure 1])

Figure (1) ROC curve comparing area covered by MPV in ITP patients.
Sensitivity and specificity were calculated from different coordinate points of
the ROC curve. MPV had better sensitivity and specificity in discriminating the
hyperdestructive thrombocytopenia (Tables 8). An MPV of > 9.9 fl
can identify patients as having ITP with 100 % sensitivity, 100 % specificity.
Table (8) Sensitivity and specificity of the platelet indices for ITP at different cut off points
from ROC curve coordinates

Cut off points
9.6 FL
9.8 FL
9.9 FL
10.0 FL
10.1 FL

Sensitivity
100 %
100 %
100 %
87 %
83 %

Specificity
20 %
13 %
100 %
100 %
100 %

Discussion
The diagnosis and treatment of thrombocytopenia is a growing component in the
practice of hematology. Although platelet indices, such as MPV, PDW, and PCT,
have been available in routine automated platelet determinations and their clinical
usefulness has been made (Xu et al., 2013).
Thrombocytopenia is a commonly associated with many diseases and has many
causes, one of the important causes of platelet destruction is the immune
thrombocytopenia, in which autoantibodies causing their premature destruction by the
reticular endothelial system, particularly in the spleen (Woods et al.,1984). Decreased
bone marrow production due to malignancy, leukemias, aplastic anemia, invasive
tumors and chemotherapy, and its diagnosis requires hematological morphological
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examination, bone marrow examination ,immunophenotyping, and karyotyping,
which are familiar only to hematologists (Xu et al., 2013).
The present study was conducted on 104 thrombocytopenic patients: 39 patients
had ITP, designated as the hyperdestructive thrombocytopenia group, and 46 patients
had hypoproductive thrombocytopenia, 19 patients had splenomegaly and 50
apparently normal individuals matched for age and sex constituted the control group.
This study showed that MPV shows a significant statistical difference between
the ITP patients and the control group , between the hypoproductive group and the
control group and between the increased pooling(splenomegaly) and the control group
. While (Borkataky et al., 2009) found no significant statistical difference in the MPV
between the destructive thrombocytopenia groups and the control group or between
hypoproductive and the control groups.
Meanwhile, ITP (group B) patients showed significantly higher MPV results
than hypoproductive thrombocytopenic patients (group A), also patients with
splenomegaly (group C) had a significant statistical difference over group A and B .
A cut off value of MPV which is more than 9.9 fl was helpful to differentiate
between idiopathic ITP and hypoproductive thrombocytopenic patients with 100%.
Sensitivity and 100 % specificity. Similarly, other researchers such as (Kaito et al.
2005; Ntaios et al. 2008; Xu et al. 2013; and Shah et al., 2013) reported that MPV
was greater in ITP in comparison with hypoproductive thrombocytopenia , which is
meant an increase in the synthesis of platelets, and they estimate a cut off values more
than 9 fl to even more than 11 fl.
With regard to PDW, there was no significant statistical difference between the
two patient groups A and B, while there is a significant statistical difference between
group C and A, group C and B and there is a significant statistical difference between
the control group and group A and C. Similarly (DA Elsewefy et al. ) found that there
was no significant difference between the hypoproductive and destructive groups. In
contrast, (Shah et al.2013; Borkataky et al., 2009)found that the PDW was higher in
ITP patients
compared with acute myeloid leukemia patients and nonmegaloblastic hypo
proliferative patients, respectively.
PCT in this study had a significant statistical difference between the control
group and the other three groups (A, B, and C), also there is a significant statistical
difference between group A( hypoproductive) and group B ( Increased destruction)
while there is no significant statistical difference between group A, B compared with
group C. PCT mean a volume percent of thrombocytes and it is a result of PDW
multiplied by platelet count so it greatly affected by the degree of severity of
thrombocytopenia of any cause. (Martin et al.,2013)
There were a negative correlation between platelet count and both MPV and
PCT in hyperdestructive group (ITP) patients , but there are no significant correlation
between platelet count and MPV in group A and C . PDW also shows a negative
correlation with platelet count in group A. Similarly in Baynes. et al study
there were an inverse relation between MPV and platelet count in patients with
ITP and preserved MPV- platelets count relationship in non ITP patients. (Baynes et
al., 1988).
Conclusion: Platelet indices is very useful values in distinguishing ITP
(destructive thrombocytopenia) from hypoproductive thrombocytopenia and can
provide significant data about the underlying etiology of thrombocytopenia. MPV
can discriminate ITP from hypoproductive thrombocytopenia and cut off point is 9.9
FL and they may postpone ITP patients from doing bone marrow aspiration and to
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ovoid platelet transfusion, there is negative correlation between MPV and platelets
count in ITP patients.
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