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INTRODUCTION

	 Idiopathic thrombocytopenic purpura (ITP) 
is an autoimmune disease characterized by 
increased platelet destruction and impaired platelet 
production, both of which are mediated by anti-
platelet autoantibodies. However, its pathogenesis 
is still unclear. The association between this 
disorder with hepatitis C virus (HCV), human 
immunodeficiency virus (HIV), and sepsis was 
confirmed which indicates that this disease may 
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ABSTRACT
Objective: To explore the effects of cytotoxin-associated gene A (CagA) positive Helicobacter pylori (H. 
pylori or HP) infection on circulating B cells producing specific platelet glycoprotein antibodies and the 
association between therapeutic outcomes in primary idiopathic thrombocytopenic purpura (ITP) patients.
Methods: A total of 76 newly diagnosed primary ITP patients were included in the study which was 
conducted at the first affiliated hospital of Shantou University Medical college, in Shantou city China, 
between January 2013 and January 2014. These patients were tested for H. pylori infection by 13C urea 
breath test and for anti-CagA antibody in H. pylori positive cases by enzyme-linked immunosorbent assay 
(ELISA) method. Anti-GPIb and anti-GPIIb/IIIa antibody-producing B cells were measured using an enzyme-
linked immunospot (ELISPOT) assay in all ITP patients and 30 controls. Anti-nuclear antibody (ANA) was also 
detected in ITP patients.
Results: The numbers of anti-GPIIb/IIIa antibody-producing B cells in HP+CagA+ patients were higher than 
in HP+CagA- or HP- patients. However, anti-GPIb antibody-producing B cells were found higher in HP- 
patients. Analysis of treatment outcomes showed that a therapeutic response was more likely in patients 
presenting anti-GPIIb/IIIa B cells, but the poor response was found to be associated with anti-GPIb B cells 
and ANA presences.
Conclusion: CagA antigen of H. pylori may induce anti-GPIIb/IIIa antibodies production by a molecular 
mimicry mechanism. Anti-GPIIb/IIIa and anti-GPIb antibody producing B Cells detection is useful for 
predicting treatment effects of primary ITP.
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be caused by infection agents.1 In 1998, Gasbarrini, 
for the first time, reported that increased platelet 
counts were obtained after Helicobacter pylori (H. 
pylori)  eradication in ITP patients.2 Later, several 
studies confirmed that H. pylori eradication could 
improve platelet counts in infected ITP patients. H. 
pylori eradication therapy is now recommended for 
H. pylori associated ITP.3

	 The cytotoxin-associated gene A (CagA) gene 
codes for a 120–145kDa protein. CagA antigen is 
one of the major H.  pylori virulence proteins. H. 
pylori strains can be divided into CagA positive or 
negative strains. In recent years, H. pylori strains 
that possess CagA have been proposed to have a 
role in the pathogenesis of ITP. One hypothesis 
was advanced that cross molecular mimicry 
between the H. pylori CagA protein and various 
platelets glycoprotein antigens could induce anti-
glycoprotein autoantibody production cross reactive 
with host platelets.4 However there were still little 
data regarding the effects of CagA on specific anti-
glycoprotein autoantibodies production. Therefore, 
we herein aimed to measure the anti-GPIIb/
IIIa and anti-GPIb antibody producing B cells in 
primary ITP patients and correlated the results with 
infection H.pylori CagA genotypes and therapeutic 
outcomes of the patients. 

METHODS

Subjects: This study was conducted on 76 newly 
diagnosed primary ITP subjects (25 males and 51 
females) with an average age of 35.67 years (range, 
15 to 66 years) who were referred to the out-patient 
and in-patient clinic of hematology in the first 
affiliated hospital of Shantou University Medical 
college, in Shantou city (Guangdong province, 
China), between January 2013 and January 2014. 
The platelet counts were less than 50×109/L for 2 
weeks prior to study entry and patients did not 
display severe hemorrhagic manifestations. The 
diagnosis of primary ITP was confirmed by Dr. CL 
Zhuang according to the standard criteria proposed 
by the American Society of Hematology guidelines.3 
Thirty healthy controls (average age 37.47 years, 
range, 17 to 65 years) matched in respect to age 
and sex were also included in this study. The study 
was approved by the ethical committee of Shantou 
University Medical College. All of the subjects 
signed the informed consent before the experiment.
Administration and Criteria for Response: 
Patients diagnosed with primary ITP received 
the usual prednisone (or equivalent doses of 
methylprednisolone) therapy, 1-2 mg/kg/day, 

for 3 weeks, or combination with intravenous 
immunoglobulin (IVIG) 0.2-0.4 g/kg/day, for 
1-5 days. Response to treatment was classified to 
response (platelet count ≥50,000) and no response 
(no rising in platelet or platelet count <50,000 or 
symptomatic bleeding).
Helicobacter pylori and CagA detection: Thirteen 
carbon urea breath test (13C-UBT) was used to assess 
H. pylori infection according to a standard protocol 
included in the diagnosis kit (Helicobacter Test 
INFAI). Those found to have H. pylori infection 
were further tested for CagA antibody with an 
enzyme-linked immunosorbent assay (ELISA) kit 
(Human HP-Ap ELISA Kit). A result of at least 10 
units per ml in the blood was considered to indicate 
the presence of antibody against CagA.
Detection of B cells producing IgG anti-GPIIb/
IIIa and anti-GPIb antibodies: Freshly peripheral 
blood mononuclear cells (PBMCs) isolated from 
heparinized peripheral blood were assayed for B 
cells producing IgG anti-GPIIb/IIIa and anti-GPIb 
antibodies, using an enzyme-linked immunospot 
(ELISPOT) assay. The ELISPOT assay was 
performed as described.5 Briefly, 96-well ELISPOT 
plates (Millipore) with polyvinylidene membranes 
were activated by incubation with 99.5% ethanol. 
After washing the plates three times with sterile 
PBS, the plates were coated with 30μg/ml affinity-
purified human GPIIb/IIIa (Enzyme Research 
Laboratories) for 2 hours at RT. The plates were 
washed and then blocked with 1% fetal bovine 
serum. PBMCs suspended in RPMI with 10% 
fetal bovine serum were added to wells (105 cells/
well) in triplicate for each patient and control, and 
cultured at 370C with 5% CO2 for 4 hours. The plates 
were washed with sterile PBS-Tween three times. 
The plates were then incubated for 2 hours at RT 
with 50μL/well (1:1000) of alkaline phosphatase-
conjugated goat anti-human IgG (Sigma-Aldrich) 
and washed repeatedly in PBS-Tween and sterile 
PBS. Finally, Spots were visualized using an alkaline 
phosphatase conjugate substrate kit (Bio-Rad) 
as per manufacturer’s instruction. Recombinant 
human GPIbα (R&D) was used as the antigen in 
assay detecting B cells producing IgG anti-GPIb 
antibodies. Results were the mean numbers of the 
triplicate wells and are expressed as per 105 PBMCs. 
The cut-off values for anti-GPIIb/IIIa and anti-GPIb 
antibody-producing cells were defined as the mean 
values plus 5 standard deviations (mean+5SD) 
from healthy controls.
ANA test: Blood samples were collected from 
the patients. After blood clotted, serum was 
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collected from the clotted samples centrifuged 
and kept in 2-40C. ANAs were detected by indirect 
immunofluorescence technique on HEp-2 cells 
ANA kit (Euroimmune AG Company) within seven 
days. ANA positivity was defined as a titre ≥1:100.
Statistical Analysis: Continuous variables are 
expressed as mean ± standard deviation (SD). 
Differences between two groups were checked 
by Student’s t test or by Mann-Whitney test (non-
parametric factors). Differences in frequency 
between two groups were compared by the Chi-
square test or Fisher’s exact test, all statistical tests 
were two-sided and P values <0.05 or 0.01 were 
considered statistically significant. All data were 
analyzed with SPSS 19.0 (SPSS Inc., Chicago, IL, 
USA).

RESULTS

Patient characteristics: In this study, 76 primary 
ITP patients and 30 health controls were enrolled 
overall. There was no difference in age and sex 
between primary ITP patients and controls.
	 H. pylori infection was detected in 46 primary 
ITP patients by 13C-UBT. Twenty five out of 46 
patients were CagA antibody positive. According 
to the results of H. pylori and CagA antibody tests, 
the 76 primary ITP patients were then divided into 
three groups: group A, H. pylori negative (HP-, 
30 patients); group B, H. pylori positive but CagA 
negative (HP+CagA-, 21 patients) and group C, 

H. pylori positive CagA positive (HP+CagA+, 25 
patients). There was no significant difference in age, 
sex, mean baseline platelet count and ANA positive 
rate among HP-, HP+CagA-, and HP+CagA+ 
groups. Patients’ characteristics in different groups 
were shown in Table-I.
Quantification of anti-GPIIb/IIIa and anti-
GPIb antibody B cells: B cells producing anti-
GPIIb/IIIa and anti-GPIb antibody were detected 
and quantified in patients and healthy controls 
by ELISPOT assay. The number and positive 
frequencies of anti-GPIIb/IIIa producing B cells 
per 105 PBMCs in primary ITP patients were 
significantly higher than in controls (5.38±3.18 VS 
0.44±0.31 p<0.01; 82.89% VS 0% p<0.01). Results 
of primary ITP patients were further analyzed by 
groups as HP-, HP+CagA- and HP+CagA+. There 
were significantly more circulating anti-GPIIb/
IIIa antibody producing B cells in HP+CagA+ 
group than in HP- group and HP+CagA- group 
(7.40±3.39 VS 4.31±2.65 p<0.01; 7.40±3.39 VS 
4.49±2.61 p<0.01). The positive  frequency of anti-
GPIb antibody producing B cells in HP+CagA+ 
group were significantly higher than in HP- group 
(92.31%VS73.33%,p<0.05). There was no difference 
in anti-GPIIb/IIIa antibody-producing B cells 
between HP- group and HP+CagA- group (p>0.05).
	 In anti-GPIb antibody producing B cells 
ELISPOT assay, similarly, the number and 
positive frequencies were also significantly 

Table-II: Positive frequencies of anti-GPIIb/IIIa and anti-GPIb antibody-producing B cells.
	 Primary ITP	   HP- 	 HP+CagA- 	 HP+CagA+ 	 Healthy controls
	       (n=76)	 (n=30) 	   (n=21)	     (n=25)	        (n=32)

Anti-GPIIb/IIIa antibody-producing B cells alone	 82.89%	 73.33%	 77.27%	 92.31%*	 0%▲
Anti-GPIb antibody-producing B cells alone	 48.68%	 56.67%	 40.91%	 42.31%	 0%▲
Anti-GPIIb/IIIa antibody-producing B cells AND
Anti-GPIb antibody-producing B cells	 40.79%	 46.67%	 27.27%	 42.31%	 0%▲
Anti-GPIIb/IIIa antibody-producing B cells OR
Anti-GPIb antibody-producing B cells	 90.79%	 83.33%	 90.91%	 80.77%	 0%▲
*: HP+CagA+ vs HP-, P<0.05; ▲: Healthy controls VS primary ITP, p<0.01

Primary idiopathic thrombocytopenic purpura

Table-I: Patients’ clinical characteristic.
	 Primary ITP	
	 HP-	 HP+CagA-	 HP+CagA+	 Total

Number	 30	 21	 25	 76	 30
Sex (% female)	 60%	 71.43%	 72%	 67.10%	 66.67%
Age (mean ± SD years)	 35.03±10.79	 36.05±13.34	 36.12±9.82	 35.67±9.27	 37.47±14.59
Mean baseline platelet count,×109/L	 18.77±9.81	 20.62±11.79	 19.52±9.22	 19.39±10.24	 215.60±79.10*
ANA (% positive)	 36.67%	 19.05%	 20.00%	 26.32%	
*: Controls vs total, p<0.01

Clinical characteristics Controls
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higher in primary ITP patients as compared 
with controls (3.60±3.66 VS 0.29±0.40 p<0.01; 
48.68% VS 0% p<0.01). In  contrast,  H. pylori–
negative  patients  had more antibody producing 
B cells  response  to  GPIb compared  with  H. 
pylori positive  patients (5.19±4.78 VS 2.41±1.88, 
p<0.05; 5.19±4.78 VS 2.68±2.53, p<0.05). Anti-GPIb 
antibody producing B cells between Hp+CagA+ 
and Hp+CagA- group were no statistical difference 
(p>0.05). Also, no statistically significant differences 
were found in positive frequencies of anti-GPIb 
antibody producing B cells among the three groups 
(p>0.05). Results were shown in Table-II and Fig.1.
Therapeutic responses related to patient 
characteristics: Table-III summarizes the 
therapeutic responses relating to H. pylori infection 

status, anti-glycoprotein antibody-producing B 
cells, ANA results and some clinical characteristics. 
The results showed that a therapeutic response 
was more likely in patients presenting anti-GPIIb/
IIIa B cells, but the poor response was found to 
be associated with anti-GPIb B cells and ANA 
presences.

DISCUSSION

	 In primary ITP, platelets are destroyed by platelet 
autoantibodies which bind to multiple targets on 
the surface of platelets. Glycoproteins IIb/IIIa and 
Ib in the membrane of platelets are the two most 
common targets.6 Monoclonal antibody-specific 
immobilization of platelet antigen (MAIPA) assay 
has been developed by Kiefel and colleagues for 

Fig.1: Anti-GPIIb/IIIa and anti-GPIb antibody-producing B cells in ITP patients and healthy controls.

Table-III: Therapeutic response relating to some factors.
	 No response (NR) n=16	 Response (R) n=60	 P

HP-	 56.25% 	 35% 	 0.12
HP+CagA-	 25.00%	 28.00% 	 1.00
HP+CagA+	 18.75% 	 36.67%	 0.24
Anti-GPIIb/IIIa antibody-producing B cells present	 62.50% 	 88.33%	 0.02
Anti-GPIb antibody-producing B cells present	 81.25%	 40.00% 	 0.00
Sex (Female %)	 81.25%	 63.33%	 0.24
Age at diagnosis (years)	 32.63±7.24	 36.48±12.13	 0.28
Platelet count (x 109/L)	 18.75±10.08	 19.73±10.44	 0.91
ANA	 56.25%	 18.33%	 0.04

Cheng Yuanshan et al.
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the identification of platelet alloantibodies and for 
platelet-specific autoantibodies detection7. Warner 
et al. reported that measurement a combination of 
anti-GPIIb/IIIa antibodies and anti-GPIb antibodies 
by MAIPA assay had a sensitivity of 66% for the 
diagnosis of primary ITP.8 Kuwana et al. detected 
circulating B cells producing platelet-specific 
autoantibodies by ELISPOT assay. They found that 
the ELISPOT assay was useful in the diagnosis of 
ITP and was more sensitive than the MAIPA assay 
(90% versus 66%).9,10 So in our study, we chose to 
detect anti-GPIIb/IIIa and anti-GPIb antibody 
producing B cells by the ELISPOT assay for the 
common existence of the antibodies in patients with 
primary ITP and the high sensitivity of the assay. 
In the current investigation, our results of ELISPOT 
were concordant with the literature data10, anti-
GPIIb/IIIa antibody producing B cells and anti-
GPIb antibody producing B cells were presented in 
82.89% and 48.68% of the patients.
	 Several studies have focused on the correlation 
between H. pylori virulence genotypes and the 
pathogenesis of ITP. H. pylori strains containing 
CagA gene were found more frequent in H. 
pylori associated ITP.11 However, there is little 
information available related to the autoimmunity 
of the patients in different H. pylori genotypes. In 
the present study, we  have demonstrated  that  the 
anti-GPIIb/IIIa antibody producing B cells were 
elevated in primary ITP patients with H. pylori 
CagA positive infection. Our results supported the 
molecular mimicry hypothesis and might conclude 
that CagA antigen shared similar antigenic epitopes 
with GPIIb/IIIa instead of GPIb. Though in our 
results, anti-GPIb antibody producing B cells were 
more likely to increase in H. pylori negative primary 
ITP patients which showed higher ANA positivity. 
It is possible that ITP without H. pylori infection is 
caused by different mechanisms such as a systemic 
autoimmune condition.
	 Eradication of H. pylori was reported to achieve a 
platelet response in approximately half of the adult 
ITP patients (50.3%).12 However, great variabilities 
in the efficacy of H. pylori eradication therapy 
from different countries were also reported.13,14 
The efficacy of H. pylori eradication might depend 
on either innate immunity of the host, geography 
factors, or H. pylori strains.15,16 In the present study, 
we found that cases with elevated anti-GPIIb/IIIa 
antibody-producing B cells were more likely to 
respond to treatments. The presences of anti-GPIb 
antibody-producing B cells and positive ANA result 

were related to a poor therapeutic response. Our 
results are consistent with previous reports that the 
presence of platelet-associated anti-GPIb antibodies 
was associated with inadequate responses to 
corticosteroids and IVIG in ITP patients.17,18 
Nieswandt and colleagues demonstrated that 
anti-GPIba monoclonal antibodies induced 
profound thrombocytopenia by Fc-independent 
mechanisms.19 Platelet activation and apoptosis 
induced by anti-GPIba antibodies are critical in 
the Fc-independent platelets clearance while anti-
GPIIb/IIIa antibodies induced platelets clearance 
mainly by Fc-dependent phagocytosis. The different 
mechanism of platelets clearance may be at least 
one explanation for why anti-GPIb antibodies 
related to poor outcomes in some patients with 
ITP. Moreover, ANA presentation associates ITP 
with an underlying systemic autoimmune disorder, 
which contributes to the poor efficacy. Recently, 
Rocha et al. reported that platelet response of ITP 
after eradication of H. pylori was associated with 
the imbalance correction of T-helper (Th) and T 
regulatory (Treg) cytokines.20 This result indicates 
that the immune responses to H. pylori infected 
patients with ITP are different, which may be due 
to the difference between H. pylori strains, e.g. 
CagA+ and CagA- strains. The relation between the 
T cell cytokines and the H. pylori strains needs to be 
further investigated.
	 Two limitations of this study should be noted. 
Firstly, we merely detected the anti-platelet 
glycoprotein antibody producing B cells in the 
peripheral circulation which were mostly memory 
B cells. We were unable to detect the glycoprotein-
reactive B cells in the spleen for the reason of 
specimen limited. But there were studies which 
have demonstrated that frequencies of glycoprotein-
reactive B cells were not different between the 
peripheral blood and spleen,5 so this limitation 
has little effect on the results that are presented in 
this report. Secondly, the number of patients in the 
study was relatively small, which might influence 
the accuracy of statistics. Further studies with a 
larger number of patients are necessary to confirm 
these results.
	 In summary, our results have demonstrated that 
CagA antigen of H. pylori may induce anti-GPIIb/
IIIa antibodies production by a molecular mimicry 
mechanism. More efforts should be put towards 
understanding  the functional modulation of 
glycoprotein-reactive B cells that may be helpful to 
develop new strategies for the treatment of ITP.

   Pak J Med Sci   2015   Vol. 31   No. 1      www.pjms.com.pk   125

Primary idiopathic thrombocytopenic purpura



[Epub ahead of print]

	 Authors

1.	 Yuan-Shan Cheng, MD,
2.	 Li-Ping Kuang, MD,
	 Department of Pathology, 
	 Shantou Central Hospital,
	 Guangdong, China, 515000.
3.	 Chun-Lan Zhuang, MD,
4.	 Jia-Dian Jiang, MD,
5.	 Man Shi, MD,
1,3-5:	Department of Hematology,
	 The First Affiliated Hospital of 
	 Shantou University Medical College,
	 Guangdong, China, 515000.

126   Pak J Med Sci   2015   Vol. 31   No. 1      www.pjms.com.pk

ACKNOWLEDGMENTS

	 The authors thank Technician Dong-Qing Zhang 
and, Technician Fang-Bin Zhou, department of 
laboratory, for their excellent technical assistance.

Conflicts of interest: The authors declare that they 
have no conflicts of interest.

REFERENCES
1.	 Stasi R. Immune thrombocytopenia: pathophysiologic and 

clinical update. Semin Thromb Hemost. 2012;38(5):454-462. 
2.	 Gasbarrini A, Franceschi F, Tartaglione R, Landolfi 

R, Pola P, Gasbarrini G. Regression of autoimmune 
thrombocytopenia after eradication of Helicobacter pylori. 
Lancet. 1998;352(9131):878. 

3.	 Neunert C, Lim W, Crowther M, Cohen A, Solberg L, 
Crowther MA. The American Society of Hematology 2011 
evidence-based practice guideline for immune thrombocy-
topenia. Blood. 2011;117(16):4190-41207. 

4.	 Takahashi T, Yujiri T, Shinohara K, Inoue Y, Sato Y, Fujii 
Y, et al. Molecular mimicry by Helicobacter pylori CagA 
protein may be involved in the pathogenesis of H. pylori-
associated chronic idiopathic thrombocytopenic purpura. 
Br J Haematol. 2004;124(1):91-96.

5.	 Kuwana M, Okazaki Y, Kaburaki J, Kawakami Y, Ikeda Y. 
Spleen is a primary site for activation of platelet-reactive 
T and B cells in patients with immune thrombocytopenic 
purpura. J Immunol. 2002;168(7):3675-3682.

6.	 Beardsley DS, Ertem M. Platelet autoantibodies in immune 
thrombocytopenic purpura. Transfus Sci. 1998;19(3):237-
244.

7.	 Grimaldi D, Canouï-Poitrine F, Croisille L, Lee K, Roudot-
Thoraval F, Languille L, et al. Antiplatelet antibodies 
detected by the MAIPA assay in newly diagnosed immune 
thrombocytopenia are associated with chronic outcome and 
higher risk of bleeding. Ann Hematol. 2014;93(2):309-315.

8.	 Warner MN, Moore JC, Warkentin TE, Santos AV, Kelton 
JG. A prospective study of protein-specific assays used 
to investigate idiopathic thrombocytopenic purpura. Br J 
Haematol. 1999;104(3):442-447.

9.	 Kuwana M, Okazaki Y, Kaburaki J, Ikeda Y. Detection of 
circulating B cells secreting platelet-specific autoantibody is 
useful in the diagnosis of autoimmune thrombocytopenia. 
Am J Med. 2003;114(4):322-325.

10.	 Kuwana M, Okazaki Y, Ikeda Y. Detection of circulating B 
cells producing anti-GPIb autoantibodies in patients with 
immune thrombocytopenia. PLoS One. 2014;9(1):e86943. 

11.	 Emilia G, Luppi M, Zucchini P, Morselli M, Potenza L, 
Forghieri F, et al. Helicobacter pylori infection and chronic 
immune thrombocytopenic purpura: long-term results 
of bacterium eradication and association with bacterium 
virulence profiles. Blood. 2007;110(12):3833-3841.

12.	 Stasi R, Sarpatwari A, Segal JB, Osborn J, Evangelista ML, 
Cooper N, et al. Effects of eradication of Helicobacter pylori 
infection in patients with immune. Effects of eradication 
of Helicobacter pylori infection in patients with immune 
thrombocytopenic purpura: a systematic review. Blood. 
2009;113(6):1231-1240. 

13.	 Jarque I, Andreu R, Llopis I, De la Rubia J, Gomis F, Senent 
L, et al. Absence of platelet response after eradication 
of Helicobacter pylori infection in patients with chronic 
idio-pathic thrombocytopenic purpura. Br J Haematol. 
2001;115(4):1002-1003.

14.	 Ahn ER, Tiede MP, Jy W, Bidot CJ, Fontana V, Ahn YS. 
Platelet activation in Helicobacter pylori-associated 
idiopathic thrombocytopenic purpura: eradication reduces 
platelet activation but seldom improves platelet counts. 
Acta Haematol. 2006;116:19-24.

15.	 Scandellari R, Allemand E, Vettore S, Plebani M, Randi ML, 
Fabris F. Platelet response to Helicobacter pylori eradication 
therapy in adult chronic idiopathic thrombocytopenic 
purpura seems to be related to the presence of anticytotoxin-
associated gene A antibodies. Blood Coagul Fibrinolysis. 
2009 ;20(2):108-113. 

16.	 Kodama M, Kitadai Y, Ito M, Kai H, Masuda H, Tanaka 
S, et al. Immune response to CagA protein is associated 
with improved platelet count after Helicobacter pylori 
eradication in patients with idiopathic thrombocytopenic 
purpura. Helicobacter. 2007;12(1):36-42.

17.	 Zeng Q, Zhu L, Tao L, Bao J, Yang M, Simpson EK, 
et al. Relative efficacy of steroid therapy in immune 
thrombocytopenia mediated by anti-platelet GPIIbIIIa 
versus GPIbα antibodies. Am J Hematol. 2012;87(2):206-208. 

18.	 Go RS, Johnston KL, Bruden KC. The association 
between platelet autoantibody specificity and response 
to intravenous immunoglobulin G in the treatment of 
patients with immune thrombocytopenia. Haematologica. 
2007;92(2):283-284.

19.	 Nieswandt B, Bergmeier W, Rackebrandt K, Gessner 
JE, Zirngibl H. Identification of critical antigen-
specific mechanisms in the development of immune 
thrombocytopenic purpura in mice. Blood. 2000;96(7):2520-
2527.

20.	 Rocha AM, Souza C, Melo FF, Clementino NC, Marino MC, 
Rocha GA, et al. Cytokine profile of patients with chronic 
immune thrombocytopenia affects platelet count recovery after 
Helicobacter pylori eradication. Br J Haematol. 2014 Sep 26. doi: 
10.1111/bjh.13141. [Epub ahead of print]

Authors’ Contributions:

Cheng YS: Designed the research and wrote the 
paper.
Zhuang CL: Performed the clinical studies.
Kuang LP, Jiang JD and Shi M: Performed the 
laboratory studies.
Jiang JD: Attended to statistical analysis.

Cheng Yuanshan et al.

http://www.ncbi.nlm.nih.gov/pubmed/9742983

