
LETTER TO THE EDITOR

An adult blind man presenting
severe impairment of the right
finger, ecchymosis in the thorax
region, and haemorrhagic
blisters on the oral mucosa
Editor

Thrombocytopenia is defined as a reduced platelet count within

blood (<100 9 109 units/L),1 generating a primary haemostatic

defect.2 This condition may be observed in diseases associated

with (i) impaired platelet production (e.g. aplastic anaemia,

myelodysplastic syndrome, chemotherapy), and (ii) increased

splenic sequestration (e.g. splenomegaly, disseminated intravas-

cular coagulation, thrombotic microangiopathy).1,2 Immune

thrombocytopenic purpura (ITP) consists of an acquired

immune-mediated disorder with severe dermatological manifes-

tations in which auto-antibodies establish a direct link with spe-

cific glycoproteins expressed on platelet surfaces, such as IIb-IIIa

and Ib-IX, promoting platelet destruction by macrophages from

the reticuloendothelial system.1,3–5

A 56-year-old blind man residing in a low-income rural dis-

trict in the city of Sobral (Brazil), presented to the Stomatology

Service of the Federal University of Cear�a (Sobral Campus, Bra-

zil) for a dental appointment complaining of oral discomfort.

Patient reported a last dental visit 5 years before the present

consultation, at the same time in which complete blindness had

been diagnosed as a result of uncontrolled systemic hyperten-

sion, and untreated glaucoma. The primary care physician had

previously screened patient for dietary restrictions, alcohol con-

sumption, drug abuse, hepatitis B/C, HIV infection and diabetes

(plasma glucose, 86.9 mg/dL; laboratory reference value, 66–

99 mg/dL), and patient’s medical chart/labs did not confirm the

presence of these conditions. Physical examination showed red-

dened stains and ecchymosis in the thorax region, haemorrhagic

petechiae on the fingers, and severe impairment of the right fin-

ger (Fig. 1). On intraoral exam, haemorrhagic blisters were

observed on the lower lip and left buccal mucosa (Fig. 1), in

addition to palatal petechiae and spontaneous gingival bleeding.

To investigate any pre-existing blood dyscrasias, a complete hae-

mogram was requested. The haemogram showed a low platelet

count of 14 000 units/mm³ (laboratory reference value of

150 000–450 000 units/mm³) and a normal total white blood

cell count of 6.1 9 103/mm3 (laboratory reference value of

4–10 9 103/mm3). All other laboratory values were within

normal limits: red blood cell count (RBC) of 4.32 9 106/mm3;

haemoglobin (Hgb) of 13.4 g/dL; and a haematocrit (Hct) of

40.3%. In view of these clinical findings, presence of severe

thrombocytopenia, and need for dental extractions, the patient

was referred to the Regional Center of Hematology and Hemo-

therapy of Sobral (Brazil) for medical evaluation and appropri-

ate diagnosis. New laboratory exams confirmed the existence of

persistent thrombocytopenia (35 000 units/mm3), with normal

values for RBC (4.47 9 106/mm3), Hgb (14.6 g/dL), Hct

(42.6%), mean corpuscular volume (95 fL) and total leucocyte

count (6200 cells/mm3). Thus, the final diagnosis was ITP.6

Presently, corticosteroid therapy was the elected treatment alter-

native (prednisone: 80 mg/day), which leads the patient to a

gradual regression of oral lesions, re-establishing platelet counts

to acceptable levels after a 24-month follow-up period (initial:

14,000 units/mm³; final: 118,000 units/mm³). In this case, the

patient reported interruption and irregular use of the prescribed

medication, increasing the severity of thrombocytopenia
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Figure 1 (a) Lower lip showing haemorrhagic blister. (b) Haemor-
rhagic blisters observed on the left buccal mucosa. (c) Severe
impairment of the right finger secondary to thrombocytopenia. (d)
Skin lesion on the thorax region. (e) Intraoral view showing partial
regression of oral lesions 1 month after the initial examination, with
the presence of spontaneous bleeding, petechial lesions, and indi-
cation for tooth extraction. (f) Extraoral view of the upper and lower
lips at the 18-month follow-up visit showing the presence of haem-
orrhagic blisters and ecchymosis, demonstrating clinical signs and
symptoms of thrombocytopenia. (g) Absence of lip lesions (24-
month follow-up visit). (h) Normal buccal mucosa. (i) Thorax region
showing a normal aspect.
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between the 2nd and 4th follow-up months and a worsening in

the oral condition was observed during this period. In brief, this

clinical picture highlights the relationship of blood dyscrasias

with cutaneous pathologies. In addition, manifestations in the

oral cavity may be in association with the first clinical signs of

these systemic alterations. Through recognition of dermatologi-

cal signs and symptoms of ITP coupled with oral mucosal find-

ings, the professional may establish an early diagnosis, and

positively interfere in the clinical course of the disease.
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