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Efficacy of Eltrombopag Olamine in Immune Thrombocytopenia Associated
with Diffuse Large B-cell Lymphoma

Hiroyuki SATO, Yusuke KOMIYA and Shigeru HOSHINO
Department of Hematology, Saitama Red Cross Hospital

A 78-year-old man visited our hospital because of thrombocytopenia, indicated by continuous nasal bleeding.
He had no signs of any other underlying disease or condition, except for a left cervical lymph node about 1 cm in
diameter. The elevated level of PAIgG and megakaryocytic hyperplasia in his bone marrow pointed toward idi-
opathic thrombocytopenic purpura (ITP), and he was administered prednisolone (PSL). However, although initial
remission was seen, repeated recurrence of thrombocytopenia after tapering necessitated dose escalation of PSL.
Thus, eltrombopag olamine (REVOLADE®) was administered 11 months later and it significantly improved
thrombocytopenia. From that time, enlargement of the left cervical lymph node was observed. Biopsy of the
lymph node revealed hyperplasia of abnormal B-lymphocytes, and thus, diffuse large B-cell lymphoma (DLBCL)
was diagnosed and chemotherapy (R-CHOP regimen) was administered. Because R-CHOP improved not only the
lymph node involvement but also the platelet count, eltrombopag olamine was discontinued and PSL was ta-
pered. Although lymphoproliferative disorder is a cause of immune thrombocytopenia, only 16 cases of concur-
rent immune thrombocytopenia and DLBCL have been reported thus far. Here, we report a case of DLBCL-
associated immune thrombocytopenia that was misdiagnosed as ITP, was unresponsive to steroid therapy for
over about a year, and was eventually successfully treated with eltrombopag olamine.
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Fig. 1 Radiographic findings: (a) A computed tomography scan obtained before PSL ad-
ministration showed a left internal jugular lymph node about 1 c¢cm in diameter (arrow).
(b) The enlarged left cervical lymph node (arrow) was detected 1 month after the start
of eltrombopag olamine. (c) Positron emission tomography showed pronounced uptake
of fluorodeoxyglucose in the left tonsil, cervical nodes, and supraclavicular nodes. (d) En-
largement of lymph nodes disappeared after the completion of R-CHOP therapy.
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Fig. 2 Clinical course of our patient
PSL: prednisolone, Eltrombopag: eltrombopag olamine, R-CHOP: chemotherapy consisting
of rituximab, cyclophosphamide, doxorubicin, vincristine, and prednisolone

Fig. 3 Left cervical lymph node biopsy: Hematoxylin
and Eosin staining showed that abnormal interme-

diate- to large-sized cells were admixed with small
lymphocytes.
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