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Abstract Objective: To explore the incidence, relevant clinical risk factors and prognosis of intracranial hem-
orrhage in children with primary immune thrombocytopenia (ITP) . Method : Retrospective analysis was conducted
on 17 cases of ITP with intracranial hemorrhage admitted in four children hematologic diseases centers during 2001
to 2011, Result; The incidence of intracranial hemorrhage in children with ITP was 0. 46 %. There were some risk
factors for intracranial hemorrhage,such as disease course within 1 month for acute patients and longer than 1 year
for chronic patients;concurrent-infection;strenuous exercise; trauma and platelet count less than 10X 10° /L. The
motality of ITP with intracranial hemorrhage was 11. 7% and the prognosis was fine after active treatment. Con-

clusion : Intracranial hemorrhage in children with ITP was a disease which could be effectively cured through active
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treatment, The majority of survivors did not have severe neurological sequelae.
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