
Journal of Medical Case Reports and Case Series ISSN: 2692-9880 

Citation: Barua A, Warwick R (2022) Left Ventricular Free Wall Rupture Complicated by Post-Transfusion Purpura – a therapeutic challenge. J Med Case Rep Case Series 3(11): 

https://doi.org/10.38207/JMCRCS/2022/NOV03110381 

 

 

Case Report Volume 3 Issue 11 

Left Ventricular Free Wall Rupture Complicated by Post-Transfusion Purpura: A therapeutic 

challenge 

Anupama Barua FRCS, MD *, Richard Warwick FRCS 

Department of Cardiothoracic Surgery University Hospitals North Midlands NHS Trust, UK 

*Corresponding Author: Anupama Barua FRCS, MD, Department of Cardiothoracic Surgery University Hospitals North Midlands NHS Trust, 

UK 

Received date: 30 July 2022; Accepted date: 19 August 2022; Published date: 22 August 2022 

Citation: Barua A, Warwick R (2022) Left Ventricular Free Wall Rupture Complicated by Post-Transfusion Purpura: A therapeutic challenge. J 

Med Case Rep Case Series 3(11): https://doi.org/10.38207/JMCRCS/2022/NOV03110381 

Copyright: © 2022 Anupama Barua FRCS (C-Th), MD. This is an open-access article distributed under the terms of the Creative Commons 

Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are 

credited. 

 

 

Introduction 

Post-transfusion purpura (PTP) is a rare condition presented as severe 

thrombocytopenia and bleeding disorder [1]. It develops in 7-14 days 

after transfusion of blood products. The development of antibodies 

for human platelet-specific antigen (HPA) is responsible for this 

disorder. Detection of HPA and genotyping of platelet are essential to 

diagnose the disease. The estimated incidence is 1:50,000 - 100,000 

 
 

transfusions [2]. It usually happens in a multiparous woman with a 

history of blood transfusion. PTP is rarely reported after cardiac 

surgery. Here we present a case of a female patient who underwent 

left ventricular free wall rupture repair and developed PTP after 

massive blood transfusions. To our knowledge, this is the first case of 

PTP following left ventricular free wall rupture. 

 

Case Report 

A 71 years old lady was admitted to the hospital with a history of 

chest pain and heaviness in the left arm. Her past medical history 

included osteoarthritis, breast cancer, type 2 diabetes, high blood 

pressure, and high cholesterol. On admission blood results revealed 

troponin level > 25,000, platelet 219, eGFR > 90, and the rest of the 

results were within the normal range. The coronary angiogram 

revealed mild disease in the left main stem, left anterior descending 

artery, right coronary artery, and blocked obtuse marginal branch. As 

she was pain-free, the plan was to monitor her and discharged her in 

a week for a further review in 6 weeks in the cardiac surgery clinic. 

On the day of discharge, she collapsed. Clinically, she was in 

cardiogenic shock and transthoracic echocardiography confirmed a 

large haemopericardium with a ruptured left ventricle (LV). 

The decision was made to take her to the theatre for a salvage repair 

of LV. Intraoperatively, haemopericardium with large clots and 

rupture of the lateral wall of LV close to the apex were identified. The 

rupture was repaired with layers of the porcine pericardium and a 

BioIntegral surgical patch. BioGlue surgical adhesive (Cryolife) was 

applied to achieve a hemostatic patch. The repair was reinforced with 

Tisseel (Baxter), Floseal Haestatic Matrix (Baxter), and Surgicel 

(Ethicon). The patient was coagulopathic and required 12 units of 

FFP, and 4 units of platelets. Complete hemostasis was not 

 
 

achievable, the chest was packed and left open. An intraaortic balloon 

pump (IABP) was inserted to reduce the afterload and aid with 

coronary perfusion. The total Cross clamp was 47 min and the CPB 

time was 108 min. 

Her immediate post-operative period was stormy. She was on a high 

dose of inotropes. In 10th POD, the patient received multiple blood 

product transfusions including 17 units of RBC, 18 units of FFP, 6 

units of cryoprecipitate, and 6 bags of platelets. Hematologists were 

involved and diagnosed the case as massive transfusion-related 

coagulopathy such as TTP, PTP, ITP, or HIT. HIT low probability 

score Probability of HIT (< 5 %) and HIT ELISA screen negative. 

The plasmic score was 4 which indicated a low probability of TTP. 

She did not show any sign of infection or sepsis. Anti-HPA1a 

antibodies were detected through MAIPA and platelet 

immunofluorescence, ADAMTS13 81 % (normal). The coagulopathy 

eventually was diagnosed as post-transfusion purpura. HLA-matched 

platelets 2 units were preserved but which could be ineffective due to 

the ‘bystander' effect. She received IV immunoglobulin for 2 

consecutive days and responded slowly. The platelet count was rising 

from 5 to 82 on the 15th POD [Figures 1 & 2]. 

Her CT scan on 16th POD confirmed the appearance of LV rupture at 

the inferolateral wall with contrast leaking into the pericardium and a 

Abstract 

Left ventricular free wall rupture is a catastrophic consequence of myocardial infarction and surgical intervention reduces the mortality. Here, 

we discuss a case of surgically repaired left ventricular free wall rupture who developed post-transfusion purpura in the postoperative period. 
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rim measuring up to 2.7 cm. At the same time, she developed 

gastrointestinal bleeding and acute renal failure. She was on 

continuous venovenous hemofiltration (CVVH) for acute kidney 

injury. To date, she received 25 units of RBC, 10 units of platelets, 8 

units of cryoprecipitate, and 20 units of FFP. Unfortunately, despite 

all efforts, she passed away on 17th POD due to multi-organ failure. 

 

Discussion 

Left ventricular free wall rupture (LVFWR) is one of the fatal 

complications following acute myocardial infarction. Conservative 

management leads to 80 % mortality and surgical mortality is also as 

high as 32-50 % [3]. In this case, the patient was diagnosed with 

LVFWR within six days of acute myocardial infarction. She was in 

cardiogenic shock before surgery and developed cardiac tamponade. 

Intraoperatively, an intra-aortic balloon was inserted to support the 

coronary perfusion and reduce the intracavitary pressure and volume 

in the left ventricle. 

In our patient, PTP developed after getting blood transfusions 

following repair of LVFW repair. PTP develops when patients are 

exposed to HPA during pregnancy or massive blood transfusion. The 

antibodies annihilate the patients’ platelet and transfused platelet by 

cross-reactions. 

Here, multiple factors contributed to the low platelet count and 

impaired platelet function. Firstly, she was admitted to the cardiology 

ward six days before surgery where she received low molecular 

weight heparin (LMWH) as prophylaxis of deep vein thrombosis. 

Although the incidence of heparin-induced thrombocytopenia (HIT) 

is less common in LMWH, thrombocytopenia is diagnosed in 0.065 

% of patients of 1/1500 hospital admission [4]. Secondly, the patient 

was exposed to high dose heparin for cardiopulmonary bypass. She 

was in cardiopulmonary bypass for 108min which reduced platelet 

function. Thirdly, she was on IABP which also destroy the platelet. 

Finally, she had a massive blood transfusion (25 units of RBC, 10 

units of platelets, 8 units of cryoprecipitate, and 20 units of FFP) to 

treat the coagulopathy and restore the hemostasis. 

 
 

In our case, the patient was hemodynamically unstable and IABP was 

inserted twice and kept in situ for >10 days. IABP leads to a decrease 

in platelet count as the platelets are adherent to the balloon surface. 

The count usually returns to normal after 4 days of balloon insertion 

[5]. However, the low platelet count continued in our patient. 

Our initial differential diagnosis was HIT which is not uncommon 

after cardiac surgery [6]. The incidence of HIT after open-heart 

surgery is as high as 3 % [7-10]. However, in this case, the platelet 

count was reduced by more than 50 % in 1st POD [Figure 1 & 2] and 

she did not show any clinical sign of thrombocytosis and ELISA 

revealed negative IgG for HIT. The platelet count dropped to as low 

as 4 in the 10th POD. It was confirmed at that time with PTP in 

presence of the HPA1a antibody in the serum. The main stem of the 

management of PTP is immunoglobulin [11]. She received the 

treatment and responded to it. It was documented in the literature to 

treat with plasmapheresis and prednisolone [12,13]. Plasmapheresis 

reduces the antibody load and can potentially decrease the need for 

transfusion of blood products [14]. 

Bleeding in the gastrointestinal system, intracranial bleeding, and 

bleeding in the urinary system are catastrophic complications in PTP. 

It was reported that 5 % of patients mortality following bleeding 

complications [13]. Our patient developed melena on the 15th day of 

diagnosis of PTP. 

The absence of functional platelet resulted in continuous leakage and 

failure to seal the repair edge. On 16th POD, CT demonstrated the 

repair was leaking. 

 
 

Post operative day Platelet count 

0 219 

1 61 

2 34 

3 30 

4 33 

5 27 

6 29 

7 23 

8 13 

9 4 

10 5 

11 3 

12 5 

13 36 

14 26 

15 82 

16 73 

17 84 
 

Figure 1. Table 1: Demonstrating Platelet count in post-operative days 



Journal of Medical Case Reports and Case Series ISSN: 2692-9880 

Citation: Barua A, Warwick R (2022) Left Ventricular Free Wall Rupture Complicated by Post-Transfusion Purpura – a therapeutic challenge. J Med Case Rep Case Series 3(11): 

https://doi.org/10.38207/JMCRCS/2022/NOV03110381 

 

 

 

 

Figure 2: Platelet count in post-operative days 
 

 

Conclusion 

LVFW rupture is a lethal complication and surgery is the gold 

standard of treatment. This case report demonstrated that a patient 

with surgical intervention in LVFWR could not have a successful 

outcome as the patient developed PTP, continued leakage due to no 

 
 

sealing of the repair, and ultimately a multi-organ failure and 

complication of PTP. The diagnosis of PTP should be considered in 

evaluating the patient with life-threatening thrombocytopenia after 

cardiac surgery. 
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