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Abstract: Hereditary thrombotic thrombocytopenic purpura (hTTP), also known as Upshaw–Schulman
syndrome, is a rare genetic disorder caused by mutations in the ADAMTS13 gene that leads to de-
creased or absent production of the plasma von Willebrand factor (VWF)-cleaving metalloprotease
ADAMTS13. The result is circulating ultra-large multimers of VWF that can cause microthrombi,
intravascular occlusion and organ damage, especially at times of turbulent circulation. Patients
with hTTP may have many overt or clinically silent manifestations, and a high index of suspicion
is required for diagnosis. For the treatment of hTTP, the goal is simply replacement of ADAMTS13.
The primary treatment is prophylaxis with plasma infusions or plasma-derived factor VIII products,
providing sufficient ADAMTS13 to prevent acute episodes. When acute episodes occur, prophylaxis
is intensified. Recombinant ADAMTS13, which is near to approval, will immediately be the most
effective and also the most convenient treatment. In this review, we discuss the possible clinical
manifestations of this rare disease and the relevant differential diagnoses in different age groups. An
extensive discussion on prophylaxis and treatment strategies is also presented. Unique real patient
cases have been added to highlight critical aspects of hTTP manifestations, diagnosis and treatment.

Keywords: hereditary thrombotic thrombocytopenic purpura; thrombotic thrombocytopenic
purpura; thrombotic microangiopathies; recombinant ADAMTS13; rADAMTS13

1. Introduction

Hereditary thrombotic thrombocytopenic purpura (hTTP), also known as Upshaw–
Schulman syndrome, is a rare genetic disorder with possible lifetime morbidity and early
mortality [1]. The estimated prevalence is one case per million people. It is an autosomal
recessive disorder caused by mutations in the ADAMTS13 gene that leads to decreased or
absent production of the plasma von Willebrand factor (VWF)-cleaving metalloprotease
ADAMTS13. The result is circulating ultra-large multimers of VWF that can cause mi-
crothrombi, intravascular occlusion and organ damage, especially at times of turbulent
circulation. Patients with hTTP may have many overt or clinically silent manifestations. A
high index of suspicion is required for diagnosis. Times of great risk are newborn infancy
and pregnancy. Recognition of hTTP and institution of early prophylactic treatment can
reduce long-term complications. The aim of this review is to describe the pathophysi-
ology, symptomatology in different vulnerable age groups and the available treatment
options to provide physicians with the means to suspect hTTP and refer to hematologists
for appropriate diagnosis and management.

Because hTTP is rare, it is often initially misdiagnosed as the much more commonly
acquired autoimmune TTP (iTTP) [2]. The incidence of iTTP is 2–3 cases per million people
in a year. Diagnosis of iTTP is confirmed by identification of anti-ADAMTS13 antibodies,
but these antibodies are not always detectable.
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2. Pathophysiology

hTTP is an autosomal recessive condition characterized by presence of biallelic pathogenic
variants in the ADAMTS13 (a disintegrin and metalloproteinase with a thrombospondin
type 1 motif, member 13) gene located on chromosome 9q34 [3,4]. The normal gene codes
for ADAMTS13, which is an active enzyme responsible for the proteolysis of the ultra-
large von Willebrand factor (UL-VWF) multimers [5,6]. When endothelium is activated,
the severe deficiency of ADAMTS13 in hTTP results in the accumulation of these large
multimers with an increased ability to bind platelets. Platelet-attached VWF multimers
cause a further increase in shear stress in the microvasculature [7]. An abnormal coagulation
cascade, microvascular thrombi and hemolysis thus ensue [8] (Figure 1).
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Figure 1. Pathophysiology of TTP. Image A depicts normal physiology with ADAMTS13-mediated
cleavage of ultra-large VWF multimers. Image B describes pathophysiology of hTTP with absence of
ADAMTS13 leading to circulating ultra-large VWF with sheer stress causing interaction of activated
platelets and VWF multimers thus propagating microthrombi causing occlusion. Image C describes
immune TTP where an anti-ADAMTS13 antibody renders the protein nonfunctional or enhances
its clearance leading to circulating ultra-large VWF interacting with activated platelets causing
microvascular thrombosis.

Over 200 pathogenic variants in the ADAMTS13 gene have been demonstrated in
various studies [9–11]. In the International Hereditary Thrombotic Thrombocytopenic
Purpura Registry, c.4143_4144dupA (exon 29;p.Glu1382Argfs*6) was the most frequent
mutation present, present on 60 of 246 alleles [9]. In 2019, van Dorland et al. evaluated
the residual ADAMTS13 activity and its relationship to disease onset with an emphasis on
carriers with c.4143_4144dupA mutation. They reported that homozygous status or residual
ADAMTS13 activity did not appear to have a significant impact on disease phenotype. In
fact, a greater number of compound heterozygotes developed overt disease manifestations
at an earlier age while having higher baseline activity of ADAMTS13 [9]. Conversely, in
a cohort of 29 hTTP patients, Lotta et al. found that residual ADAMTS13 activity < 3%
was associated with earlier disease onset [12]. They also described a subset of patients
with homozygous R1060W genotype who had a higher residual ADAMTS13 activity and
later age at onset of first TTP episode requiring therapeutic intervention. This depicts
the inconsistencies seen in genotype–phenotype correlation in hTTP. Together with the
influence of other intrinsic factors, severity of disease can vary widely between individuals
regardless of the underlying genetic mutations present.
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3. Clinical Presentation and Differential Diagnoses
3.1. Newborn Infants

hTTP often presents with severe hyperbilirubinemia, caused by hemolysis, and throm-
bocytopenia within the first days after birth. The diagnosis of hTTP is often not considered
due to its rarity. It is often misdiagnosed as the more common ABO incompatibility, which
can cause milder hyperbilirubinemia [6,13,14]. The first hours of life are critical for infants
with hTTP because the turbulent circulation in the patent ductus arteriosus causes uncoiling
of the UL-VWF multimers, allowing for platelet binding and subsequent platelet aggre-
gation [15], causing systemic microvascular thrombosis. There are no fetal complications
before birth because there is no turbulent circulation in the fetus. Liu et al. were the first
to present quantitative data to distinguish the severe hemolysis and hyperbilirubinemia
of hTTP from ABO incompatibility (Table 1) [16,17]. In this retrospective comparative
case series, all four patients with hTTP developed jaundice within 24 h and the maximum
serum bilirubin concentrations were higher and developed earlier compared to neonates
with ABO incompatibility (median, 24 mg/dL at 38 h after birth versus 16 mg/dL at 74 h
after birth). Additionally, anemia and severe thrombocytopenia were common in hTTP
patients, all hTTP patients having severe thrombocytopenia. Serum creatinine and blood
urea nitrogen were also higher in the hTTP patients. Not surprisingly, all four neonates
with hTTP demonstrated refractoriness to phototherapy and intravenous immunoglobulin.
However, they responded to whole blood exchange transfusion. Two of the four infants
had older siblings who died at birth, undoubtedly with unrecognized hTTP. None of the
four infants were diagnosed with hTTP until they later experienced recurrent symptoms at
1–48 months old.

Table 1. Comparison of key distinguishing clinical features of hereditary thrombotic thrombo-
cytopenic purpura (hTTP) and ABO incompatibility [16,17]. Table reused from James George’s
publication (Res Pract Thromb Haemost, 2022) [17].

Clinical Feature Hereditary TTP (4 Infants) ABO Incompatibility (20 Infants)

Family history Two patients each had one older sibling who
died 2 days after birth with jaundice, hemolysis No infant deaths

Jaundice onset (h) 10 (5–13) 69 (18–82)
Bilirubin (mg/dl), maximum 24 (38 h after birth) 16 (74 h after birth)

Bilirubin response to phototherapy, IVIg a 0 20 (100%)
Hemoglobin (g/dL, mean, minimum) 10.6 16.3
Platelet count (/µL, mean, minimum) 17,000 291,000

a All patients with ABO incompatibility and hTTP were initially treated with phototherapy and IVIg.

In a review of publications describing 208 patients with hTTP [18], 9 of 32 deaths
occurred in neonates. Only one infant was suspected to have hTTP before death, but he
was not treated; two were suspected and confirmed to have hTTP after death; six were only
suspected after a subsequent sibling was born and diagnosed with hTTP. This illustrates
that hTTP is rarely recognized at birth and highlights the importance of suspecting hTTP
as one of the potential etiologies of neonatal hemolysis and jaundice, especially when
concomitant thrombocytopenia is present.

Because it is rare, hTTP is often not considered as a potential cause for neonatal
hyperbilirubinemia, even if is accompanied by thrombocytopenia. Confounders like critical
illness, preeclampsia-causing thrombocytopenia, and anemia are common especially in
newborn infants admitted to the neonatal intensive care unit. This leads to delayed or
missed diagnosis of hTTP. This must change, and a high index of suspicion for hTTP can
certainly lead to improved outcomes. If hTTP is suspected, the current treatment regimen
is plasma infusion or a factor VIII concentrate that contains ADAMTS13 (e.g., Koate,
Octaplas®). When recombinant ADAMTS13 (rADAMTS13) becomes available, it will allow
for prompt, complete recovery [19]. Subsequent confirmation of the diagnosis of hTTP is
established by documenting ADAMTS13 deficiency. Florescence resonance energy transfer
(FRET) assay is the most commonly available commercial method for quantification of
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ADAMTS13 activity. The cases described in this review had testing completed using
this assay.

Other hemolytic disorders in newborn infants are characterized by the presence of
progressively worsening hyperbilirubinemia and anemia within the first few weeks of
life [20]. The most common cause of neonatal hyperbilirubinemia is ABO incompatibility,
in which maternal antibodies cross the placenta to attack fetal red blood cells. In contrast to
hTTP, the hyperbilirubinemia is not severe, and it resolves with phototherapy [21]. In a
study of 878 deliveries, 17.3% neonates were at risk for hemolysis because they had blood
groups A or B and were born to mothers with blood group O [22]. One-third of these
neonates developed jaundice requiring phototherapy. Neonates who have red cell antigen
incompatibility can be identified with a positive direct antiglobulin test [21].

Case 1: A Case of hTTP in a Newborn Infant [19]

A pregnant woman had four previous pregnancies: two had been uncomplicated;
one infant died 3 days after delivery; a subsequent infant died 14 days after delivery.
Both of these infants had severe hyperbilirubinemia and thrombocytopenia. After the
second infant’s death, pathogenic biallelic ADAMTS13 mutations were documented. In this
report of a subsequent delivery [19], the infant was normal at birth, but her platelet count
decreased to 13,000/µL in 7 h. She was managed with Octaplas® (solvent detergent fresh
frozen plasma) that maintained her platelet count at 30,000/µL until rADAMTS13 was
available (on a compassionate use basis) at 24 h. After 3 days of rADAMTS13 treatment,
her platelet count was normal. Subsequently, the diagnosis of hTTP was confirmed by
ADAMTS13 activity <2%. After day 6, rADAMTS13 was continued every 10 days. At
age 2, she had reached all developmental milestones and had had no symptoms of TTP.
This experience emphasizes the role of early diagnosis and treatment in the management
of hTTP to prevent neonatal morbidity and mortality. If hyperbilirubinemia is severe,
one should consider hTTP as a possibility in the list of potential diagnosis. In the future,
availability of rADAMTS13 will provide prompt, durable recovery.

3.2. Children

hTTP in children may have a subtle presentation. Children may remain asymptomatic
for years, or they may have minor symptoms (e.g., headache, lethargy) and occasional
acute exacerbations [23]. Isolated thrombocytopenia is also a common manifestation of
hTTP in childhood and is frequently mistaken for immune thrombocytopenic purpura [24].
Evaluation of thrombocytopenia in children should always include examination of the
peripheral blood smear to look for schistocytes, which suggest occurrence of microangio-
pathic hemolytic anemia (MAHA). The presence of schistocytes or frequent recurrences of
thrombocytopenia should prompt providers to obtain ADAMTS13 levels. Stroke, transient
ischemic attacks (TIAs) or transient neurologic symptoms may occur in children with
hTTP [9,24]. In a systematic review of case reports on infants and children with hTTP, 15 of
69 individuals experienced either a TIA or a stroke [23]. The age of occurrence of strokes in
children with hTTP is similar to the age of occurrence of strokes in patients with sickle cell
disease [25]. Furthermore, long-term consequences from stroke in the form of cognitive
impairment, memory, depression and anxiety are common [26] and in some cases these
occur without overt stroke [27].

Before puberty, iTTP is less common than hTTP and the frequency of iTTP among girls
and boys is similar. After ages 9 and older, the incidence of iTTP increases dramatically, and
girls are more commonly affected, with an 81% female preponderance. (Figure 2) [23]. This
is consistent with the Oklahoma iTTP Registry data: Out of 90 patients included, only 2 of 90
patients are children (<18 yo). Seventy-five percent of patients with iTTP are women. Also,
35 (39%) of these 90 patients are African American [28]. The predominance of girls among
children with iTTP following puberty is similar to systemic lupus erythematosus (SLE). The
clinical features of TTP are also similar to the clinical features of SLE [29]. The increased
frequency in patients of African descent with iTTP is also similar to SLE. SLE and iTTP
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are both autoimmune disorders and both occur predominantly in young, Black women.
Interestingly, the occurrence of SLE among patients with iTTP is also common [30,31].
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Figure 2. Frequency of diagnosis of immune thrombotic thrombocytopenic purpura (iTTP) amongst
males and females before and after puberty [23]. Data used from publication by Siddiqui et al., Pediatr
Blood Cancer, 2021.

Case 2: A Case of Delayed Diagnosis of iTTP in a Child

A 9-year-old boy presented with 2 days of intermittent abdominal pain and vomiting.
The physical examination, including neurological examination, was normal. His platelet
count was 12,000/microliter, hematocrit was 10%, serum creatinine was 0.7 mg/dL, serum
lactate dehydrogenase (LDH) was 3433 U/L, and the peripheral blood smear demonstrated
schistocytes. He was diagnosed with typical HUS despite the absence of diarrhea and
kidney failure, because in children, this is the most common cause of microangiopathic
hemolytic anemia and thrombocytopenia. He was managed only with transfusions. Over
the next 14 days, he received 14 units of red cells to maintain his hematocrit at 17–25%
and 13 platelet transfusions to maintain his platelet count at 7000–14,000/µL. His serum
creatinine remained less than 1.0 mg/dL. During these 2 weeks, he had several episodes
of transient diplopia. The diagnosis of TTP was finally considered and plasma exchange
was started 14 days after admission. ADAMTS13 activity was 7% with an absent inhibitor.
hTTP was considered because he was a child and there was no detectable ADAMTS13
inhibitor. However, the absence of an inhibitor may have been caused by his many previous
transfusions. The diagnosis of iTTP was established when he relapsed one year later and
his ADAMTS13 activity was <5% an inhibitor of 0.9 BU. He was treated successfully
with plasma exchange and corticosteroids. His ADAMTS13 activity following recovery
was >100%.

3.3. Adults

While the occurrence of thrombocytopenia, MAHA and neurologic symptoms may
begin early in childhood, clinical diagnosis is often not made until adulthood [32]. In adults,
excessive alcohol consumption may be a trigger for acute episodes of TTP, mostly occurring
in men [9]. Other triggers include inflammatory conditions, trauma and drugs. Usual
manifestations are findings of MAHA and thrombocytopenia. In addition, neuropsychiatric
symptoms can be present; these include headaches, poor concentration and depression in
over 60% of patients and lead to a substantial disease burden [27]. Myocardial infarction is
uncommon. With increasing age, kidney failure can occur. Ten percent of patients from the
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international hTTP registry required renal replacement therapy and 2% underwent renal
transplant [9].

Among young adults, the diagnosis of hTTP is principally in women during pregnancy
(Figure 3) [18]. Forty-two percent of United Kingdom (UK) hTTP registry patients had their
initial clinical exacerbation during pregnancy [24]. A review of the frequency and severity
of hTTP exacerbations in women during pregnancy, which described 61 pregnancies in
35 women, demonstrates that exacerbations during pregnancy may be inevitable [33]. The
clinical data were valid because the objective of these case reports was to describe novel
ADAMTS13 mutations. Thirty-four (97%) women had severe complications of pregnancy,
defined as requiring urgent hospitalization. Two of these women died as a consequence of
TTP complications.
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Figure 3. Age at diagnosis in patients with hereditary thrombotic thrombocytopenic purpura (hTTP).
Age at diagnosis was reported for 202 (89%) of the 226 patients [18]. Figure reused from publication
by Borogovac et al., Blood Adv, 2022 [18].

The complications during pregnancy are assumed to be caused by turbulent blood
circulation in the placenta. In uncomplicated pregnancies of healthy women, the maternal
spiral arterioles become dilated, allowing for increased blood flow with slower velocity. The
failure of this transformation leads to maternal vascular malperfusion, which is the etiology
of preeclampsia [34]. The placental pathology of severe preeclampsia is decidual arteriolar
thrombosis with placental infarction. Placental pathology of women with hTTP is the same
as the placental pathology of severe preeclampsia [35]. The inevitable complications of
pregnancy are the cause of the increased frequency of hTTP among women (Figure 3).

hTTP can be misdiagnosed as preeclampsia or HELLP syndrome. The diagnosis
of hTTP should be considered in pregnant women who develop severe preeclampsia or
HELLP syndrome. Only 6% of preeclampsia occurs before 30 weeks’ gestation, and only
6% of women with preeclampsia have platelet counts <30,000/µL [36]. Therefore, it is
critically important to consider hTTP and measure ADAMTS13 activity in these women.

Case 3: Pregnancy in a Woman with hTTP [37]

A 27-year-old woman was first seen at 31 weeks’ gestation in her second pregnancy.
Twelve months earlier, her first pregnancy had ended in the 22nd gestational week with an
intrauterine fetal death, which had been preceded by progressive maternal thrombocytope-
nia and intrauterine growth restriction. Two weeks after the fetal death, the patient had
an ischemic stroke. Her platelet count was 40,000/µL. Antiphospholipid syndrome was
suspected, but repeated testing for antiphospholipid antibodies was negative. A diagnosis
of seronegative antiphospholipid syndrome was made. When she became pregnant for
the second time, prophylactic treatment with dalteparin was started. The pregnancy was
uneventful until gestational week 30, when she had a second stroke. The dalteparin dose
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was increased and treatment with hydroxychloroquine was started. The patient was in
overall good health but had residual facial palsy and slurred speech. Blood pressure, heart
rate and temperature were normal, and she had no edema. An ultrasound evaluation
showed a viable but small-for-gestational-age fetus. Her platelet count was 92,000/µL;
serum LDH was mildly increased. Hemoglobin, serum haptoglobin, serum creatinine and
liver enzymes were normal. ADAMTS13 activity was 3.9%, confirming the diagnosis of
TTP. Treatment for iTTP with plasma exchange and corticosteroids was started. Dalteparin
was reduced to the prophylactic dose, and hydroxychloroquine was stopped. Subsequently,
hTTP was diagnosed when no ADAMTS13 inhibitor was identified. The patient’s parents
described that the patient had undergone a neonatal whole blood exchange transfusion be-
cause of severe hyperbilirubinemia soon after birth. Despite plasma exchange, her platelet
count remained <70,000/µL. Then, rADAMTS13 (on a compassionate use basis) was started
weekly at 33 weeks’ gestation. Her platelet count increased to 190,000/µL. She delivered a
healthy baby boy at 37 weeks’ gestation by Cesarean section, and then continued treatment
with rADAMTS13. Placental histology documented maternal vascular malperfusion.

Case 4: Different Clinical Features in Siblings with hTTP

A 37-year-old woman had exhibited no symptoms at the time of her birth but had
symptoms of depression during elementary school. At age 16, she had thrombocytopenia
that was diagnosed as ITP; at age 17, she had a TIA; at 21, she had a stroke. She was
pregnant at age 24 and was diagnosed with severe preeclampsia, requiring emergency
Cesarean section delivery of a healthy infant. She had recurrent strokes at ages 28, 33, 34
and 37. hTTP was finally diagnosed at age 37 after ADAMTS13 activity was found to be
<5% and ADAMTS13 sequencing confirmed the diagnosis. She was started on regular
biweekly plasma infusions, and she was enrolled into the international hTTP registry.
ADAMTS13 sequencing was also performed for her parents and brother. He has the
same pathogenic biallelic mutations as his sister, ADAMTS13 activity < 5%; his medical
evaluation, including brain MRI, was normal. Her brother, age 33, has had no health
issues. Siblings with hTTP often have different clinical features, but this occurrence of very
severe symptoms in one sibling and no symptoms in the other is rare. One of this family’s
pathogenic mutations, R1060W, is common and is associated with residual ADAMTS13
activity. This story illustrates that the pathogenesis of hTTP is complex, involving much
more than ADAMTS13 deficiency. hTTP is different from hereditary disorders such as
hemophilia, in which the clinical features are predictable from the factor VIII level.

4. iTTP

iTTP is a disorder in young adults; the median age of diagnosis is 40 [28]. Although
iTTP is often described as a disorder of acute episodes and remissions, remission may not
mean recovery. As with other autoimmune disorders, iTTP is a lifetime disorder. Even if
acute episodes do not recur, asymptomatic immune-mediated ADAMTS13 deficiency can be
dangerous. Some patients may recover normal ADAMTS13 activity, with apparently stable
values of 100%. But many patients with iTTP who are continuously asymptomatic may
have lower than normal ADAMTS13 activity. These patients, like the heterozygous siblings
and parents of patients with hTTP, are likely at risk for stroke and other cardiovascular
disorders. This risk was predicted by the Rotterdam study of normal subjects. Subjects in
the lowest quartile of normal ADAMTS13 activity had twice the risk for stroke (7.3%) as
subjects in the highest quartile (3.6%) [38]. Increased risk for stroke in patients with iTTP in
remission but with low ADAMTS13 activity was recently confirmed. Among 36 patients
with iTTP in clinical remission, patients with lower ADAMTS13 activity had higher risk for
stroke [39].

5. Diagnostic Evaluation

When TTP is suspected, emergent laboratory testing should include complete blood
count (CBC), reticulocyte panel, serum haptoglobin level, serum lactate dehydrogenase
level, direct antiglobulin test, indirect bilirubin, serum creatinine, blood smear evaluation
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for schistocytes, coagulation studies including prothrombin time, activated partial thrombo-
plastin time, serum fibrinogen level, and an ADAMTS13 activity and inhibitor level. Both
hTTP and iTTP are characterized by the presence of severe thrombocytopenia and evidence
of microangiopathic hemolytic anemia (hemolysis and schistocytes on blood smear). An
ADAMTS13 level less than 10% with an absent inhibitor, or a positive family history of TTP,
may guide the clinician towards an inherited rather than an immune etiology of TTP. The
definitive diagnosis requires genetic testing to show the presence of biallelic pathogenic
mutations in the ADAMTS13 gene.

6. Management Strategies

The goals of treatment for hTTP and iTTP are distinct. For hTTP, the goal is simply
replacement of ADAMTS13. The primary treatment is prophylaxis, providing sufficient
ADAMTS13 to prevent acute episodes. When acute episodes occur or risk is great, as
with pregnancy, the prophylaxis is intensified. For iTTP, the goal is suppression of anti-
ADAMTS13 antibodies or removal by plasma exchange. Providing ADAMTS13 by replace-
ment or preventing thrombosis with caplacizumab are secondary treatments to allow time
for immunosuppression to succeed.

When children or adults with hTTP have acute symptoms, such as TIA or stroke,
plasma infusion is appropriate and effective therapy. The more important issue for patients
with hTTP is how to determine the need for prophylactic treatment to prevent TIA or stroke.
Some patients with hTTP seem to be normal for many years, with no symptoms. Women
with hTTP may be normal except during a pregnancy. Recent data show that patients
with iTTP in remission might experience cognitive symptoms and are also susceptible to
TIA and stroke. These findings imply that severe deficiency of ADAMTS13 is a risk for
cognitive impairment [39]. This suggests that prophylactic treatment may be appropriate
for all patients with hTTP.

Current prophylactic treatment strategies are using plasma and plasma-derived factor
VIII concentrates that contain sufficient ADAMTS13 (Koate, Octaplas®). Plasma prophy-
laxis can be burdensome to some patients, as it requires them to dedicate several hours of
their time to therapeutic infusions at a specialized center every two weeks. Some patients
may even need weekly plasma infusions to prevent recurrent symptoms. The factor VIII
concentrates can be self-administered at home, which is a considerable benefit. However,
the amount of ADAMTS13 in the factor VIII concentrates may be small, and frequent
infusions, more often than weekly, may be needed. rADAMTS13, which is near to ap-
proval, will immediately become the most effective and also the most convenient treatment.
An early-phase clinical trial, the outcomes of which are accessible [40], showed that that
ADAMTS13 levels of 100% can be achieved with infusion of <10 mL, and infusions at
2–3-week intervals may be sufficient.

When rADAMTS13 is available, prophylactic treatment may expand to most patients.
Asymptomatic patients may not need prophylactic rADAMTS13, but very careful medical
follow-up is essential. Symptoms of hTTP may be subtle. They may be mood issues,
depression, headaches or other symptoms that do not seem dangerous. As asymptomatic
patients get older, some subtle symptoms may be inevitable. And, of course, the first
symptom could be a stroke. The difficult question for treatment of hTTP may be whether
rADAMTS13 prophylaxis should begin at the time of diagnosis.

There are three main categories of therapeutic agents for hTTP, which include plasma
infusions, plasma-derived factor VIII concentrates and newer treatments such as recom-
binant ADAMTS13. The use of caplacizumab in an isolated case of refractory hTTP and
groundwork data on novel gene therapy is also described here (Figure 4).
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Figure 4. Therapeutic agents for hereditary thrombotic thrombocytopenic purpura (hTTP). a Prophy-
laxis in pregnancy is recommended to begin when pregnancy is confirmed, until 6 weeks postpartum.
b Interim results from recent phase 3 clinical trial presented at ISTH 2023. c Of note, caplacizumab
is not used as standard treatment for hTTP. Its utility has been described in an isolated case report
and we question whether it can be used in rare cases where first-line therapies have failed and/or
are contraindicated. d Aspirin prevents platelet aggregation by blocking the activation of platelet
fibrinogen receptor αIIbβ3. These correlations (depicted in the figure) suggest that aspirin may be
effective in preventing thrombosis in hTTP remission [41]. Abbreviations: rADAMTS13: recombinant
ADAMTS13; pulm: pulmonary.

6.1. Plasma

Plasma infusions are the mainstay hTTP treatment and are used both in acute episodes
and for prophylaxis. They replenish ADAMTS13, providing cleavage of the UL-VWF
multimers. Patients with hTTP respond promptly to plasma infusion. Infusion of plasma
carries associated risks including immunogenic reactions that can be severe and increases
health care utilization due to need for specialized infusion center services. Administration
requires venipuncture or placement of an infusion port, with the latter increasing the risk
of thrombosis and blood stream infections. Patients need plasma infusions anywhere
between 7 and 21 days and the dose is 10–15 mL/kg. Alwan et al. reported from their
hTTP registry that the 3-weekly regimen of plasma infusions was insufficient in 70% of
patients and weekly/fortnightly infusions were required to see the benefit [24]. The half-life
of ADAMTS13 for patients receiving regular plasma infusions is variable; reports range
between 2 and 5 days. The half-life is dependent on weight, metabolism and the severity of
the disease. A report on the pharmacokinetics of plasma infusions describes that patients
returned to their baseline ADAMTS13 level within 7–10 days post plasma infusion [42].
The ADAMTS13 activity needed to prevent attacks is unknown; however, aiming to correct
to normal may not be feasible, except with recombinant ADAMTS13. The case series
presented by Taylor et al. concluded that targeting an ADAMTS13 trough activity of
10 IU/dL is more feasible than targeting for a higher ADAMTS13 activity of 50 IU/dL due
to the increased volume and frequency of infusions required with the latter [42].

Patients with hTTP respond quickly to treatment during acute episodes; however, the
role of long-term prophylaxis is not clear. Given this lack of information there is some
hesitancy to treat patients with hTTP in remission with prophylactic therapy. Tarasco
et al.’s prospective cohort brought into question the utility of prophylactic treatment. The
annual reported incidence of acute episodes of hTTP was similar for those on prophylaxis,
0.36, versus 0.41 for patients who did not receive prophylaxis [32]. This apparent failure
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of plasma prophylaxis may be related to insufficient volumes of plasma or insufficient
frequency. However, given the risk of microvascular injury, especially in children, causing
cognitive decline and eventual chronic kidney disease, there have been recommendations
to start hTTP patients on prophylaxis. A report from a large cohort of hTTP patients from
the United Kingdom demonstrated that prophylaxis not only abated subtle symptoms of
microvascular injury (headache, abdominal pain, lethargy in patients with normal platelet
count) but also significantly reduced the risk of stroke (2% vs. 17%, p-value = 0.04) in
patients receiving prophylactic therapy [24]. After a detailed review of the literature,
treatment recommendations were made by the International Society of Hemostasis and
Thrombosis as a guideline document to help inform clinicians who manage these patients.
These consensus guidelines recommend the use of prophylactic treatment with plasma
versus a wait and watch strategy in hTTP patients in remission [43].

6.2. Plasma-Derived FACTOR VIII Concentrates

The use of plasma derived factor VIII concentrates has been reported in the past
decade. One such report was made by Naik and colleagues about a 19-year-old who
had been on FFP infusions for 15 years and then developed a severe reaction requiring
admission to the intensive care unit and systemic desensitization without any improvement.
The patient was treated with Koate and promptly achieved a platelet count > 100,000 and
has continued to be in remission for 36 months [44].

There are two plasma-derived factor VIII concentrates that have been reported in the
use of hTTP. One is Koate and the other includes BPL8Y [45]. Two independent laboratories
conducted analysis of the content of ADAMTS13 in several factor VIII concentrates. They
found the concentration of ADAMTS13 to be highest in Koate at 9.08 + 0.70 units/mL [46].
The reported dose in the literature for Koate is 30–50 IU/kg. Each 100 IU/mL of Koate
provides 3–6 IU/kg of ADAMTS13. Reported frequency of infusion is from two times/week
to once every 2–3 weeks [47]. A 5-year follow up of 11 patients, 9 of whom were receiving
prophylactic infusions, did not report any long-term side effects, intolerance or difficulty
with administration of Koate [48].

The benefits of Koate include lower volume of administration and lower cost due to
self/caregiver administration. However, there have been concerns about long-term use
in children due to limited long-term data. The ISTH 2020 guidelines recommend against
the use of factor VIII concentrates due to variable concentrations of ADAMTS13; however,
there has been growing evidence for its use since then [43].

6.3. Recombinant ADAMTS13

The newest treatment is recombinant ADAMTS13 (rADAMTS13), a product that has
recently completed a phase 3 clinical trial. A large trial was conducted evaluating the safety
and efficacy of prophylactic administration of rADAMTS13 in hereditary TTP. The interim
analysis of this ongoing study showed promising results. All patients aged 0–70 were
eligible for enrollment and were treated with 40 IU/kg of intravenous rADAMTS13 or
standard of care (usually fresh frozen plasma at a dose of 10 mL/kg) in a crossover design
administered every week or every other week. Efficacy from 38 adult and adolescent
patients showed that no events occurred during treatment period with rADAMTS13, and
one event occurred during treatment with standard care. All of the hTTP manifestations,
including thrombocytopenia, renal dysfunction, neurological symptoms and abdominal
pain, were evaluated. Of patients receiving rADAMTS13, 10.3% experienced treatment-
related side effects versus 50% receiving standard care treatment. There were no therapy
interruptions or discontinuation in the rADAMTS13 arm. However, 18.2% of patients in
the standard of care arm had interruptions/discontinuation related to therapy. The time
for which ADAMTS13 activity remained above 10% was 5.3 days in the rADAMTS13 arm
vs. 1.7 days in the standard care arm. The variability of delivery of ADAMTS13 after
treatment with rADAMTS13 was significantly lower compared with plasma infusions.
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There were no treatment-neutralizing or treatment-boosted antibodies reported during the
study duration [49].

6.4. Immune-Modulating Therapies

Caplacizumab was developed as a treatment modality for acquired or immune TTP
where anti-ADAMTS13 antibodies are the culprit. Caplacizumab is a nanobody that
binds the A1 domain on VWF protein. This is the usual site where activated platelets
bind via GP1b interaction. Once the binding site is blocked by caplacizumab, further
interaction between ultra-large VWF proteins and platelets is inhibited regardless of the
ADAMTS13 activity in vivo. A recent report described a 40-year-old male with hTTP who
experienced multiple relapses despite every two-week plasma infusion and developed
complications of fluid overload in the setting of chronic kidney disease. The patient did
not respond to plasma infusions for one such relapse and declined plasma exchange.
Caplacizumab was administered and plasma infusions were continued. Patient started
to respond within 12 h and his renal function and platelets were back to baseline upon
two-week follow up [50]. Use of caplacizumab in hTTP may be a consideration going
forward. Even though no pediatric patients were enrolled on the caplacizumab trial,
model-based dosing has been published recommending a daily dose of 5 mg in patients
<40 kg and 10 mg in children weighing ≥40 kg [51]. Additionally, use of caplacizumab
has been described in pediatric patients in some of the real-world experience literature,
providing some tolerability data [52]. With the advent of recombinant ADAMTS13 therapy,
caplacizumab has a limited role in hTTP. The authors of this review would recommend
exploration of other strategies before using caplacizumab for hTTP.

6.5. Novel Therapies

There are some newer therapies in development. There are reports of safety and
efficacy of gene transfer via adenovirus [53], lentivirus [54], and most recently via adeno-
associated virus in ADAMTS-13 knock-out mice. Jin and colleagues described an animal
model of ADAMTS13 −/− mice that were injected with an adenovirus-associated vec-
tor encoding for a murine ADAMTS13 variant with a liver specific promoter [55]. Two
weeks later, the mice were injected with a shiga toxin strain known to induce a “TTP-like”
syndrome. The ratio of high to low molecular weight VWF multimers in plasma was
reduced in the mice treated with the vector, demonstrating that the vector was sufficient to
reduce circulating UL-VWF multimers, which are present in ADAMTS13 −/− mice. The
mice treated with the vector did not demonstrate severe thrombocytopenia (40–60% drop),
which was noted in the knockout mice about 24–48 h after delivery of the shiga toxin. This
adeno virus-associated type 8 vector has demonstrated safety in other genetic diseases,
including hemophilia B [56] and Leber’s [57] congenital amaurosis. These observations
suggest a future where gene therapy may be superior to plasma infusions in providing
long-term remission.

6.6. Aspirin

Prevention of stroke and other thrombotic complications depend on the level of
ADAMTS13 in the body and the level that aids in prevention of these complications has
not been established. The need for recurring treatments with either plasma or rADAMTS13
makes it difficult to achieve a consistent trough level of ADAMTS13. That being said,
other preventative strategies have been explored and postulated. Shao et al. described a
mouse model of TTP that describes the mechanisms of clotting in TTP [58]. The mechanism
of thrombosis in TTP requires not only the interaction of UL-VWF and platelets via the
interaction of platelet receptor GP1bα with the A1 domain of VWF but also the activation of
platelet fibrinogen receptor, αIIbβ3, thus allowing for fibrinogen binding and subsequent
platelet aggregation resulting in microthrombi and thrombus propagation. The latter
requires intracellular signaling via platelet C-type lectin-like receptor 2 (CLEC-2). Deletion
of CLEC-2 inhibits the αIIbβ3 activation induced by VWF binding to platelets. The mice
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with CLEC-2 deletion or those treated with an αIIbβ3 antagonist had decreased pulmonary
artery thrombosis and decreased severity of thrombocytopenia. Aspirin also prevents
platelet aggregation by blocking the activation of platelet fibrinogen receptor αIIbβ3. These
correlations suggest that aspirin may be effective in preventing thrombosis via inhibition of
platelet aggregation [41].

7. Conclusions

Despite significant advancements in the genetics and management of hTTP over
the last two decades, prompt diagnosis is still challenging due to clinical heterogeneity,
including a substantial portion of patients presenting with subclinical manifestations and
other confounding factors. A high index of suspicion and implementation of prompt
treatment will continue to improve short- and long-term outcomes. Long-term data are
needed for the newer therapies, including rADAMTS13. Additionally, although we are far
away from gene therapy, it may offer a long-term cure for patients with hTTP.

Author Contributions: S.N. and K.B. wrote the manuscript with support from J.G., A.S. and O.K.
proofread the manuscript and provided important feedback. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding. Department funds were used for publication of
the manuscript.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Kremer Hovinga, J.A.; George, J.N. Hereditary Thrombotic Thrombocytopenic Purpura. N. Engl. J. Med. 2019, 381, 1653–1662.

[CrossRef] [PubMed]
2. Zheng, X.L.; Vesely, S.K.; Cataland, S.R.; Coppo, P.; Geldziler, B.; Iorio, A.; Matsumoto, M.; Mustafa, R.A.; Pai, M.; Rock, G.; et al.

ISTH guidelines for the diagnosis of thrombotic thrombocytopenic purpura. J. Thromb. Haemost. 2020, 18, 2486–2495. [CrossRef]
[PubMed]

3. Levy, G.G.; Nichols, W.C.; Lian, E.C.; Foroud, T.; McClintick, J.N.; McGee, B.M.; Yang, A.Y.; Siemieniak, D.R.; Stark, K.R.;
Gruppo, R.; et al. Mutations in a member of the ADAMTS gene family cause thrombotic thrombocytopenic purpura. Nature 2001,
413, 488–494. [CrossRef]

4. Zheng, X.; Chung, D.; Takayama, T.K.; Majerus, E.M.; Sadler, J.E.; Fujikawa, K. Structure of von Willebrand factor-cleaving
protease (ADAMTS13), a metalloprotease involved in thrombotic thrombocytopenic purpura. J. Biol. Chem. 2001, 276, 41059–41063.
[CrossRef] [PubMed]

5. South, K.; Lane, D.A. ADAMTS-13 and von Willebrand factor: A dynamic duo. J. Thromb. Haemost. 2018, 16, 6–18. [CrossRef]
6. Lenting, P.J.; Christophe, O.D.; Denis, C.V. von Willebrand factor biosynthesis, secretion, and clearance: Connecting the far ends.

Blood 2015, 125, 2019–2028. [CrossRef] [PubMed]
7. Zheng, Y.; Chen, J.; Lopez, J.A. Flow-driven assembly of VWF fibres and webs in in vitro microvessels. Nat. Commun. 2015,

6, 7858. [CrossRef]
8. Joly, B.S.; Coppo, P.; Veyradier, A. Thrombotic thrombocytopenic purpura. Blood 2017, 129, 2836–2846. [CrossRef]
9. van Dorland, H.A.; Taleghani, M.M.; Sakai, K.; Friedman, K.D.; George, J.N.; Hrachovinova, I.; Knöbl, P.N.; von Krogh, A.S.;

Schneppenheim, R.; Aebi-Huber, I.; et al. The International Hereditary Thrombotic Thrombocytopenic Purpura Registry: Key
findings at enrollment until 2017. Haematologica 2019, 104, 2107–2115. [CrossRef]

10. Kremer Hovinga, J.A.; Heeb, S.R.; Skowronska, M.; Schaller, M. Pathophysiology of thrombotic thrombocytopenic purpura and
hemolytic uremic syndrome. J. Thromb. Haemost. 2018, 16, 618–629. [CrossRef]

11. Lotta, L.A.; Garagiola, I.; Palla, R.; Cairo, A.; Peyvandi, F. ADAMTS13 mutations and polymorphisms in congenital thrombotic
thrombocytopenic purpura. Hum. Mutat. 2010, 31, 11–19. [CrossRef]

12. Lotta, L.A.; Wu, H.M.; Mackie, I.J.; Noris, M.; Veyradier, A.; Scully, M.A.; Remuzzi, G.; Coppo, P.; Liesner, R.; Donadelli, R.; et al.
Residual plasmatic activity of ADAMTS13 is correlated with phenotype severity in congenital thrombotic thrombocytopenic
purpura. Blood 2012, 120, 440–448. [CrossRef]

13. Fujimura, Y.; Matsumoto, M.; Isonishi, A.; Yagi, H.; Kokame, K.; Soejima, K.; Murata, M.; Miyata, T. Natural history of
Upshaw-Schulman syndrome based on ADAMTS13 gene analysis in Japan. J. Thromb. Haemost. 2011, 9 (Suppl. S1), 283–301.
[CrossRef]

https://doi.org/10.1056/NEJMra1813013
https://www.ncbi.nlm.nih.gov/pubmed/31644845
https://doi.org/10.1111/jth.15006
https://www.ncbi.nlm.nih.gov/pubmed/32914582
https://doi.org/10.1038/35097008
https://doi.org/10.1074/jbc.C100515200
https://www.ncbi.nlm.nih.gov/pubmed/11557746
https://doi.org/10.1111/jth.13898
https://doi.org/10.1182/blood-2014-06-528406
https://www.ncbi.nlm.nih.gov/pubmed/25712991
https://doi.org/10.1038/ncomms8858
https://doi.org/10.1182/blood-2016-10-709857
https://doi.org/10.3324/haematol.2019.216796
https://doi.org/10.1111/jth.13956
https://doi.org/10.1002/humu.21143
https://doi.org/10.1182/blood-2012-01-403113
https://doi.org/10.1111/j.1538-7836.2011.04341.x


Genes 2023, 14, 1956 13 of 14

14. von Krogh, A.S.; Quist-Paulsen, P.; Waage, A.; Langseth, O.; Thorstensen, K.; Brudevold, R.; Tjønnfjord, G.E.; Largiadèr, C.R.;
Lämmle, B.; Hovinga, J.A.K. High prevalence of hereditary thrombotic thrombocytopenic purpura in central Norway: From
clinical observation to evidence. J. Thromb. Haemost. 2016, 14, 73–82. [CrossRef] [PubMed]

15. Fujimura, Y.; Lammle, B.; Tanabe, S.; Sakai, K.; Kimura, T.; Kokame, K.; Miyata, T.; Takahashi, Y.; Taniguchi, S.; Matsumoto, M.
Patent ductus arteriosus generates neonatal hemolytic jaundice with thrombocytopenia in Upshaw-Schulman syndrome. Blood
Adv. 2019, 3, 3191–3195. [CrossRef] [PubMed]

16. Liu, J.; Zhang, Y.; Li, Z.; Li, Z.; Zhang, L.; Jian, S.; Wang, C.; Song, Y.; Lv, Z.; Tang, X.; et al. Early indicators of neonatal-onset
hereditary thrombotic thrombocytopenia purpura. Res. Pract. Thromb. Haemost. 2022, 6, e12820. [CrossRef] [PubMed]

17. George, J.N. Hereditary thrombotic thrombocytopenic purpura: The risk for death at birth. Res. Pract. Thromb. Haemost. 2022,
6, e12840. [CrossRef]

18. Borogovac, A.; Reese, J.A.; Gupta, S.; George, J.N. Morbidities and mortality in patients with hereditary thrombotic thrombocy-
topenic purpura. Blood Adv. 2022, 6, 750–759. [CrossRef]

19. Stubbs, M.J.; Kendall, G.; Scully, M. Recombinant ADAMTS13 in Severe Neonatal Thrombotic Thrombocytopenic Purpura. N.
Engl. J. Med. 2022, 387, 2391–2392. [CrossRef]

20. Delaney, M.; Matthews, D.C. Hemolytic disease of the fetus and newborn: Managing the mother, fetus, and newborn. Hematol.
Am. Soc. Hematol. Educ. Program. 2015, 2015, 146–151. [CrossRef]

21. Gabbay, J.M.; Agneta, E.M.; Turkington, S.; Bajaj, B.M.; Sinha, B.; Geha, T. Rates of phototherapy among ABO-incompatible
newborns with a negative direct antiglobulin test. J. Perinatol. 2023, 1–6. [CrossRef] [PubMed]

22. Bhat, Y.R.; Kumar, C.G. Morbidity of ABO haemolytic disease in the newborn. Paediatr. Int. Child. Health. 2012, 32, 93–96.
[CrossRef] [PubMed]

23. Siddiqui, A.; Journeycake, J.M.; Borogovac, A.; George, J.N. Recognizing and managing hereditary and acquired thrombotic
thrombocytopenic purpura in infants and children. Pediatr. Blood Cancer. 2021, 68, e28949. [CrossRef] [PubMed]

24. Alwan, F.; Vendramin, C.; Liesner, R.; Clark, A.; Lester, W.; Dutt, T.; Thomas, W.; Gooding, R.; Biss, T.; Watson, H.G.; et al.
Characterization and treatment of congenital thrombotic thrombocytopenic purpura. Blood 2019, 133, 1644–1651. [CrossRef]
[PubMed]

25. Borogovac, A.; George, J.N. Stroke and myocardial infarction in hereditary thrombotic thrombocytopenic purpura: Similarities to
sickle cell anemia. Blood Adv. 2019, 3, 3973–3976. [CrossRef]

26. Alwan, F.; Mahdi, D.; Tayabali, S.; Cipolotti, L.; Lakey, G.; Hyare, H.; Scully, M. Cerebral MRI findings predict the risk of cognitive
impairment in thrombotic thrombocytopenic purpura. Br. J. Haematol. 2020, 191, 868–874. [CrossRef]

27. Borogovac, A.; Tarasco, E.; Kremer Hovinga, J.A.; Friedman, K.D.; Asch, A.S.; Vesely, S.K.; Prodan, C.I.; Terrell, D.R.; George, J.N.
Prevalence of neuropsychiatric symptoms and stroke in patients with hereditary thrombotic thrombocytopenic purpura. Blood
2022, 140, 785–789. [CrossRef]

28. George, J.N. TTP: Long-term outcomes following recovery. Hematol. Am. Soc. Hematol. Educ. Program. 2018, 2018, 548–552.
[CrossRef]

29. George, J.N.; Vesely, S.K.; James, J.A. Overlapping features of thrombotic thrombocytopenic purpura and systemic lupus
erythematosus. South. Med. J. 2007, 100, 512–514. [CrossRef]

30. Hassan, A.; Iqbal, M.; George, J.N. Additional autoimmune disorders in patients with acquired autoimmune thrombotic
thrombocytopenic purpura. Am. J. Hematol. 2019, 94, E172–E174. [CrossRef]

31. Roriz, M.; Landais, M.; Desprez, J.; Barbet, C.; Azoulay, E.; Galicier, L.; Wynckel, A.; Baudel, J.L.; Provôt, F.; Pène, F.; et al.
Risk Factors for Autoimmune Diseases Development After Thrombotic Thrombocytopenic Purpura. Medicine 2015, 94, e1598.
[CrossRef] [PubMed]

32. Tarasco, E.; Butikofer, L.; Friedman, K.D.; George, J.N.; Hrachovinova, I.V.; Knöbl, P.N.; Matsumoto, M.; von Krogh, A.S.;
Aebi-Huber, I.; Cermakova, Z.; et al. Annual incidence and severity of acute episodes in hereditary thrombotic thrombocytopenic
purpura. Blood 2021, 137, 3563–3575. [CrossRef] [PubMed]

33. Kasht, R.; Borogovac, A.; George, J.N. Frequency and severity of pregnancy complications in women with hereditary thrombotic
thrombocytopenic purpura. Am. J. Hematol. 2020, 95, E316–E318. [CrossRef] [PubMed]

34. Ernst, L.M. Maternal vascular malperfusion of the placental bed. APMIS 2018, 126, 551–560. [CrossRef]
35. Soffer, M.D.; Bendapudi, P.K.; Roberts, D.J.; Edelson, P.K.; Kuter, D.J.; Ecker, J.L.; Bryant, A.; Goldfarb, I.T. Congenital thrombotic

thrombocytopenic purpura (TTP) with placental abruption despite maternal improvement: A case report. BMC Pregnancy
Childbirth 2020, 20, 365. [CrossRef]

36. Perez Botero, J.; Reese, J.A.; George, J.N.; McIntosh, J.J. Severe thrombocytopenia and microangiopathic hemolytic anemia in
pregnancy: A guide for the consulting hematologist. Am. J. Hematol. 2021, 96, 1655–1665. [CrossRef]

37. Asmis, L.M.; Serra, A.; Krafft, A.; Licht, A.; Leisinger, E.; Henschkowski-Serra, J.; Ganter, M.T.; Hauptmann, S.; Tinguely, M.;
Hovinga, J.A.K. Recombinant ADAMTS13 for Hereditary Thrombotic Thrombocytopenic Purpura. N. Engl. J. Med. 2022, 387,
2356–2361. [CrossRef]

38. Sonneveld, M.A.; de Maat, M.P.; Portegies, M.L.; Kavousi, M.; Hofman, A.; Turecek, P.L.; Rottensteiner, H.; Scheiflinger, F.;
Koudstaal, P.J.; Ikram, M.A.; et al. Low ADAMTS13 activity is associated with an increased risk of ischemic stroke. Blood 2015,
126, 2739–2746. [CrossRef]

https://doi.org/10.1111/jth.13186
https://www.ncbi.nlm.nih.gov/pubmed/26566785
https://doi.org/10.1182/bloodadvances.2019000601
https://www.ncbi.nlm.nih.gov/pubmed/31698449
https://doi.org/10.1002/rth2.12820
https://www.ncbi.nlm.nih.gov/pubmed/36254256
https://doi.org/10.1002/rth2.12840
https://doi.org/10.1182/bloodadvances.2021005760
https://doi.org/10.1056/NEJMc2210781
https://doi.org/10.1182/asheducation-2015.1.146
https://doi.org/10.1038/s41372-023-01650-3
https://www.ncbi.nlm.nih.gov/pubmed/36959468
https://doi.org/10.1179/2046905512Y.0000000002
https://www.ncbi.nlm.nih.gov/pubmed/22595217
https://doi.org/10.1002/pbc.28949
https://www.ncbi.nlm.nih.gov/pubmed/33660913
https://doi.org/10.1182/blood-2018-11-884700
https://www.ncbi.nlm.nih.gov/pubmed/30770395
https://doi.org/10.1182/bloodadvances.2019000959
https://doi.org/10.1111/bjh.17126
https://doi.org/10.1182/blood.2022016044
https://doi.org/10.1182/asheducation-2018.1.548
https://doi.org/10.1097/SMJ.0b013e318046583f
https://doi.org/10.1002/ajh.25466
https://doi.org/10.1097/MD.0000000000001598
https://www.ncbi.nlm.nih.gov/pubmed/26496263
https://doi.org/10.1182/blood.2020009801
https://www.ncbi.nlm.nih.gov/pubmed/33649760
https://doi.org/10.1002/ajh.25964
https://www.ncbi.nlm.nih.gov/pubmed/32808675
https://doi.org/10.1111/apm.12833
https://doi.org/10.1186/s12884-020-03051-2
https://doi.org/10.1002/ajh.26328
https://doi.org/10.1056/NEJMoa2211113
https://doi.org/10.1182/blood-2015-05-643338


Genes 2023, 14, 1956 14 of 14

39. Chaturvedi, S.; Yu, J.; Brown, J.; Wei, A.; Selvakumar, S.; Gerber, G.F.; Moliterno, A.R.; Streiff, M.B.; Kraus, P.; Logue, C.M.;
et al. Silent cerebral infarction during immune TTP remission: Prevalence, predictors, and impact on cognition. Blood 2023, 142,
325–335. [CrossRef]

40. Scully, M.; Knobl, P.; Kentouche, K.; Rice, L.; Windyga, J.; Schneppenheim, R.; Kremer Hovinga, J.A.; Kajiwara, M.; Fujimura, Y.;
Maggiore, C. Recombinant ADAMTS-13: First-in-human pharmacokinetics and safety in congenital thrombotic thrombocytopenic
purpura. Blood 2017, 130, 2055–2063. [CrossRef]

41. Shao, B.; Nusrat, S.; George, J.N.; Xia, L. Aspirin prophylaxis for hereditary and acquired thrombotic thrombocytopenic purpura?
Am. J. Hematol. 2022, 97, E304–E306. [CrossRef]

42. Taylor, A.; Vendramin, C.; Oosterholt, S.; Della Pasqua, O.; Scully, M. Pharmacokinetics of plasma infusion in congenital
thrombotic thrombocytopenic purpura. J. Thromb. Haemost. 2019, 17, 88–98. [CrossRef] [PubMed]

43. Zheng, X.L.; Vesely, S.K.; Cataland, S.R.; Coppo, P.; Geldziler, B.; Iorio, A.; Matsumoto, M.; Mustafa, R.A.; Pai, M.; Rock, G.; et al.
ISTH guidelines for treatment of thrombotic thrombocytopenic purpura. J. Thromb. Haemost. 2020, 18, 2496–2502. [CrossRef]

44. Naik, S.; Mahoney, D.H. Successful treatment of congenital TTP with a novel approach using plasma-derived factor VIII. J. Pediatr.
Hematol. Oncol. 2013, 35, 551–553. [CrossRef] [PubMed]

45. Peyvandi, F.; Mannucci, P.M.; Valsecchi, C.; Pontiggia, S.; Farina, C.; Retzios, A.D. ADAMTS13 content in plasma-derived factor
VIII/von Willebrand factor concentrates. Am. J. Hematol. 2013, 88, 895–898. [CrossRef] [PubMed]

46. Ward, C.M.; Andrews, R.K. Illustrated State-of-the-Art Capsules of the ISTH 2019 Congress in Melbourne, Australia. Res. Pract.
Thromb. Haemost. 2019, 3, 431–497. [CrossRef]

47. Aledort, L.M.; Boggio, L.; Davis, J.A.; Gauger, C.; Kobrinsky, N.L.; Rajasekhar, A.; Shapiro, R.; Torres, M.; Ulsh, P.J. Congenital
Thrombotic Thrombocytopenia Purpura—Safer Treatment with Plasma-Derived Viral-Attenuated Clotting Factor. Blood 2015, 126,
3459. [CrossRef]

48. Chrisentery-Singleton, T.; Boggio, L.N.; Carcao, M.; Ibrahimi, S.; Khan, O.; Mahajerin, A.; Rajasekhar, A.; Sharma, V.; Steele, M.;
Torres, M.; et al. Long-Term Follow-up of Patients with Congenital Thrombotic Thrombocytopenia Purpura Receiving Plasma-
Derived Factor VIII Containing (Koate®). Blood 2022, 140 (Suppl. S1), 5644–5646. [CrossRef]

49. ISTH. MS Phase 3 prospective, randomized, controlled, open-label, multicenter, crossover study of recombinant ADAMTS13 in patients with
congenital thrombotic thrombocytopenic purpura; ISTH: Carrboro, NC, USA, 2023.

50. Boothby, A.; Mazepa, M. Caplacizumab for congenital thrombotic thrombocytopenic purpura. Am. J. Hematol. 2022, 97, E420–E421.
[CrossRef]

51. Bergstrand, M.; Hansson, E.; Delaey, B.; Callewaert, F.; De Passos Sousa, R.; Sargentini-Maier, M.L. Caplacizumab Model-Based
Dosing Recommendations in Pediatric Patients with Acquired Thrombotic Thrombocytopenic Purpura. J. Clin. Pharmacol. 2022,
62, 409–421. [CrossRef]

52. Dutt, T.; Shaw, R.J.; Stubbs, M.; Yong, J.; Bailiff, B.; Cranfield, T.; Crowley, M.P.; Desborough, M.J.R.; Eyre, T.A.; Gooding, R.; et al.
Real-world experience with caplacizumab in the management of acute TTP. Blood 2021, 137, 1731–1740. [CrossRef] [PubMed]

53. Trionfini, P.; Tomasoni, S.; Galbusera, M.; Motto, D.; Longaretti, L.; Corna, D.; Remuzzi, G.; Benigni, A. Adenoviral-mediated
gene transfer restores plasma ADAMTS13 antigen and activity in ADAMTS13 knockout mice. Gene Ther. 2009, 16, 1373–1379.
[CrossRef] [PubMed]

54. Niiya, M.; Endo, M.; Shang, D.; Zoltick, P.W.; Muvarak, E.N.; Cao, W.; Jin, S.-Y.; Skipwith, C.G.; Motto, D.G.; Flake, A.W.; et al.
Correction of ADAMTS13 deficiency by in utero gene transfer of lentiviral vector encoding ADAMTS13 genes. Mol. Ther. 2009,
17, 34–41. [CrossRef] [PubMed]

55. Jin, S.Y.; Xiao, J.; Bao, J.; Zhou, S.; Wright, J.F.; Zheng, X.L. AAV-mediated expression of an ADAMTS13 variant prevents
shigatoxin-induced thrombotic thrombocytopenic purpura. Blood 2013, 121, 3825–3829. [CrossRef]

56. Nathwani, A.C.; Tuddenham, E.G.; Rangarajan, S.; Rosales, C.; McIntosh, J.; Linch, D.C.; Chowdary, P.; Riddell, A.; Pie, A.J.;
Harrington, C.; et al. Adenovirus-associated virus vector–mediated gene transfer in hemophilia B. N. Engl. J. Med. 2011, 365,
2357–2365. [CrossRef]

57. Maguire, A.M.; Simonelli, F.; Pierce, E.A.; Pugh, E.N., Jr.; Mingozzi, F.; Bennicelli, J.; Banfi, S.; Marshall, K.A.; Testa, F.; Surace,
E.M.; et al. Safety and efficacy of gene transfer for Leber’s congenital amaurosis. N. Engl. J. Med. 2008, 358, 2240–2248. [CrossRef]

58. Shao, B.; Hoover, C.; Shi, H.; Kondo, Y.; Lee, R.H.; Chen, J.; Shan, X.; Song, J.; McDaniel, J.M.; Zhou, M.; et al. Deletion of platelet
CLEC-2 decreases GPIbα-mediated integrin αIIbβ3 activation and decreases thrombosis in TTP. Blood 2022, 139, 2523–2533.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1182/blood.2023019663
https://doi.org/10.1182/blood-2017-06-788026
https://doi.org/10.1002/ajh.26603
https://doi.org/10.1111/jth.14345
https://www.ncbi.nlm.nih.gov/pubmed/30475428
https://doi.org/10.1111/jth.15010
https://doi.org/10.1097/MPH.0b013e3182755c38
https://www.ncbi.nlm.nih.gov/pubmed/23128332
https://doi.org/10.1002/ajh.23527
https://www.ncbi.nlm.nih.gov/pubmed/23813910
https://doi.org/10.1002/rth2.12225
https://doi.org/10.1182/blood.V126.23.3459.3459
https://doi.org/10.1182/blood-2022-162506
https://doi.org/10.1002/ajh.26693
https://doi.org/10.1002/jcph.1991
https://doi.org/10.1182/blood.2020007599
https://www.ncbi.nlm.nih.gov/pubmed/33150355
https://doi.org/10.1038/gt.2009.98
https://www.ncbi.nlm.nih.gov/pubmed/19675594
https://doi.org/10.1038/mt.2008.223
https://www.ncbi.nlm.nih.gov/pubmed/18957966
https://doi.org/10.1182/blood-2013-02-486779
https://doi.org/10.1056/NEJMoa1108046
https://doi.org/10.1056/NEJMoa0802315
https://doi.org/10.1182/blood.2021012896

	Introduction 
	Pathophysiology 
	Clinical Presentation and Differential Diagnoses 
	Newborn Infants 
	Children 
	Adults 

	iTTP 
	Diagnostic Evaluation 
	Management Strategies 
	Plasma 
	Plasma-Derived FACTOR VIII Concentrates 
	Recombinant ADAMTS13 
	Immune-Modulating Therapies 
	Novel Therapies 
	Aspirin 

	Conclusions 
	References

