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Spurious Thrombocytosis in the Setting of Hemolytic Anemia and 
Microcytosis Secondary to Extensive Burn Injury
Yaygın Yanık Yaralanmasına Sekonder Gelişen Hemolitik Anemi ve Mikrositoz Zemininde 
Yalancı Trombositoz

 Mohammad Faizan Zahid1,  Mohamed S. Alsammak2

1Temple University Hospital, Clinic of Internal Medicine, Philadelphia, Pennsylvania, USA
2Temple University Hospital, Clinic of Pathology and Laboratory Medicine, Philadelphia, Pennsylvania, USA

To the Editor, 

A 57-year-old man was brought to our emergency department 
from a house fire. On physical examination, he was 
nonresponsive, hypotensive, and tachycardic with full-thickness 
skin burns covering the entirety of the body except the lower 
back (>98% of his body surface area). He was intubated and 
aggressively resuscitated with IV fluids and multiple pressors for 
circulatory support.

A complete blood count (CBC) showed normal hemoglobin 
(14.5 g/dL) with leukocytosis (23.6x109/L) and thrombocytosis 
(979x109/L). Repeat CBCs also showed thrombocytosis 
(815x109/L and 1121x109/L). Microscopic examination of the 
peripheral blood smear showed widespread red blood cell (RBC) 
fragmentation, budding, spherocytes, and microspherocytes 
(Figure 1). Manual platelet count estimates on the peripheral 
blood smear demonstrated a count of 173x109/L. The patient 
remained in intractable hypotension and eventually went into 
cardiac arrest.

Figure 1. Widespread red blood cell fragmentation, budding, 
spherocytes, and microspherocytes were revealed by microscopic 
examination.
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The aforementioned findings are seen in patients with severe 
burns due to direct thermal injury of RBCs circulating through 
the skin. Exposure to extreme heat leads to the denaturation 
of RBC membrane proteins, which results in hemolysis, RBC 
fragmentation, and vesiculation [1]. The loss of cell membrane 
causes the RBCs to lose their biconcavity and assume the shape 
of spherocytes and microspherocytes [1]. These RBC fragments 
and microspherocytes persist in the peripheral circulation for 
several days until completely removed from circulation by the 
reticuloendothelial system in the spleen. They are counted as 
platelets by aperture-based automated analyzers due to their 
size, leading to falsely elevated platelet counts in cases of acute 
burns [1,2]. Although reactive thrombocytosis can be seen in 
acute injury as recently reported by Sapanara et al. [2] in a 
similar burn case of a 48-year-old woman, such instances should 
always prompt a microscopic examination of the peripheral 
smear to confirm if in fact the platelet count is elevated. A 
manual count of platelets on peripheral smear from that patient 
(as in our case) revealed a normal platelet count. Such examples 
emphasize the importance of correlating the peripheral smear 
with automated CBC results.
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A Rare Cause of Paraplegia: Myeloid Sarcoma 
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To the Editor,

Myeloid sarcoma (MS), also known as granulocytic sarcoma or 
chloroma, is a rare extramedullary tumor consisting of myeloblasts 
or immature myeloid cells that disrupt the normal architecture 
of the involved tissue and typically occurs concurrently with 
acute myeloid leukemia (AML) [1,2]. It can also occur in 
association with accelerated-phase chronic myeloid leukemia 
or myelodysplastic syndrome; as an extramedullary relapse of 
AML, including in the post-bone marrow transplant setting; and 

occasionally as the first presenting manifestation, even before 

bone marrow involvement [3,4]. Bone, periosteum, skin, orbit, 

lymph nodes, the gastrointestinal tract, and the central nervous 

system are the most commonly involved sites in patients 

presenting with MS; however, skin and orbital localizations are 

the most often reported sites in children [4]. Here we present 

a 4-year-old male patient who was referred to the pediatric 

hematology oncology clinic due to a thoracolumbar mass and 

subsequently diagnosed with MS. 
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