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Background/aim: Compared to healthy controls, mean platelet volume (MPV) is frequently higher in patients with Familial
Mediterranean fever (FMF) but lower in AA amyloidosis patients. The reason for the difference in MPV levels in FMF patients with and
without AA amyloidosis is unclear. The aim of the study was to determine whether low MPV is unique to AA amyloidosis or MPV is
similarly low in all glomerular diseases as a result of proteinuria and/or renal dysfunction.
Materials and methods: We compared pre-biopsy MPV levels of patients with AA amyloidosis secondary to FMF, to MPV levels of
patients with membranous glomerulonephritis, focal segmental glomerulosclerosis (FSGS) and IgA nephropathy that all present with
proteinuria and renal dysfunction.
Results: 703 patients (411 male, 292 female) were included in the study. Mean age was 42.6  14.3 years. There were 124 patients
with AA amyloidosis, 224 patients with IgA nephropathy, 188 patients with membranous glomerulonephritis, and 167 patients with
FSGS. Patients with AA amyloidosis had lower MPV levels compared to patients without AA amyloidosis (7.9  1.2 fL vs. 8.2  0.9 fL
respectively, p = 0.008). Patients with AA amyloidosis had significantly lower MPV compared to patients with each of the other
diagnoses. Independent predictors of MPV were platelet count (β = –0.321, p < 0.001) and CRP (β = – 0.134, p < 0.03).
Conclusion: This study is the largest study of MPV in patients with biopsy proven AA amyloidosis and confirms previous studies
reporting low MPV in AA amyloidosis. This study indicates that low MPV in AA amyloidosis cannot be explained with proteinuria and
renal dysfunction.
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1. Introduction
Familial
Mediterranean
fever
(FMF)
is
an
autoinflammatory disease characterized by self-limiting
recurrent attacks of fever, serositis and arthritis [1,2]. It is
prevalent in Turks, Jews, Armenians, and Arabs [3].
Colchicine and antiinterleukin 1 drugs are the main
treatment options and prevent both the symptomatic
attacks and also the development of AA amyloidosis [4,5].
Once amyloidosis develops in untreated or drug-resistant
patients, the course is characterized by severe nephrotic
syndrome and progressive renal dysfunction leading to
end stage renal disease.
Mean platelet volume (MPV) is routinely reported
during complete blood count examinations and regarded
as a marker of platelet function and activity [6]. Since
inflammation has a direct effect on platelet reactivity and
platelet volume, MPV had been widely evaluated in
patients with FMF. However, there are discrepancies
among the results of the studies. Although most of the
studies revealed higher MPV levels in FMF patients
compared to the control group [7–12], some other studies

reported similar [13,14] or even lower MPV levels in FMF
patients [15, 16].
On the other hand, previous studies consistently
revealed lower MPV levels in patients with FMF related
AA amyloidosis compared to FMF patients without AA
amyloidosis or healthy controls [10,17]. The cause of
differing MPV levels in FMF patients with and without AA
amyloidosis and also mechanism of low MPV in AA
amyloidosis is not clear.
Since the most striking clinical differences in FMF
patients with and without AA amyloidosis are renal
dysfunction and severe proteinuria that is commonly in
the nephrotic range, we hypothesized that these
parameters could be responsible from low MPV in
patients with FMF related AA amyloidosis in contrast to
FMF patients without AA amyloidosis. Therefore, we
aimed to determine whether low MPV is unique to AA
amyloidosis or MPV is similarly low in commonly seen
glomerular
diseases
including
membranous
glomerulonephritis, focal segmental glomerulosclerosis
(FSGS), and IgA nephropathy that all present with
proteinuria and renal dysfunction.
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2. Materials and methods
In this retrospective study we evaluated the reports of all
kidney biopsies performed in Hacettepe University
Medical Faculty Nephrology Department between 1
January 2001 and 1 January 2018. The patients who were
> 18 years old at the time of biopsy and diagnosed with
membranous glomerulonephritis, FSGS, IgA nephropathy
or AA amyloidosis secondary to FMF as a result of these
biopsies were included in the study. Patients with more
than one diagnoses in renal biopsy examinations were
excluded. Patients under any immunosuppressive
treatment including patients with a previous diagnosis of
glomerulonephritis that underwent control biopsy were
also excluded. Diagnosis of FMF was made according to
the Tel–Hashomer criteria [2].
A total of 703 patients were included in the analysis. In
addition to demographic parameters and pathological
diagnosis; hemoglobin, leukocyte, thrombocyte values,
and MPV levels measured in complete blood counts taken
before the procedure on the morning of biopsy, and the
most recent serum creatinine, albumin, erythrocyte
sedimentation rate (ESR), C-reactive protein (CRP), and
24-h urine protein values before biopsy were recorded
from the database system of the hospital. Complete blood
count examinations had been performed on samples
anticoagulated with ethylenediamine tetraacetic acid
(EDTA). Samples had been studied within 2 h after
sampling to prevent time-dependent swelling of platelets
that may be caused by EDTA. The duration and dose of
colchicine and anti-IL-1 treatments for patients with FMF
were recorded.
MPV and other laboratory parameters were compared
between patients with AA amyloidosis and patients with
membranous glomerulonephritis, FSGS, and IgA
nephropathy. Factors affecting MPV were also
determined.
Statistical Package of Social Sciences (SPSS) v: 20.0 was
used for statistical analyses. Distribution characteristics
of the variables were analyzed with Kolmogorov–Smirnov
test. Data were expressed as mean  standard deviation,
standard deviation, median, and 25th–75th interquartile
range or numbers and percentages. Comparisons were
performed with Chi-square test for categoric variables.
For comparison of continuous variables between two
groups, independent-samples t-test and Mann–Whitney U
tests were used. Pearson and Spearmen tests were used
for correlation analyses. A linear regression analysis was
introduced to determine the independent predictors of
MPV. The capacity of MPV values in predicting presence of
AA amyloidosis was analyzed using ROC (receiver
operating characteristics) curve analysis. P values < 0.05
were considered statistically significant.
3. Results
The mean age of the 703 patients that was included in the
study was 42.6  14.3 years. There were 411 male and 292
female patients. The distribution of number of the patients
with regard to the biopsy diagnoses were as follows: FMF

related AA amyloidosis 124 patients, IgA nephropathy
224 patients, membranous glomerulonephritis 188
patients, and FSGS 167 patients. Demographic
characteristics and laboratory values of the patients
according to the biopsy diagnoses are presented in Table
1.
Mean age of the patients with AA amyloidosis was
similar to patients with membranous glomerulonephritis
but significantly higher compared to patients with FSGS
and IgA nephropathy. Female patients were more
prevalent in FSGS group but the majority of the patients
were male in other groups. In AA amyloid group compared
to other groups, mean hemoglobin level was significantly
lower and mean leucocyte and platelet counts were
significantly higher. Mean creatinine level of patients with
AA amyloidosis was significantly higher compared to
patients with FSGS and membranous glomerulonephritis
but similar to patients with IgA nephropathy. Mean
proteinuria level of patients with AA amyloidosis was
similar to patients with FSGS and membranous
glomerulonephritis but higher than patients with IgA
nephropathy. Serum albumin level of patients with AA
amyloidosis was similar to patients with membranous
glomerulonephritis but significantly lower compared to
patients with FSGS and IgA nephropathy. ESR and CRP
values were significantly higher in patients with AA
amyloidosis compared to other groups.
Patients with AA amyloidosis (n = 124) had
significantly lower MPV compared to patients without AA
amyloidosis (n = 579) (7.9  1.2 fL vs. 8.2  0.9 fL
respectively, p = 0.008). Patients with AA amyloidosis had
also significantly lower MPV compared to patients with
each of the other diagnoses (Table 1). Among the AA
amyloid group, 29 patients had previous diagnosis of FMF
and all of them were under colchicine treatment at the
time of biopsy while remaining 95 patients had no
previous diagnosis of FMF and hence was not using
colchicine. Although patients that were using colchicine at
the time of biopsy had higher MPV levels compared to
patients not using colchicine, the difference was not
statistically significant (8.0  1.0 fL vs. 7.8  1.3 fL
respectively, p = 0.506). No patient was using anti IL-1
treatment at the time of biopsy in the AA amyloidosis
group.
Female patients had higher MPV compared to male
patients (8.2  1.0 fL vs. 8.1  1.0 fL respectively, p = 0.04).
In the whole study population MPV was negatively
correlated with platelet count (r = –0.351, p < 0.001). This
correlation was still present when patients with different
diagnoses were evaluated separately and was the most
prominent in AA amyloidosis group (Table 2). MPV levels
were also negatively correlated with ESR (r = –0.162, p =
0.001) and CRP (r = –0.160, p = 0.007). There was no
significant correlation of MPV with other laboratory
parameters including hemoglobin, leucocyte, creatinine,
serum albumin and proteinuria levels. A linear regression
analysis revealed that independent predictors of MPV
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Table 1. Demographic characteristics and laboratory values of the patients at the time of biopsy according to the biopsy diagnoses.
FMF related AA
Focal segmental
Membranous
IgA
amyloidosis
glomerulosclerosis
nephropathy
nephropathy
(n = 124)
(n = 167)
(n = 188)
(n = 224)
40.1  14.1
47.8  14.4
38.1  11.8
Age (years)
46.3  15.4
(p < 0.001)
(p = 0.393)
(p < 0.001)
Males (n, %)
77 (46.1)
104 (55.3)
150 (67.0)
80 (64.5)
(p = 0.002)
(p = 0.126)
(p = 0.723)
12.9  2.1
13.3  2.0
13.0  2.0
Hemoglobin (g/dL) 11.9  2.3
(p = 0.001)
(p < 0.001)
(p < 0.001)
8.3

2.5
7.9

2.6
8.0  2.2
Leucocyte (x109/L) 9.3  3.1
(p = 0.001)
(p < 0.001)
(p < 0.001)
Platelet
277.6  83.0
278.6  79.7
246.6  70.0
357.3  125.5
(x109/L)
(p < 0.001)
(p < 0.001)
(p < 0.001)
Creatinine
1.48  1.35
1.05 + 0.94
1.86  1.49
2.03  2.41
(mg/dL)
(p = 0.02)
(p < 0.001)
(p = 0.458)
Albumin
3.31  0.98
2.66 + 0.72
3.81  0.60
2.47  0.89
(g/dL)
(p < 0.0001)
(p = 0.04)
(p < 0.001)
Proteinuria
4678  7569
7054  11377
2488  2083
6161  5426
(mg/day)
(p = 0.07)
(p = 0.435)
(p < 0.001)
ESR
38.3  32.8
38.7  27.0
28.0  25.9
62.1  34.6
(mm/h)
(p < 0.001)
(p < 0.001
(p < 0.001)
CRP
1.91[0.88–6.34]
0.47[0.28–0.90]
0.31[0.22–0.63]
0.54[0.28–1.52]
(mg/dL)
(p < 0.001)
(p < 0.001)
(p < 0.001)
MPV (fL)
8.2  0.9
8.1  1.0
8.3  0.9
7.9  1.2
(p = 0.01)
(p = 0.04)
(p = 0.001)
P values demonstrate the difference between AA amyloid group and other groups.
ESR: erythrocyte sedimentation rate, CRP: C-reactive protein, FMF: Familial Mediterranean fever, MPV: mean platelet volume.
Table 2. Correlation between platelet count and mean platelet
volume at the time of biopsy according to the biopsy
diagnoses.
r value
p
value
–0.351
Whole group
<0.001
–0.408
<
AA amyloid group
0.001
–0.314
<
FSGS group
0.001
Membranous nephropathy
–0.336
<
group
0.001
–0.237
<
IgA nephropathy group
0.001
FSGS: Focal segmental glomerulosclerosis.

were platelet count (β = –0.321, p < 0.001) and CRP (β = –
0.134, p < 0.03).
ROC analysis for MPV showed that the area under the
curve was 0.60, 95% confidence interval: 0.54–0.66, p =
0.001, and the cut-off value of ≤ 8.1 fL had a sensitivity of
62.1% and a specificity of 54.2% to predict AA
amyloidosis.
4. Discussion
This study confirmed the previous results of the studies
that reported low MPV in patients with AA amyloidosis
secondary to FMF in a much larger sample size.
Furthermore, low MPV could not be explained with severe
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proteinuria or low glomerular filtration rate (GFR) in AA
amyloidosis, as patients with AA amyloidosis had
significantly lower MPV levels when compared to patients
with different types of glomerulonephritis with similar
proteinuria or GFR.
Few studies have previously investigated MPV levels in
AA amyloidosis and all concluded that MPV is low in AA
amyloidosis [10,17]. Erdem et al. included 33 AA
amyloidosis patients with different etiologies and
compared MPV levels in AA amyloidosis patients with
control group. Mean MPV was 7.4 fL in AA amyloidosis
group and 8.4 fL in the control group (p < 0.0001) [17].
Ozkayar et al. compared MPV levels of 29 patients with AA
amyloidosis secondary to FMF with MPV levels in amyloid
negative FMF patients and control subjects. Mean MPV of
AA amyloid group was significantly lower (6.9 fL)
compared to amyloid negative FMF patients (10.2 fL) and
control group (9.2 fL) (p < 0.001 for both comparisons)
[10]. Neither of these studies had investigated the
association between MPV levels and amount of 24-h
proteinuria. In another study Sakalli et al reported higher
MPV in patients with proteinuria compared to patients
without proteinuria however authors did not specifically
disclose MPV levels in patients with and without AA
amyloidosis [7]. In a small sample size study investigating
the effect of renal function on MPV in AA amyloidosis, no
significant relationship was found between MPV and GFR
[13]. In our study with the largest sample size that
included 124 AA amyloidosis patients and a total of 703
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patients with glomerulonephritis, we did not observe a
correlation between MPV and proteinuria or renal
function in AA amyloidosis group and in whole study
population.
The results of this study indicate that there should be
other mechanisms responsible from low MPV in AA
amyloidosis rather than proteinuria or renal functions.
Previously some authors argued that severe inflammation
might be directly responsible from low MPV. IL-6, one of
the main inflammatory mediators in FMF [18–20] is the
most widely studied inflammatory marker for MPV and
have a clear effect on stimulating thrombocytosis and
decreasing MPV considering the inverse relation between
platelet count and MPV yielding a constant mass of
platelet [21,22]. Clarke et al, revealed that when
recombinant IL-6 is administered subcutaneously to
patients with advanced malignancy to stimulate
thrombopoiesis, platelet numbers reached to a peak level
at the end of the second week with accompanying
decrease in MPV about 10% [21]. Similarly Van Gameren
et al, observed increased platelet counts and a decrease in
mean MPV value from 8.3 fL to 7.1 fL in patients with
breast and lung cancer with IL-6 treatment [22]. IL-1 and
TNF-alpha are the other inflammatory markers that affect
platelet size and number [23,24]. Anti-TNF-alpha
treatments result in significant increase in MPV levels in
inflammatory conditions [25]. MPV was found to be
negatively correlated with ESR and CRP in patients with
rheumatoid arthritis and inflammatory bowel disease
[26,27]. However, the largest study about the relation
between MPV and CRP come from a population study of
National Health and Nutrition Examination Survey
(NHANES) data in 16,329 subjects revealing a significant
negative correlation between MPV and CRP [28].
In this study we also observed that patients with AA
amyloidosis had significantly higher CRP levels compared
to patients with other glomerular diseases and in
multivariate analysis CRP was one of the few parameters
that predict the MPV levels. We observed that patients
with AA amyloidosis had significantly lower hemoglobin
levels and higher leucocyte and platelet counts compared
to other groups. The high platelet count in AA amyloidosis
patients together with the negative correlation between
platelet count and MPV in this current study strengthens
the hypothesis that inflammatory markers stimulate
thrombopoiesis and result in low MPV. Another probable
explanation of low MPV in inflammation may be related to
consumption of large active platelets in the inflammation
sites like vessel walls and serosal membranes leading to
decreased MPV levels of circulating platelets in
inflammatory diseases like FMF [16,23,29].
However, these hypotheses do not explain why most of
the studies report high MPV in FMF patients without AA
amyloidosis. In this regard the effect of colchicine on MPV
should be considered. It is known that colchicine has the

potential to increase MPV [30]. It is possible that low MPV
in patients with AA amyloidosis, which is a result of
ongoing inflammation, can be explained by severe
inflammation. However, the MPV increasing effect of
colchicine may be more pronounced compared to the MPV
lowering effect of inflammation in patients with FMF
without severe inflammation and no accompanying AA
amyloidosis. In our study AA amyloidosis group included
29 patients that already had a diagnosis of FMF and using
colchicine at the time of biopsy, in addition to 95 subjects
that underwent renal biopsy for nephrotic syndrome and
had no previous diagnosis of FMF and usage of colchicine.
Although we observed higher MPV levels in patients
under colchicine treatment, this difference did not reach
statistical significance probably as a result of low number
of these subjects. In this regard it will be interesting to
determine the changes in MPV values after the
introduction of colchicine and anti Il-1 treatments in
future studies.
The main limitation of this study is related with
retrospective design which leads to lack of reliable data
about several parameters which have the potential to
affect MPV. These parameters are co-morbid conditions
like type 2 diabetes mellitus, acute coronary syndromes,
moderate-to-severe valvular heart disease, smoking
status, hypertension, hypercholesterolemia, liver
diseases, obesity, the metabolic syndrome, hematological
diseases, malignancy, acute and chronic infections, stroke
and usage of statins and antihypertensive drugs. However,
since the study was conducted in large patient population
with similar demographic characteristics and laboratory
values in each group, we believe that these factors are
evenly distributed among the groups.
In conclusion despite the limitation stated above, this
study is the largest study of MPV in patients with biopsy
proven FMF related AA amyloidosis and confirms
previous studies reporting low MPV in AA amyloidosis.
This study clearly indicates that low MPV cannot be
explained with severe proteinuria and impaired renal
function. Considering the low hemoglobin, high platelet
counts and high levels of inflammatory markers in AA
amyloidosis, the low MPV is probably related with the
direct effect of inflammation on bone marrow.
Acknowledgement/Disclaimers/Conflict of interest
The study did not receive any specific funding. The
authors declare that they have no conflicts of interest.
Informed consent
This retrospective study was approved by the Ethics
Committee of Hacettepe University Faculty of Medicine
(Approval Number: GO 20/1113) and the requirement for
informed consent was waived by the ethics committee.
The study was conducted in accordance with declaration
of Helsinki.

2367

YILDIRIM et al. / Turk J Med Sci
References
1.
Sohar E, Gafni J, Pras M, Heller H. Familial Mediterranean fever.
A survey of 470 cases and review of the literature. The
American Journal of Medicine 1967; 43 (2): 227-253. doi:
10.1016/0002-9343(67)90167-2
2.
Livneh A, Langevitz P, Zemer D, Zaks N, Kees S et al. Criteria for
the diagnosis of familial Mediterranean fever. Arthritis and
Rheumatism
1997;
40
(10):
1879-1885.
doi:
10.1002/art.1780401023
3.
Orbach H, Ben-Chetrit E. Familial mediterranean fever: a
review and update. Minerva Medica 2001; 92 (6): 421-430.
4.
Ozen S, Demirkaya E, Erer B, Livneh A, Ben-Chetrit E et al.
EULAR recommendations for the management of familial
Mediterranean fever. Annals of the Rheumatic Diseases 2016;
75 (4): 644-651. doi: 10.1136/annrheumdis-2015-208690
5.
Köhler BM, Lorenz HM, Blank N. IL1-blocking therapy in
colchicine-resistant familial Mediterranean fever. European
Journal of Rheumatology 2018; 5 (4): 230-234. doi:
10.5152/eurjrheum.2018.18036
6.
Bath PM, Butterworth RJ. Platelet size: measurement,
physiology and vascular disease. Blood Coagulation &
Fibrinolysis 1996; 7 (2): 157-161.
7.
Sakallı H, Kal O. Mean platelet volume as a potential predictor
of proteinuria and amyloidosis in familial Mediterranean fever.
Clinical Rheumatology 2013; 32: 1185-1190. doi:
10.1007/s10067-013-2257-8
8.
Basaran O, Uncu N, Celikel BA, Aydın F, Cakar N. Assessment of
neutrophil to lymphocyte ratio and mean platelet volume in
pediatric familial Mediterranean fever patients. Journal of
Research in Medical Sciences 2017; 22: 35. doi: 10.4103/17351995.202140
9.
Uluca Ü, Demir F, Ece A, Şen V, Güneş A et al. Assessment of
epicardial adipose tissue thickness and the mean platelet
volume in children with familial Mediterranean fever. Italian
Journal of Pediatrics 2015; 41: 15. doi: 10.1186/s13052-0150120-z
10. Ozkayar N, Piskinpasa S, Akyel F, Dede F, Yildirim T et al.
Evaluation of the mean platelet volume in secondary
amyloidosis due to familial Mediterranean fever.
Rheumatology International 2013; 33: 2555-2559. doi:
10.1007/s00296-013-2775-3
11. Arıca S, Ozer C, Arıca V, Karakuş A, Celik T et al. Evaluation of
the mean platelet volume in children with familial
Mediterranean fever. Rheumatology International 2012; 32:
3559-3563. doi: 10.1007/s00296-011-2251-x
12. Coban E, Adanir H. Platelet activation in patients with Familial
Mediterranean fever. Platelets 2018; 19 (6): 405-408. doi:
10.1080/09537100802187121
13. Bakan A, Oral A, Alışır Ecder S, Şaşak Kuzgun G, Elçioğlu ÖC et
al. Assessment of mean platelet volume in patients with aa
amyloidosis and aa amyloidosis secondary to familial
Mediterranean fever: a retrospective chart - review study.
Medical Science Monitor 2019; 25: 3854-3859. doi:
10.12659/MSM.914343
14. Uluca Ü, Ece A, Şen V, Karabel D, Yel S et al. Usefulness of mean
platelet volume and neutrophil-to-lymphocyte ratio for
evaluation of children with Familial Mediterranean fever.
Medical Science Monitor 2014; 20: 1578-1582. doi:
10.12659/MSM.892139
15. Yildirim Cetin G, Gul O, Kesici-Metin F, Gokalp İ, Sayarlıoglu M.
Evaluation of the mean platelet volume and red cell
distribution width in FMF: are they related to subclinical

2368

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

inflammation or not? International Journal of Chronic Diseases
2014: 127426. doi: 10.1155/2014/127426
Sahin S, Senel S, Ataseven H, Yalcin I. Does mean platelet
volume influence the attack or attack-free period in the
patients with Familial Mediterranean fever? Platelets 2013; 24
(4): 320-323. doi: 10.3109/09537104.2012.697591
Erdem E, Erdem D, Dilek M, Kaya C, Karataş A et al. Red cell
distribution width and mean platelet volume in amyloidosis.
Clinical and Applied Thrombosis/Hemostasis 2014; 20 (3):
334-337. doi: 10.1177/1076029612462761
Bagci S, Toy B, Tuzun A, Ates Y, Aslan M et al. Continuity of
cytokine activation in patients with familial Mediterranean
fever. Clinical Rheumatology 2004; 23: 333-337. doi:
10.1007/s10067-004-0925-4
Baykal Y, Saglam K, Yilmaz MI, Taslipinar A, Akinci SB et al.
Serum sIL-2r, IL-6, IL-10 and TNF-alpha level in familial
Mediterranean fever patients. Clinical Rheumatology 2003; 22:
99-101. doi: 10.1007/s10067-002-0682-1
Gang N, Drenth JP, Langevitz P, Zemer D, Brezniak N et al.
Activation of the cytokine network in familial Mediterranean
fever. The Journal of Rheumatology 1999; 26: 890-897.
Clarke D, Johnson PW, Banks RE, Storr M, Kinsey SE et al.
Effects of interleukin 6 administration on platelets and
haemopoietic progenitor cells in peripheral blood. Cytokine
1996; 8 (9): 717-723. doi: 10.1006/cyto.1996.0095
van Gameren MM, Willemse PH, Mulder NH, Limburg PC, Groen
HJ et al. Effects of recombinant human interleukin-6 in cancer
patients: a phase I-II study. Blood 1994; 84 (5): 1434-1441.
Gasparyan AY, Ayvazyan L, Mikhailidis DP, Kitas GD. Mean
platelet volume: a link between thrombosis and inflammation?
Current Pharmaceutical Design 2011; 17: 47-58. doi:
10.2174/138161211795049804
Tunjungputri RN, Li Y, De Groot PG, Dinarello CA, Smeekens SP
et al. The inter-relationship of platelets with interleukin-1betamediated inflammation in humans. Thrombosis and
Haemostasis 2018; 118 (12): 2112-2125. doi: 10.1055/s0038-1675603
Gasparyan AY, Sandoo A, Stavropoulos-Kalinoglou A, Kitas GD.
Mean platelet volume in patients with rheumatoid arthritis:
the effect of anti-TNF-α therapy. Rheumatology International
2010; 30 (8): 1125-1129. doi: 10.1007/s00296-009-1345-1
Şahin A, Yetişgin A, Şahin M, Durmaz Y, Cengiz AK. Can mean
platelet volume be a surrogate marker of inflammation in
rheumatic diseases? The West Indian Medical Journal 2015; 65
(1): 165-169. doi: 10.7727/wimj.2014.202
Kapsoritakis AN, Koukourakis MI, Sfiridaki A, Potamianos SP,
Kosmadaki MG et al. Mean platelet volume: a useful marker of
inflammatory bowel disease activity. The American Journal of
Gastroenterology 2001; 96 (3): 776-781. doi: 10.1111/j.15720241.2001.03621.x
Ball S, Dennis JA, Bedanie G, Nugent K. Relation between mean
platelet volume and C-reactive protein. Proceedings (Baylor
University Medical Center) 2020; 33 (2): 163-168. doi:
10.1080/08998280.2019.1710658
Thompson CB, Jakubowski JA. The pathophysiology and
clinical relevance of platelet heterogeneity. Blood 1988; 72 (1):
1-8.
Laufer N, Grover NB, Ben-Sasson S, Freund H. Effects of
adenosine diphosphate, colchicine and temperature on size of
human platelets. Thrombosis and Haemostasis 1979; 41 (3):
491-497.

