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Abstract

HIT) is challenging. This study aimed to compare the diagnostic
Background: Diagnosis of heparin-induced thrombocytopenia (
performance of HIT expert probability (HEP) and 4T scores, and to evaluate the inter-observer reliability for the 4T score in a
clinical setting.
Methods: This prospective study included HIT-suspected patients between 2016 and 2018. Three hematologists assessed the HEP
and 4T scores. Correlations between scores and anti-platelet factor 4 (anti-PF4)/heparin antibodies were evaluated. Receiver
operating characteristic curves and area under the curve (AUC) were used to assess the predictive accuracy of these two scoring
models. The intraclass correlation coefficient (ICC) was used to assess the inter-observer agreement of 4T scores between residents
and hematologists.
Results: Of the 89 subjects included, 22 (24.7%) were positive for anti-PF4/heparin antibody. The correlations between antibody
titer and either HEP or 4T scores were similar (r = 0.392, P < 0.01 for the HEP score; r = 0.444, P < 0.01 for the 4T score). No
significant difference in the diagnostic performance was displayed between these two scores (AUC for the HEP score: 0.778 vs.AUC
for the 4T score: 0.741, P = 0.357). Only 72 4T scores were collected from the residents, with a surprisingly low percentage of
observers (43.1%) presenting the four individual item scores which made up their 4T score. The AUC of 4T score assessed by
residents and hematologists was 0.657 (95% confidence interval [CI]: 536–0.765) and 0.780 (95% CI: 0.667–0.869, P < 0.05),
respectively. The ICC of 4T score between residents and hematologists was 0.49 (95% CI: 0.29–0.65, P < 0.01), demonstrating a
fair inter-observer agreement.
Conclusions: The HEP score does not display a better performance for predicting HIT than the 4T score. With the unsatisfactory
completion rate, the inter-observer agreement of 4T score in a tertiary hospital is fair, underscoring the necessity for continuing
education for physicians.
Keywords: Heparin-induced thrombocytopenia; Clinical scoring model; 4T score; HIT expert probability score

Introduction

Heparin-induced thrombocytopenia (HIT) is a prothrom-

while waiting for the results of anti-PF4/heparin antibody
test. Functional assays are the most accurate diagnostic tests,
but they are time-consuming, technically complex, and
botic and potentially fatal complication of heparin
treatment causedby anti-platelet factor 4 (anti-PF4)/heparin
antibodies of immunoglobulin G (IgG) class, affecting
approximately 0.1% to 5% of patients receiving unfractio-
nated heparin (UFH) or low-molecular-weight heparin
(LMWH).[1-3] As heparin is widely administered in clinical
practice, HIT is still a reasonable differential diagnosis for
patients with thrombocytopenia and heparin exposure.[4]

The diagnosis of HIT is still challenging, especially in
complicated and critically ill patients. In virtually all
situations, physicians must make a primary clinical decision
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expensive.[5,6] Immunoassays, detecting both pathogenic and
non-pathogenic antibodies, generally have high sensitivities
and low specificities, resulting in the overdiagnosis of HIT.[7]

Although the performance of IgG-specific assays has
improved, the potential for overdiagnosis still remains.[7,8]

Nevertheless, in several developing countries, including
China, neither screening immunoassays nor specific func-
tional tests are generally available, underscoring the impor-
tance of pre-test scoring systems to limit overdiagnosis.

The 4T and HIT expert probability (HEP) scores are
the two principal scoring systems for HIT. The 4T score
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includes four variables (thrombocytopenia, the timing of
platelet fall, thrombosis, and other causes of thrombocy-

hospital between May 17, 2016 and July 16, 2018. The
inclusion criteria were the use of UFH or LMWH and the
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topenia) and classifies patients as having a low, intermedi-
ate, or high risk of HIT.[9] The HEP score, based on expert
opinion, was proposed in 2010.[10] It comprises eight
clinical and biological criteria with corresponding positive
and negative points. Both scores, but especially the 4T
score, have a very high sensitivity, being capable of ruling
out HIT in low-risk individuals.[11] They both demonstrate
good inter-observer agreements in their initial assessment.
However, the reliability of HEP score in comparison to the
4T score remains uncertain. In previous studies, pre-test
scoring systems were used retrospectively by hematologists
and clinicians with expertise in HIT diagnosis.[9-13] The
determination of scores in these studies does not reflect
real-life clinical practice.

This study was performed to validate the diagnostic
performance of HEP score compared with the 4T score in
heterogeneous patient populations from China, and to
evaluate the inter-rater reliability for the 4T score in a
clinical setting.

Methods
Ethical approval

The study was conducted in accordance with the
Declaration of Helsinki and approved by the Institutional
Review Board of Peking Union Medical College Hospital
(No. S-T369). Informed written consent was obtained
from all patients or their guardians for the children prior to
their enrollment in this study.

Study design
This was a single-center, prospective, observational study
on HIT-suspected patients in the real-life setting of a
tertiary hospital.

The sample size calculation was performed using MedCalc
version 18.2.1 (MedCalc Software, Mariakerke, Belgium)
based on a two-sided significance level (a) of 5% and a
power (1 – b) of 80%. Referring to the findings of Cuker
et al,[10] 0.9 and 0.7 were assumed as the area under the
curve (AUC) for the receiver operating curve (ROC) of
HEP and 4T scores separately. Correlations in positive and
negative groups were presumed to be 0.8,[13] and the ratio
of sample sizes in negative/positive groups was presumed
to be 4.[14] Then, the minimum required sample sizes for
comparison of ROC curves were obtained, and at least
55 cases (11 positive and 44 negative) should be enrolled
in the present study.

The HEP and 4T scores assessed by hematologists were
compared, and the inter-observer reliability of 4T score
between unintentionally trained frontline physicians and
hematologists was examined.

Patients and samples
442
The records were collected, and citrated plasma from
consecutive HIT-suspected inpatients was submitted to the
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presence of thrombocytopenia or platelet count fall. The
exclusion criteria included repeated tests, loss of sample,
and chronic hemodialysis (as these patients had a rather
high risk of developing asymptomatic anti-PF4/heparin
antibodies[15]) [Figure 1].

Clinical assessment

One hematologist (LS) and twoHIT experts (SJWandYQZ)
reviewed the clinical information of each participant and
rated it independently using the 4T score [Table S1, http://
links.lww.com/CM9/A41][13] and HEP score [Table S2,
http://links.lww.com/CM9/A41].[10] Each of the three hem-
atologists produced independent scores for each givenpatient
and discussed the results to achieve a final consensus.

For assessing the inter-observer agreement of 4T score, a
structured questionnaire was given to every resident who
was in charge of HIT-suspected patients but lacked
intentional training.

The two scoring systems were determined before the
antibody test.

Assay for anti-PF4/heparin antibody

The IgG-specific anti-PF4/heparin antibody was detected
using the PF4 IgG enzyme-linked immunosorbent assay
(ELISA) kit (GTI Diagnostics, Waukesha, WI, USA)
according to themanufacturer’s guidelines. Optical density
as A(405-490 nm) was recorded, using a cutoff value of 0.4.

Statistical analysis

Patients were classified into two groups on the basis of
ELISA A(405-490 nm): HIT positive as A(405-490 nm)≥0.40 and
HIT negative as A(405-490 nm) < 0.40. Continuous variables
were expressed as medians with quartiles. Categorical
variables were presented as percentages. Student t test or
Mann–Whitney U test was used to detect differences
between continuous normal and non-normal variables,
respectively, and the Chi-squared test was used to detect
differences between categorical variables. A value of
P � 0.05 was considered to be statistically significant.
Pearson product-moment correlation coefficient (r) was
used to quantify the correlation between the scoringmodels
and the ELISA A(405-490 nm). The ROC curve analysis was
used to compare the diagnostic performance of scoring
models for predicting IgG ELISA-based HIT. The intraclass
correlation coefficient (ICC) was used to assess the inter-
observer agreement between residents and hematologists.
Statistical parameterswere calculatedmainly using the SPSS
version 23.0 (IBM, Armonk, NJ, USA), with MedCalc
version 18.2.1 (MedCalc Software, Mariakerke, Belgium)
being used for the ROC curve and ICC analyses.

Results
Patients

The study included 89 HIT-suspected patients between
2016 and 2018. The demographic and clinical data of
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patients are summarized in Table 1. Most of the
participants were admitted to the medical department

Diagnostic performance of HEP vs. 4T scores

Figure 1: Flow chart of the study. PF4: Platelet factor 4.
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(53.9%) or intensive care unit (ICU) (25.8%). The IgG
anti-PF4/heparin antibody was positive in 22 patients
(24.7%), with a median A(405-490 nm) of 2.442. HIT-
positive subjects were significantly older than HIT-
negative ones and developed more thrombosis.
Correlation between the scoring models and the HIT ELISA

443
Figure 2 shows the relationship between the clinical
scoring models and the HIT ELISA. The patients were
classified as HIT-positive or HIT-negative based on
the result of the ELISA assay, with a cutoff of 0.4.
The median 4T and HEP scores of HIT-positive
individuals were both significantly greater than those of
HIT-negative ones (5 vs. 3, Z = �3.47, P < 0.01 for the
4T score; 7 vs. 2, Z = �3.92, P < 0.01 for the HEP score)
[Figure 2A].

The HIT-positive patients were then categorized into two
groups [Figure 2B]. The operating characteristics were
shown to bemarkedly improvedwhen theA(405-490 nm)was
≥1.00, without necessarily compromising diagnostic
accuracy. Therefore, an A(405-490 nm) of 1.00 was selected
as the boundary between the two groups.[16,17] Significant
differences in median clinical scores were found between
the A(405-490 nm) ≥1.00 group and the A(405-490 nm) < 0.4
group. The correlation coefficient (r) between the 4T score
and the A(405-490 nm) was 0.444 (P < 0.01), which was
similar to that between the HEP score and the A(405-490 nm)
(r = 0.392, P < 0.01).

1

The agreement between the HEP score and the 4T score
was assessed by ROC curve analysis using HIT ELISA as
the standard with a cutoff of 0.4 [Figure 3A]. At an AUC of
0.778 (95% confidence interval [CI]: 0.678–0.860), the
HEP score did not exhibit a better diagnostic performance
compared with the 4T score (0.741, 95%CI: 0.637–0.828,
P = 0.357).

Table 2 summarizes the operating characteristics of each
model at the selected cutoffs. The 4T scores of 4 and 6,
which were widely used as the boundaries among low,
intermediate, and high risks of HIT, were chosen as the
cutoffs for screening and diagnosing, respectively. The
cutoff scores of HEP values were selected as 2 and 5 to
assess their diagnostic performance, as used by Cuker
et al.[10] In the present study, the cutoff of the 4T scores of
two yielded specificity and positive predictive value (PPV)
of 2.99% and 0.25, respectively, whereas the cutoff of the
HEP scores of –2 yielded specificity and PPV of 4.48% and
0.26, respectively, to achieve 100% sensitivity for the best
performance of screening.

Inter-observer agreement of 4T score
Although every resident was asked to complete the 4T
score while ordering for the HIT antibody test, the com-
pletion percentage was not satisfactory. Only 72 ques-
tionnaires (80.9%) were completed, with unexpectedly less
than half presenting the four individual items of the 4T
score (n = 31, 43.1%). The agreement of 4T score assessed
by residents and hematologists was evaluated by ROC
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curve analysis using HIT ELISA as the standard
[Figure 3B]. The AUC of residents was significantly lower

demonstrating a fair inter-observer agreement. Among the
four individual items of 4T score, “existence of other

Figure 2: Relationship between scores and HIT ELISA. (A) Distribution of scores according to ELISA with a cutoff of 0.4. Boxes and whiskers represent medians with quartiles and limits,
respectively. (B) Distribution of scores in the two scoring models according to ELISA. Lines and error bars represent median scores and quartiles, respectively. HEP: HIT expert probability;
HIT: Heparin-induced thrombocytopenia.

Table 1: Clinical characteristics of 89 patients suspected with HIT.

Parameters HIT positive (n = 22) HIT negative (n = 67) Statistics P

Age (years) 64.5 (60.5, 76.5) 54.0 (35.0, 69.0) 3.124
∗

0.003
Female 10 (45.5) 38 (56.7) 0.845† 0.358
Inpatient service
Medical 10 (45.5) 38 (56.7) 0.845† 0.358
Surgery 3 (13.6) 6 (9.0) 0.050† 0.822
Intensive Care unit 7 (31.8) 16 (23.9) 0.544† 0.461
Others 2 (9.1) 7 (10.4) <0.001† 1.000

ELISA HIT IgG-Ab (A(405-490 nm)) 2.442 (0.608, 4.379) 0.129 (0.087, 0.187) 4.070‡ 0.001
Platelets on admission (�109/L) 145.5 (100.5, 222.0) 130.0 (93.0, 194.0) 0.566‡ 0.906
Type of heparin
UFH 12 (54.5) 36 (53.7) 0.004† 0.947
LMWH 4 (18.2) 24 (35.8) 2.390† 0.122
Combination 6 (27.3) 7 (10.4) 2.531† 0.112

Heparin total duration (days) 12.0 (7.0, 16.5) 8.0 (5.0, 16.0) 1.013‡ 0.256
Platelets decline (�109/L) 100.5 (49.3, 148.5) 93.0 (47.0, 146.0) 0.081

∗
0.936

Thrombosis
New thrombosis 14 (63.6) 21 (31.3) 7.238† 0.007
Clinically suspected; unconfirmed 1 (4.5) 1 (1.5) 0.703† 0.402
No thrombosis 7 (31.8) 45 (67.2) 8.518† 0.004

Other causes of thrombocytopenia
Severe DIC 3 (13.6) 4 (6.0) 0.494† 0.482
Severe infection 7 (31.8) 20 (29.8) 0.030† 0.862
Chronic thrombocytopenic disorder 2 (9.1) 22 (32.8) 4.741† 0.029
Indwelling intra-arterial device 1 (4.5) 4 (6.0) <0.001† 1.000
Cardiopulmonary bypass 4 (18.2) 8 (11.9) 0.147† 0.701

Values are presented asmedian (P25, P75) or n (%).
∗
t values. †x2 values. ‡Z values. DIC: Disseminated intravascular coagulation; ELISA: Enzyme-linked

immunosorbent assay; HIT: Heparin-induced thrombocytopenia; LMWH: Low-molecular-weight heparin; UFH: Unfractionated heparin.
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than that of the hematologists (0.657, 95% CI: 0.536–
0.765 vs. 0.780, 95% CI: 0.667–0.869, P < 0.05).

The inter-observer agreement between the two groups of
doctors was further analyzed using the ICC. The ICC
(95% CI) of total score was 0.49 (0.29–0.65, P < 0.01),

1

causes of thrombocytopenia” and “timing of thrombocy-
topenia” achieved lower ICCs with 0.36 (0.01–0.63,
P < 0.05) and 0.57 (0.28–0.77, P < 0.01), respectively,
whereas “magnitude of thrombocytopenia” and “presence
of thrombosis” had excellent ICCs of 0.79 (0.62–0.90,
P < 0.01) and 0.80 (0.63–0.90, P < 0.01), respectively.
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Discussion fore,many countries, includingChina, have not yet developed
these tests. Even in America and Europe, only a few

assessment criteria compared with the 4T score, thus

Figure 3: Receiver operating characteristic curves of scoring models for the diagnosis of HIT using HIT ELISA as the standard. (A) Agreement between HEP and 4T scores (n = 89)
assessed by hematologists. (B) Agreement of 4T scores between hematologists and residents (n = 72). AUC: Area under the curve; CI: Confidence interval; HEP: HIT expert probability;
HIT: Heparin-induced thrombocytopenia.

Table 2: The diagnostic performance of each cutoff value for heparin-induced thrombocytopenia.

Model Median score Cutoff Sensitivity Specificity PPV NPV LR+ LR�

Number of
cases below
the cutoff

4T score
(hematologists)

4 (3, 5) ≥4
(screen)

0.86
(0.64–0.96)

0.51
(0.38–0.63)

0.37
(0.24–0.51)

0.92
(0.77–0.98)

1.75
(1.31–2.35)

0.27
(0.09–0.79)

37/89
(41.6)

≥6 0.36
(0.18–0.59)

0.93
(0.83–0.97)

0.62
(0.32–0.85)

0.82
(0.71–0.89)

4.87
(1.78–13.35)

0.69
(0.50–0.95)

76/89
(85.4)

HEP score
(hematologists)

3 (1, 6) ≥2
(screen)

0.86
(0.64–0.96)

0.43
(0.31–0.56)

0.33
(0.22–0.47)

0.91
(0.74–0.98)

1.52
(1.17–2.00)

0.32
(0.11–0.94)

32/89
(36.0)

≥5 0.68
(0.45–0.85)

0.76
(0.64–0.85)

0.48
(0.31–0.67)

0.88
(0.76–0.95)

2.86
(1.71–4.77)

0.42
(0.22–0.78)

58/89
(65.2)

4T score
(residents)

5
(3.25, 5.75)

≥4
(screen)

0.89
(0.64–0.98)

0.30
(0.18–0.44)

0.30
(0.18–0.44)

0.89
(0.64–0.98)

1.26
(1.00–1.60)

0.38
(0.09–1.51)

18/72
(25.0)

≥6 0.33
(0.14–0.59)

0.78
(0.64–0.88)

0.33
(0.14–0.59)

0.78
(0.64–0.88)

1.5
(0.66–3.41)

0.86
(0.61–1.20)

54/72
(75.0)

Values are presented as median (P25, P75) or 95% (CI) or n (%). CI: Confidence interval; HEP: Heparin-induced thrombocytopenia expert probability;
LR: Likelihood ratio; NPV: Negative predictive value; PPV: Positive predictive value.
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Despite the low incidence of HIT in clinical practice, it is a
critical medical condition with a significant morbidity and
mortality burden, which needs urgent clinical decision
making.[18] Diagnosis of HIT is still challenging, especially
in patients from themedical department and ICU, accounting
for nearly 80% of our subjects in the present study. The first
reason is that the prevalence of thrombocytopenia inmedical
and critically ill patients is up to 58%,[4] and heparin is
frequently prescribed for these patients. Secondly, these
patients usually have more complicated clinical conditions,
including multiple causes of thrombocytopenia, resulting in
atypical symptoms and problems with respect to diagnosis.

Functional tests are considered to be the golden standard for
HIT diagnosis. However, they are time-consuming and
expensive and require experienced expert personnel. There-

1

laboratories are using these at present.[19] Immunoassays
are more commonly used in real-life clinical practice.
Nevertheless, their diagnostic performances are limited due
to their relatively low specificity, leading to the overdiagnosis
of HIT.[5] By detecting the specific IgG-class anti-PF4/heparin
antibody, the specificity of ELISA can be improved up to
89.9%, without necessarily compromising sensitivity.[7]

However, because of the slow test turnaround time, IgG
ELISA tends to be less clinically useful for urgent clinical
decisions. Under such circumstances, the clinical scoring
systems show their importance by providing pretest proba-
bilities to guide whenever a biological assay is warranted.

The HEP score gave a more extensive definition of
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exhibiting theoretical advantages over the latter method.
Also, the performance of the HEP score was better in one

and cost in low-risk patients. Several hospitals and
laboratories have already implemented a compulsory
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Also, the diagnostic performance of 4T assessed by
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4T score was not commonly used, with only 13% actually
documented in the medical records. In a community
hospital in upstate New York, Samhouri et al[14] also
observed a mere 2.4% documentation rate of 4T scores,
with an overused anti-PF4/heparin antibody test of 14.6%.
It was speculated that junior physicians might have
insufficient knowledge of 4T score and therefore they
were uncertain about their scores. The second possible
explanation was that they were unaware of the importance
of clinical pre-test scoring systems. Similar to the
institution of Beauverd et al,[20] the hospital information
system in this study allowed the ordering of laboratory
tests without a compulsory requirement for the 4T score,
and physicians could achieve results without hematologic
consultations. The 4T score demonstrated a high negative
predictive value of a low probability score (99.8%)[11]and
hence was considered to be an ideal pre-test system to
exclude HIT. It can avoid unnecessary laboratory assays
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pre-test scoring system with the 4T score before the use
of anti-PF4/heparin assays. However, because of the
reasonable inter-observer agreement between HIT experts
and frontline residents, the application of the 4T score is
limited. Themain disagreement was in two individual items
of T4 (“existence of other causes of thrombocytopenia”)
and T2 (“timing of thrombocytopenia”) with ICCs of 0.36
and 0.57, respectively, which was similar to the results
reported by Nagler et al[22] (raw agreement of 62% and
55%, respectively) and Dore et al[21] (raw agreement of
54%and63%, respectively).The lackof a cleardefinitionof
these two items remains an issue. Differences in clinical
training and experience of raters may result in different
interpretations. More education may help to improve
the reliability of 4T scores. Hopefully, new on-demand
diagnostic tools with greater sensitivity and specificity may
overcome the diagnostic problems and bewidely used.[23,24]

This study had several limitations. Firstly, it was
performed in a single center with a limited number of
patients. Larger-sample studies should be conducted to
allow the analysis of the diagnostic performance of scoring
models in patients from the surgical department, internal
medical award, and ICU separately. Secondly, the inter-
observer agreement between hematologists could not be
calculated because of their discussion to reach a final
consensus. However, the pattern represented the real-
world hematologic consultation inmany countries wherein
on-duty fellows discuss cases with their superiors to draw a
final conclusion. Last but not least, only anti-PF4/heparin
assay results were available for the patients in this study,
inevitably increasing the false-positive rate of HIT.
However, because of the unavailability of functional
assays in many institutions, using IgG ELISA as a standard
may be more practical for physicians to predict the
performance of clinical scoring systems.

In conclusion, the HEP score does not improve the
correlation with the anti-PF4/heparin antibody compared
with the 4T score in Chinese patients. The inter-observer
agreement of 4T score in a real-life setting is fair, albeit
with an unsatisfactory completion rate. Chinese physicians
should make greater efforts and pursue continuing
education to use pre-test probability scores before testing
the anti-PF4/heparin antibody concentration in HIT-
suspected patients.

Conflicts of interest
None.
et al. A high-value cost conscious approach to minimize heparin
induced thrombocytopenia antibody (HITAb) testing using the 4T
score. J Thromb Thrombolysis 2016;42:441–446. doi: 10.1007/
s11239-016-1396-6.

2. Lu BY, Kudlowitz D, Gardner LB. Clinical and laboratory
characteristics associated with a high optical density anti-platelet
factor 4 ELISA test. J Blood Med 2015;6:277–283. doi: 10.2147/
JBM.S90179.

http://www.cmj.org


3. Dhakal B, Kreuziger LB, Rein L, Kleman A, Fraser R, Aster RH, et al.
Disease burden, complication rates, and health-care costs of heparin-

thrombocytopenia in a community hospital in upstate New York.
J Community Hosp Intern Med Perspect 2016;6:32522. doi:

Chinese Medical Journal 2019;132(12) www.cmj.org
induced thrombocytopenia in the USA: a population-based study.
Lancet Haematol 2018;5:e220–e231. doi: 10.1016/S2352-3026(18)
30046-2.

4. Strauss R, Wehler M, Mehler K, Kreutzer D, Koebnick C, Hahn EG.
Thrombocytopenia in patients in the medical intensive care unit:
bleeding prevalence, transfusion requirements, and outcome. Crit
Care Med 2002;30:1765–1771.

5. Cuker A. Clinical and laboratory diagnosis of heparin-induced
thrombocytopenia: an integrated approach. Semin Thromb Hemost
2014;40:106–114. doi: 10.1055/s-0033-1363461.

6. Warkentin TE, Greinacher A, Gruel Y, Aster RH, Chong BH.
Laboratory testing for heparin-induced thrombocytopenia: a
conceptual framework and implications for diagnosis. J Thromb
Haemost 2011;9:2498–2500. doi: 10.1111/j.1538-7836.2011.
04536.x.

7. Nagler M, Bachmann LM, ten Cate H, ten Cate-Hoek A. Diagnostic
value of immunoassays for heparin-induced thrombocytopenia:
a systematic review and meta-analysis. Blood 2016;127:546–557.
doi: 10.1182/blood-2015-07-661215.

8. Warkentin TE, Sheppard JA, Moore JC, Moore KM, Sigouin CS,
Kelton JG. Laboratory testing for the antibodies that cause heparin-
induced thrombocytopenia: how much class do we need? J Lab Clin
Med 2005;146:341–346. doi: 10.1016/j.lab.2005.08.003.

9. Lo GK, Juhl D, Warkentin TE, Sigouin CS, Eichler P, Greinacher A.
Evaluation of pretest clinical score (4 T’s) for the diagnosis of
heparin-induced thrombocytopenia in two clinical settings. J
Thromb Haemost 2006;4:759–765. doi: 10.1111/j.1538-7836.
2006.01787.x.

10. Cuker A, Arepally G, Crowther MA, Rice L, Datko F, Hook K, et al.
The HIT expert probability (HEP) score: a novel pre-test probability
model for heparin-induced thrombocytopenia based on broad expert
opinion. J Thromb Haemost 2010;8:2642–2650. doi: 10.1111/
j.1538-7836.2010.04059.x.

11. Cuker A, Gimotty PA, CrowtherMA,Warkentin TE. Predictive value
of the 4Ts scoring system for heparin-induced thrombocytopenia: a
systematic review and meta-analysis. Blood 2012;120:4160–4167.
doi: 10.1182/blood-2012-07-443051.

12. Strutt JK, Mackey JE, Johnson SM, Sylvia LM. Assessment of
the 4Ts pretest clinical scoring system as a predictor of heparin-
induced thrombocytopenia. Pharmacotherapy 2011;31:138–145.
doi: 10.1592/phco.31.2.138.

13. Uaprasert N, Chanswangphuwana C, Akkawat B, Rojnuckarin P.
Comparison of diagnostic performance of the heparin-induced
thrombocytopenia expert probability and the 4Ts score in screening
for heparin-induced thrombocytopenia. Blood Coagul Fibrinolysis
2013;24:261–268. doi: 10.1097/MBC.0b013e32835baccb.

14. Samhouri Y, Telfah M, Kouides R, Woodlock T. Utilization of 4T
score to determine the pretest probability of heparin-induced
1447
10.3402/jchimp.v6.32522.
15. Chen YH, Lin KC, Tsai YF, Yu LK, Huang LH, Chen CA. Anti-

platelet factor 4/heparin antibody is associated with progression of
peripheral arterial disease in hemodialysis patients. Int Urol Nephrol
2015;47:1565–1570. doi: 10.1007/s11255-015-1056-3.

16. Ritchie BM, Connors JM, Sylvester KW. Comparison of an IgG-
specific enzyme-linked immunosorbent assay cutoff of 0.4 versus 0.8
and 1.0 optical density units for heparin-induced thrombocytopenia.
Clin Appl Thromb Hemost 2017;23:282–286. doi: 10.1177/
1076029615606532.

17. Chan CM, Woods CJ, Warkentin TE, Sheppard JI, Shorr AF. The
role for optical density in heparin-induced thrombocytopenia: a
cohort study. Chest 2015;148:55–61. doi: 10.1378/chest.14-1417.

18. Gruel Y. Analysis of big data for heparin-induced thrombocytopenia:
valuable information but also some doubts. Lancet Haematol
2018;5:e188–e189. doi: 10.1016/s2352-3026(18)30050-4.

19. NaglerM, Bakchoul T. Clinical and laboratory tests for the diagnosis
of heparin-induced thrombocytopenia. Thromb Haemost 2016;116:
823–834. doi: 10.1160/th16-03-0240.

20. Beauverd Y, Boehlen F, Tessitore E, Gerstel E, Fontana P, NendazM,
et al. Suspicion of heparin-induced thrombocytopenia in internal
medicine: how appropriate is the ordering of anti-PF4/heparin
antibody testing? Platelets 2015;26:632–637. doi: 10.3109/
09537104.2014.965134.

21. Dore M, Frenette AJ, Chagnon I, Routhier N, Williamson D.
Interrater agreement for two systems used to determine the
probability of heparin-induced thrombocytopenia. Am J Health Syst
Pharm 2014;71:2045–2052. doi: 10.2146/ajhp130711.

22. Nagler M, Fabbro T, Wuillemin WA. Prospective evaluation
of the interobserver reliability of the 4Ts score in patients with
suspected heparin-induced thrombocytopenia. J Thromb Haemost
2012;10:151–152. doi: 10.1111/j.1538-7836.2011.04552.x.

23. Caton S, O’Brien E, Pannelay AJ, CookRG. Assessing the clinical and
cost impact of on-demand immunoassay testing for the diagnosis of
heparin induced thrombocytopenia. Thromb Res 2016;140:155–
162. doi: 10.1016/j.thromres.2016.01.025.

24. Warkentin TE, Sheppard JI, Linkins LA, Arnold DM, Nazy I.
Performance characteristics of an automated latex immunoturbidi-
metric assay [HemosIL((R)) HIT-Ab(PF4-H)] for the diagnosis of
immune heparin-induced thrombocytopenia. Thromb Res 2017;153:
108–117. doi: 10.1016/j.thromres.2017.03.010.

How to cite this article: Li S, Fan LK, Wang SJ, Zhao YQ. Prospective
evaluation of heparin-induced thrombocytopenia expert probability
and 4T scores in Chinese patients with suspected heparin-induced
thrombocytopenia. Chin Med J 2019;132:1441–1447. doi: 10.1097/
CM9.0000000000000261

http://www.cmj.org

	Prospective evaluation of heparin-induced thrombocytopenia expert probability and 4T scores in Chinese patients with suspected heparin-induced thrombocytopenia
	Introduction
	Methods
	Ethical approval
	Study design
	Patients and samples
	Clinical assessment
	Assay for anti-PF4/heparin antibody
	Statistical analysis

	Results
	Patients
	Correlation between the scoring models and the HIT ELISA
	Diagnostic performance of HEP vs. 4T scores
	Inter-observer agreement of 4T score

	Discussion
	Conflicts of interest
	References


