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INTRODUCTION:
Thrombocytopenia (TCP) is frequent in term pregnant women, with 
incidence varied by cutoff level. A thorough and arduous workup is 
frequently required to rule out signicant maternal and newborn 
i l l ne s se s .  Excep t  fo r  ge s t a t i ona l  and  immuno log ica l 
thrombocytopenia, Almost all thrombocytopenia causes have 
symptoms, test abnormalities, and pathologic ndings. Both are 
asymptomatic except for bleeding in severe ITP patients. Pregnancy 
makes differentiation difcult. [2].

Gestational thrombocytopenia (GT), is a self-limiting, benign disease 
that does not require additional diagnosis or treatment [5-7]. Nearly all 
occurrences of thrombocytopenia in uncomplicated pregnancies are 
due to GT. GT can occur in the early trimester, but it's most common at 
birth.

Pregnancy adds foetal considerations, hemostatic management  of 
invasive operations such as regional anaesthesia and delivery, and 
experience with pregnancy-related illnesses to the care of TCP.

Many obstetricians manage this problem inconsistently and 
controversially . In other situations, such as when a woman is in labour 
and close to giving birth, there is little time for detailed examinations or 
a sufcient therapeutic response, making urgent yet appropriate 
management hard.

CASE REPORT:
A 25 year old female, G2P2L1 presented with labor pain to delivery 
unit. Complete haemogram was taken on admission showed severe 
thrombocytopenia with platelet count of 11 x 103 /microL. It  was 
conrmed with peripheral blood smear which showed isolated 
thrombocytopenia, her antenatal platelets counts were 158 x 103 
/microL at 12 weeks of gestation. Her past history is negative for any 
bleeding tendency or medications. 

During her last pregnancy patient was noted to have mild 
thrombocytopenia withbplatelets level of 100 x 103 microL. Patient 
had full term vaginal delivery and postnatally platelets improved to 
169 x 103 microL at day 6.

Clinical examination showed normal blood pressure and normal vitals, 
no signs  of petiche, bruising or bleeding anywhere. Laboratory work 
up was done to exclude HELLP, DISSEMINATED INTRAVASCUAR 
COAGULATION, infections , immune status, autoimmune disorders. 
Liver function test was found to be normal.

Induction of labor was done and on articial rupture of membrane 
Patient was found to meconium stained liquor and patient was taken up 
for lscs under general anasthesia as the patient was in distress and 

likely fetus was also in distress. 1 pint of sdp was transfused and 16mg 
of dexamethasone was injected while caesarean section was going on.  
Lscs was uneventful with around 650ml of loss of blood. 

The newborn was shifed to nicu because of meconium aspiration and 
eventually recovered over next 2 days. Newborn platelets was found to 
be normal i.e. 162x103 microL. 

Patients platelets reached 60 x 103 microL at 6th hour, 80 x 103  microl 
at 12th hour, 110 x 103 microL at 3rd day and subsequently improved 
overf next week with normal blood count.

DISCUSSION: 
As approved by the International Working Group, the TCP of platelet 
counts 100 109/L appears to better reect clinical relevance than 
quantitative calculations of percentiles in healthy individuals [4]. 

Using the latter cutoff point, TCP has been observed to impact less than 
1% of the obstetric population at term. [5]; here, levels 70 109/L are 
typically utilised to determine the severity. Pregnancy causes a 10% 
physiologic drop in mean platelet count. [6], Some healthy term 
pregnant women acquire mild-to-moderate asymptomatic TCP. 
Certain medical illnesses are known to create TCP, while for others, 
pregnancy is their rst exposure with the condition. As in our case, this 
offers a diagnostic and management issue. At term, the most prevalent 
causes of TCP are GT (75%), hypertension disorders of pregnancy 
(21%), and autoimmune conditions such as ITP and systemic lupus  
(4%), whereas other causes are rare and account for only 1% of cases. 
[7].

There are numerous potential reasons of thrombocytopenia during 
pregnancy and postpartum, some of which are directly related to the 
pregnancy and others of which are unrelated. There are no  specic 
diagnostic laboratory tests  There may be a risk of major consequences 
for both mother and foetus with some management methods, which 
may necessitate immediate decisions regarding delivery, and there 
may be worries about foetal thrombocytopenia.

platelet counts decline by 15 to 20 percent beginning in the rst 
trimester of uncomplicated pregnancies . Typically, platelet levels fall 
within the usual range (typically between 150,000 and 
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ABSTRACT
Thrombocytopenia (TCP) is a frequent observation in term obstetric populations. The majority of newly diagnosed instances of TCP are mild, 
asymptomatic, and discovered during regular prenatal screening. The diagnosis and treatment of thrombocytopenia during pregnancy and 
postpartum can be difcult due to the numerous potential reasons, some of which are directly related to the pregnancy and others that are not. There 
are no diagnostic laboratory tests for many of the causes. Management choices may carry the risk of major consequences for both mother and 
foetus, necessitating prompt delivery decisions, and there may be worries about foetal thrombocytopenia. Gestational thrombocytopenia (GT), 
preeclampsia,HELLP syndrome, and immune-mediated thrombocytopenia are common causes at term (ITP). Preeclampsia/HELLP syndrome has 
well-dened symptoms and test ndings, whereas the others are asymptomatic and indistinguishable. A 25-year-old woman with new-onset TCP at 
40 weeks gestation with 11000/L platelets recovered within 12 hours postnatally. After checking out other reasons of severe new-onset TCP at term, 
therapy should focus on hemostasis before delivery.
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450,000/microL) .  Mi ld  thrombocytopenia  (100,000 to 
150,000/microL) often results from gestational thrombocytopenia 
(GT) and does not necessitate further study.

GT is by far the most common cause of thrombocytopenia in 
pregnancy and is the presumptive diagnosis with a platelet count 
between 100,000 and 149,000/microL in the absence of other 
abnormal symptoms.GT is a diagnosis of exclusion; it is a benign 
physiologic condition for which no assessment or treatment is 
necessary. GT affects 5 to 10% of pregnancies, but only 1% of these 
women have a platelet count 100,000/L.

All efforts were directed toward attaining a platelet count appropriate 
with the hemostatic requirements of caesarean section. 

As her platelet count was below the minimum level recommended for a 
safe caesarean birth [8, 9], platelet transfusion was indeed the best 
option for urgent and rapid therapy in this situation. Interestingly, the 
patient's spontaneous recovery was swift and complete, following the 
delivery.

Even though it is uncommon for GT to appear with such severe 
thrombocytopenia and there was no thrombocytopenia in the patient 
outside of pregnancy.

In this instance, thrombocytopenia occurred extremely late in 
pregnancy, there was no thrombocytopenia in the newborn, and the 
condition resolved immediately after delivery.

Additional rst pregnancy of this patient had a picture of gestational 
thrombocytopenia with uneventful pregnancy.

Due to these obligated to diagnosis case as GESTATIONAL 
THROMBOCYTOPENIA. 

Marrow studies   Monitor

If a pregnant women presents with thrombocytopenia , thorough past 
medical, obstetrics and family history is assessed. clinical and physical 
examination is required to rule out  pre eclampsia and any signs of 
bleeding manifestation  platelets count level will be the preliminary 
determinant of the contents of the workup.

Initial cbc is done id thrombocytopenia is present ,peripheral smear 
and mean platelet value are taken into account and then if 
thrombocytopenia is conrmed if any abnormal cells are present, bone 
marrow studies are done to rule out leukemias, lymphomas etc. if 
normal cells are present do d-dimer ,coagulation prole, lft and rft to 
rule out DIC,AFLP,TTP and gestational thrombocytopenia.

Gestational thrombocytopenia and ITP have no specic diagnostic 
tests, hence diagnosis is by exclusion [21]. Primary ITP necessitates 
the exclusion of immune-related causes of TCP including SLE, APLA, 
HIT, and viral infections[4]. In women with mild, nonspecic TCP 
who do not require treatment, it may not be necessary to differentiate 
between GT and ITP. [17]. With lesser platelet counts it is reasonable to 
distinguish between these two similar entities. ITP can induce severe 
neonatal TCP in 9-15% of instances and maternal and neonatal 
haemorrhage. Its value for prenatal treatment of subsequent 
pregnancies is another explanation GT indicators, Such variables like 
pregnancy onset and platelet count levels are imprecise and subject to 
numerous exceptions.

while neonatal TCP in relation with maternal GT is unclear. In 30% of 
newly diagnosed cases of ITP, pregnancy-related TCP is ineffective. 
Similarly, a past history of TCP during pregnancy may be observed in 
both GT and ITP.

If identied early in mid-pregnancy, GT patients tend to have a 
progressive fall in counts towards term, as do at least 50% of ITP 
patients. A history of maternal or newborn TCP with bleeding is 
predictive of ITP. Postpartum course and protracted follow-up provide 
the most reliable assessment methods. [11]. GT often occurs in twin 
pregnancies [11]. For practical reasons, severe new-onset TCP should 
be treated the same as ITP [13].

Appropriate antenatal surveillance should be done is the following  
pregnancy.

Treatment:
The platelet count cutoff for a non-bleeding pregnant woman 
anticipating delivery or a procedure depends on the mode of delivery 
or the type of procedure.

We adopt  following thresholds in the absence of bleeding:

Transfuse if platelet counts are less than or equal to 30,000/microL for 
vaginal birth.

Transfuse if platelet counts are less than or equal to 50,000/microL for 
caesarean delivery.

In conditions in which platelets are being destroyed, the increase in 
platelet count with transfusion will only be temporary, and additional 
interventions directed at the underlying disorder are also needed:

1.ITP – steroids or IVI Immunoglobulins.
2.TTP – Therapeutic plasma exchange (TPE).
3. CM-TMA – Anti-complement therapy. 
4. HIT – Stopping all heparin exposure and switching to a non-heparin 
anticoagulant (eg, fondaparinux) (eg, fondaparinux). 
5. Other drug-induced thrombocytopenias – drug discontinuation.

Frequency of platelet count monitoring — The specic interval is 
individualised for each patient and adjusted based on platelet count 
trend.

General guidelines:
Patients with HELLP may need platelet monitoring every four to six 
hours.

Daily monitoring is appropriate for most hospitalised patients due to 
maternal illness, but gestational thrombocytopenia (GT) and mild, 
stable thrombocytopenia due to hyperemesis or asthma may not need 
daily platelet counts. Depending on patient stability, the frequency 
may be reduced.
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For mild to moderate thrombocytopenia, likely due to GT or ITP, we 
monitor the platelet count once per trimester or once per month 
(depending on the absolute platelet count and platelet count trend) and 
assess the platelet count at 36 to 37 weeks to plan for possible treatment 
near delivery.

Platelet counts >100,000/microL are managed routinely.

ITP THERAPIES :
The typical durations of these therapy' effects are as follows: [16,17]:
Ÿ IVIG – 1 to 3 days for initial response, 2 to 7 days to peak response.
Ÿ Dexamethasone – 2 to 14 days for initial response, 4 to 28 days to 

peak response.
Ÿ Prednisone – 4 to 14 days for initial response, 7 to 28 days to peak 

response.

Evaluation of fetus :
Neonatal testing — Settings in which testing of the neonatal platelet 
count is prudent include the following:

Ÿ Maternal ITP
Ÿ Neonatal thrombocytopenia in a previous pregnancy. 
Ÿ Indications unrelated to maternal platelet count,  such as:Bleeding 

or petechiae/ecchymoses in the infants
Ÿ Indications unrelated to maternal platelet count, such as
Ÿ Bleeding or petechiae/ecchymoses in the infants
Ÿ Trisomy 21, 18, or 13
Ÿ Neonatal infections such as cytomegalovirus or rubella.

Conclusion:
We encountered a case of severe thrombocytopenia with platelets of 
11000 , Treatment was focused on excluding serious systemic diseases 
of theombocytopenia and securing homeostatic function required for 
emergency c section. The patient was given sdp transfusion and a 
single dose of steroid and c section was done without increased 
bleeding.

Patient also had a uneventful rst pregnancy with mild 
thrombocytopenia.

The patient was found to be healthy with normal platelet counts post 
delivery and subsequently after that. Fetus also had normal platelet 
levels.

Extreme GT has grown more prevalent in our practise, with reported 
rates ranging from 21.0% to 30.8% of all GT cases [10, 11]; hence, 
obstetricians must be well-informed and prepared to manage such 
tough situations.

REFERENCES:
1. Reese JA, Peck JD, Deschamps DR, et al. Platelet Counts during Pregnancy. N Engl J 

Med 2018; 379:32.
2. Boehlen F. Thrombocytopenia during pregnancy. Importance, diagnosis and 

management. Hamostaseologie. 2006;26(1):72-74; quiz 75-78. pubmed
3. Boehlen F, Hohlfeld P, Extermann P, Perneger TV, de Moerloose P. Platelet count at term 

pregnancy: a reappraisal of the threshold. Obstet Gynecol. 2000;95(1):29-33. doi
4. Verdy E, Bessous V, Dreyfus M, Kaplan C, Tchernia G, Uzan S. Longitudinal analysis of 

platelet count and volume in normal pregnancy. Thromb Haemost. 1997;77(4):806-807. 
pubmed

5. Sun D, Shehata N, Ye XY, et al. Corticosteroids compared with intravenous 
immunoglobulin for the treatment of immune thrombocytopenia in pregnancy. Blood 
2016; 128:1329.

6. Gernsheimer TB. Thrombocytopenia in pregnancy: is this immune thrombocytopenia 
or...? Hematology Am Soc Hematol Educ Program. 2012;2012:198-202.

7. George JN, el-Harake MA, Raskob GE. Chronic idiopathic thrombocytopenic purpura. 
N Engl J Med. 1994;331(18):1207-1211. doi pubmed 

8. Stasi R. How to approach thrombocytopenia. Hematology Am Soc Hematol Educ 
Program. 2012;2012:191-197.

9. ACOG Practice Bulletin No. 207: Thrombocytopenia in Pregnancy. Obstet Gynecol 
2019; 133:181. Reafrmed 2022

10. Neunert C, Lim W, Crowther M, et al. The American Society of Hematology 2011 
evidence-based practice guideline for immune thrombocytopenia.Blood 2011; 
117:4190.

11. Sun D, Shehata N, Ye XY, et al. Corticosteroids compared with intravenous 
immunoglobulin for the treatment of immune thrombocytopenia in pregnancy. Blood 
2016; 128:1329.

12. van Runnard Heimel PJ, Schobben AF, Huisjes AJ, et al. The transplacental passage of 
prednisolone in pregnancies complicated by early-onset HELLP syndrome. Placenta 
2005; 26:842.

13. Rodeghiero F, Stasi R, Gernsheimer T, et al. Standardization of terminology, denitions 
and outcome criteria in immune thrombocytopenic purpura of adults and children: 
report from an international working group. Blood 2009; 113:2386.

14.  Elvedi Gasparovic VE, Beljan P, Skrablin S, Gveric Ahmetasevic SN. Effect of severe 
gestational thrombocytopenia to perinatal outcome. Signa Vitae. 2014;9(Suppl. 1):49-
53.

15. Kasai J, Aoki S, Kamiya N, Hasegawa Y, Kurasawa K, Takahashi T, Hirahara F. Clinical 
features of gestational thrombocytopenia difcult to differentiate from immune 

thrombocytopenia diagnosed during pregnancy. J Obstet Gynaecol Res. 2015;41(1):44-
49. doi pubmed

16. Neunert C, Lim W, Crowther M, et al. The American Society of Hematology 2011 
evidence-based practice guideline for immune thrombocytopenia. Blood 2011; 
117:4190.

17. Neunert C, Lim W, Crowther M, et al. The American Society of Hematology 2011 
evidence-based practice guideline for immune thrombocytopenia. Blood 2011; 
117:4190.

International Journal of Scientific Research 41

 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsrVolume - 11 | Issue - 12 | December - 2022


