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INTRODUCTION 

Thrombocytopenia result from a variety of causes, 

ranging from benign disorders such as gestational 

thrombocytopenia to life threatening syndromes such as 

HELLP syndrome, Hemolysis, Elevated liver enzymes, 

low platelet count. A finding of thrombocytopenia during 

pregnancy poses an intriguing problem before the 

obstetricians. Thrombocytopenia complicating 

hypertensive disorders of pregnancy are responsible for 

approximately 20% of all cases of thrombocytopenia 

during pregnancy.1 Thrombocytopenia results mainly 

from four processes -artifactual thrombocytopenia, 

deficient platelet production, accelerated destruction and 

pooling of platelets. Which is characterized principally by 

bleeding from small vessels.2 Platelets play a crucial role 

in the pathophysiology of pre-eclampsia by promoting 

vascular damage and obstruction, leading to tissue 
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ischemia and further damage.3 Thromboxane A2 the 

major product of arachidonic acid metabolism in 

platelets, is a potent vasoconstrictor and platelet- 

aggregating agent.  

As it has a short half-life it is normally measured as its 

stable hydration product, thromboxane B2. The effects of 

thromboxane A2 are normally counterbalanced by 

prostacyclin, a potent vasodilator and anti-platelet 

prostanoid which is the major product of arachidonic acid 

metabolism in vascular endothelium and which plays an 

important role in protecting the endothelium and limiting 

damage by inhibiting platelet aggregation and promoting 

vasodilation.  

These two substances function as local hormones and are 

thought to be important in the control of the platelet-

endothelium interaction.4 There are considerable 

evidence implicating platelets in the pathophysiology of 

pre-eclampsia. The circulating platelet count is reduced, 

reflecting a reduced platelet life- span, and an inverse 

relationship between platelet count and fibrinogen and 

fibrin degradation products has been noted, suggesting 

that the reduction in platelet count is due to increased 

platelet consumption associated with low- grade D1C.  

The platelet - specific protein B- thromboglobulin, 

marker of platelet activation in vivo, has been found to be 

increased in pregnancy induced hypertension. This 

correlates with proteinuria and serum creatinine and 

suggests a link between platelet activation with renal 

microvascular damage.5 

The time of onset of these disorders during pregnancy 

and their clinical manifestations often overlap, making 

the diagnosis of specific disorders difficult. 

Thrombocytopenia carries a risk for both the mother and 

her fetus, associated with substantial maternal or neonatal 

morbidity and mortality. The objective of the present 

study was to observe a clinical study of maternal outcome 

among pregnant mothers suffering from preeclampsia 

with thrombocytopenia. 

METHODS 

A hospital based study was conducted at Mysore Medical 

College from January 2018 to December 20180 in the 

department of Obstetrics and gynecology. 

A total of 100 cases of Pregnancy from the records / case 

sheets of pregnant women with pregnancy induced 

hypertension admitted in the labor ward of the 

Department of Obstetrics and Gynecology, Mysore 

Medical College, Mysore. 

Details will be entered in the proforma regarding the 

detailed history of period of gestation, high risk factors, 

complications- during present and past pregnancy, like 

pregnancy induced hypertension, diabetes mellitus, 

APLA, intra uterine death, abruption, hepatitis. Past 

history of pregnancy induced hypertension, hypertension, 

diabetes mellitus and hemorrhagic disorders. 

Inclusion criteria  

• Third trimester pregnant women with BP measuring 

more than 140/90mmHg with thrombocytopenia. 

• Pregnant women with HEELP syndrome. 

• Pregnant women with diagnosed pre-eclampsia and 

eclampsia with thrombocytopenia. 

Exclusion criteria 

• Patients with established ITP disease. 

• Patients with hypertensive disorder before 

pregnancy. 

• Patients established with HIV disease. 

• Patients with history of viral fever.  

Pregnant women who are admitted to hospital in the third 

trimester with BP >140/90 will be selected according to 

inclusion and exclusion criteria. A written consent is 

taken in those who satisfy these inclusion criteria.  

RESULTS 

A total of 100 cases were analysed in the study. Majority 

of the study subjects in present study were aged between 

21-25 years (42%) followed by <20 years (26%). 22% of 

the cases were between the age group 26-30 years and 

10% were aged above 30 years of age.  

Nearly 56 % of the study participants were from rural 

areas and nearly 71% of them belonged to SES class III 

and Above in present study. Nearly 55% of the study 

group were prim parous (Table 1).  

Table 1: Social profile of the study participants. 

Social profile Frequency Percentage 

Age 

<20 years 26 26 

21-25 years 42 42 

26-30 years 22 22 

>30 years 10 10 

<20 years 26 26 

Place 
Urban 44 44 

Rural 56 56 

SES 

I 12 12 

II 17 17 

III 39 39 

IV 21 21 

V 11 11 

Gravida 
Prim gravida 55 55 

Multigravida 45 45 

Out of 100 cases included in the study, 28 and 40 cases 

presented with mild and severe pregnancy induced 

hypertension, 8 cases were diagnosed as eclampsia and 

24 cases presented with HELLP syndrome (Table 2).  
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Table 2:  Etiology of thrombocytopenia. 

Etiology No. of subjects Percentage 

Mild PIH 28 38 

Severe PIH 40 53 

Eclampsia 8 9 

HELLP 24 24 

Out of the 100 cases of thrombocytopenia 28 cases 

presented with mild PIH. Out of the total 28cases the 6 

(21.5%) of them were between the 28-34 weeks of 

gestation, 15(53.8%) were between 34-37 weeks and 7 

(24.7%) were over the 37 weeks of gestation. Among the 

28-34 weeks of gestation, 3 (50%) had normal vaginal 

delivery,2(33.3%) underwent LSCS and remaining 1 case 

(16.7%) had instrumental delivery. 

Nearly 9 (60%) cases out of 15 in the 34-37 weeks of 

gestational age had vaginal delivery 4(26.7%) underwent 

LSCS and 2 (13.3%) had instrument assisted delivery. 

Out of 7 cases between the gestational age greater than 37 

weeks, 4(57.1%), 1(14.4%) and 2(22.7%) delivered 

through normal vaginal, LSCS and instrumental delivery 

respectively (Table 3).  

Table 3: Analysis of mode of delivery and gestational 

age among mild PIH patients. 

Gestational age 
Mode of 

delivery 

MILD 

PIH 
Percentage 

 

28-34 weeks 

ID 1 16.7 

LSCS 2 33.3 

VD 3 50 

Total 6 100 

 

34-37 weeks 

ID 2 13.3 

LSCS 4 26.7 

VD 9 60 

Total 15 100 

 

>37 weeks 

ID 2 28.5 

LSCS 1 14.4 

VD 4 57.1 

Total 7 100 

Out of the 100 cases of thrombocytopenia 40 cases 

presented with   Severe PIH.  

Out of the total 40cases the 6 (15%) of them were 

between the 28-34 weeks of gestation, 21(52.5%) were 

between 34-37 weeks and 13 (32.5%) were over the 37 

weeks of gestation. 

Among the 28-34 weeks of gestation, 4 (66.6%) had 

normal vaginal delivery ,2(33.4%) underwent LSCS. 

Nearly 8 (38.1%) cases out of 21 in the 34-37 weeks of 

gestational age had vaginal delivery, 10 (47.6%) 

underwent LSCS and 10 (47.6%) had instrument assisted 

delivery. Out of 13 cases with the gestational age greater 

than 37 weeks, 4(30.8%), 7(53.8%) and 2(15.4%) 

delivered through normal vaginal, LSCS and instrumental 

delivery respectively (Table 4). Out of the 28 cases of 

Mild PIH, 16(57.2%) had Normal Vaginal Delivery,5 

(17.8%) were instrumental delivery and 7(25%) 

underwent LSCS. 

Table 4: Analysis of mode of delivery and gestational 

age among severe PIH patients. 

Gestational 

age 

Mode of 

delivery 

Severe 

PIH 
Percentage 

 

28-34 weeks 

ID 0 0 

LSCS 2 33.4 

VD 4 66.6 

Total 6 100 

 

34-37 weeks 

ID 3 14.3 

LSCS 10 47.6 

VD 8 38.1 

Total 21 100 

 

>37 weeks 

ID 2 15.4 

LSCS 7 53.8 

VD 4 30.8 

Total 13 100 

Out of the 40 cases of Severe PIH, 16(40%) had normal 

Vaginal Delivery, 5(12.5%) had instrument assisted 

delivery and 19 (47.5 %) were delivered through LSCS. 

The association between the mode of delivery and the 

variants of PIH was found to be statistically not 

significant (Table 5). Out of the 8 cases of eclampsia with 

thrombocytopenia,5(62.5%) were in the 34-37 weeks of 

gestation and 3(37.5%) above 37 weeks of gestation. 

Table 5: Mode of delivery in mild and severe 

pregnancy induced hypertension  

with thrombocytopenia.  

Mode of delivery Mild PIH Severe PIH 

VD 16 (57.2%) 16 (40%) 

ID 5 (17.8%) 5 (12.5%) 

LSCS 7 (25%) 19 (47.5%) 

Total 28 (100%) 40 (100%) 
Chi square = 3.53 df= 2 p= 0.171  

Out of 4 cases which had normal vaginal delivery, 3 

(75%) were in the 34-37 weeks of gestation and 1 (25%) 

was above 37 weeks of gestation.  

There was only one case which was delivered through the 

assist of instrument was in the 34-37 weeks of gestation. 

Among 3 cases delivered through LSCS, 1(33. %) was in 

34-37 weeks and 2 (66.7%) above 37 weeks of gestation. 

The association between mode of delivery and gestation 

weeks among the eclampsia cases was found to be not 

significant (Table 6). In the group of gestational age 

between 28 to34 Weeks (n=15), 66.7% of the mothers 

were healthy post-delivery, 26.6% had maternal 
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morbidity and maternal mortality was 6.6%. The 

association between the mode of delivery and maternal 

outcome was found to be statistically insignificant in this 

group. 

In gestation between 34 to 37 weeks(n=54), 57.4 % of the 

mothers were healthy post-delivery, 42.6% had maternal 

morbidity and maternal mortality was zero. The 

association between the mode of delivery and maternal 

outcome was found to be statistically significant in this 

group. 

More than 37 Weeks of gestation (n=31), 71 % of the 

mothers were healthy post-delivery, 25.8 % had maternal 

morbidity and maternal mortality was 3.2%. The 

association between the mode of delivery and maternal 

outcome was found to be statistically insignificant in this 

group (Table 7). 

 

Table 6: Analysis of mode of delivery and gestational age in eclampsia with thrombocytopenia. 

Gestational weeks 

Eclampsia 

Mode of delivery 
Total 

NVD ID LSCS 

28-34 weeks 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

34-37 weeks 3 (75%) 1 (100%) 1 (33.3%) 5 (62.5%) 

>37 weeks 1 (25%) 0 (0%) 2 (66.7%) 3 (37.5%) 

Total 4 (100%) 1 (100%) 3 (100%) 8 (100%) 
Fishers exact test =0.46 p> 0.05 (not significant) 

Table 7: Analysis of maternal mortality and morbidity in all cases admitted with thrombocytopenia. 

Gestational age Maternal outcome 

 

Mode of delivery 
Total 

VD ID LSCS 

28-34 weeks 

Healthy 5 (62.5%) 3 (100%) 2 (50%) 10 (66.7%) 

Maternal mortality 0 (0%) 0 (0%) 1 (25%) 1 (6.6%) 

Maternal morbidity 3 (37.5%) 0 (0%) 1 (25%) 4 (26.6%) 

Total 8 (100%) 3 (100%) 4 (100%) 15 (100%) 

34-37 weeks 

Healthy 20 (71.4%) 3 (30%) 8 (50%) 31 (57.4%) 

Maternal mortality 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

Maternal morbidity 8 (28.6%) 7 (70%) 8 (50%) 23 (42.6%) 

Total 28 (100%) 10 (100%) 16 (100%) 54 (100%) 

>37 weeks 

Healthy 9 (69.3%) 3 (75%) 10 (71.4%) 22 (71%) 

Maternal mortality 0 (0%) 0 (0%) 1 (7.1%) 1 (3.2%) 

Maternal morbidity 4 (30.7%) 1 (25%) 3 (21.5%) 8 (25.8%) 

Total 13 (100%) 4 (100%) 14 (100%) 31 (100%) 

 

DISCUSSION 

Thrombocytopenia complicating hypertensive disorders 

of pregnancy are approximately10%. Preeclampsia   

affects   approximately 6%   of allpregnancies.4 In 

present study of 100 cases of thrombocytopenia, 68 % of 

the cases had Pregnancy induced hypertension.  

In the other studies done by Robert S Egerman (7-10%), 

Spellacy and associates (5%), Cunnigham and leveno 

(8.5%), Hauth et al (5.6%) was the overall incidence of 

PIH.6-9 The prevalence of thrombocytopenia among the 

PIH was 21 % in the study done by Ray JG, 21% in Bob 

and Burrow, 20% in John G Kelton, 28.5% in Joshi et 

al.10-13 HELLP syndrome is part of this spectrum of 

platelet consumption and coagulation activation in 

pregnancy. Incidence of thrombocytopenia among 

patients with severe PIH and eclampsia around 20%. In 

the present study, 24% patients had HELLP syndrome.14 

The Incidence of HELLP in other studies done by Sibai B 

K and Ramadan MK was 20%,Burrows 21%, and Martin 

et al study showed it at 22%.11,15,16 Patients with severe 

pre-eclampsia, eclampsia and HELLP have a significant 

maternal mortality which can range from 1-3% as a result 

of multi system organ failure.17 In present study the 

mortality was 2% among the HELLP. This compares 

with other studies done by, Burrows et al (1%) and Sibai 

et al also showed at 1.1%.11,15 

CONCLUSION 

Thrombocytopenia in pregnancy induced hypertension 

carries a risk for both the mother and her fetus. The 

associated causes like abruption, retain dead fetus, 
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septicemia and disseminated intravascular coagulation 

aggravates the complication for thrombocytopenia. 

Thrombocytopenia more often occurs with the early onset 

of pregnancy induced hypertension and carries severe 

morbidity to both mother and fetus. HELLP syndrome 

remains problematic for the obstetrics health care 

providers. The nonspecific signs and symptoms of this 

disorders early in the disease process makes the accurate 

diagnosis difficult and delays early treatment, which has 

the best prognosis for the both maternal and fetal 

outcome. Thrombocytopenia perse did not affect the 

mode of delivery. 
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