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Fetal and neonatal alloimmune thrombocytopenia (FNAIT) 
is a rare condition, with a prevalence of 1 in 1,000–1,500 
pregnancies [1, 2]. It is caused by IgG antibodies against 
fetal human platelet alloantigens (HPA). In Caucasian 
populations, the most commonly detected antibody is anti-
HPA-1a, responsible for c.80–90% of cases [3, 4].

Maternal anti-HPA antibodies passing through the pla-
centa destroy fetal platelets (PLT), which can result in se-
vere bleeding complications such as intracranial hemor-
rhages (ICH) [5]. Indubitably, the clinical presentation of 
FNAIT depends on the level of platelets. In most cases, the 
symptoms are mild — possibly asymptomatic — consisting 
usually of petechiae, ecchymoses or bruises notice in the 
first hours of life [2]. Clinicians considering a differential 
diagnosis of neonates with thrombocytopenia should bear 
in mind FNAIT as a possible cause of symptoms. This can 
occur in the early stages of a first pregnancy, and subse-
quent fetuses of the same parents can be affected as well.
Here, we present the cases of siblings diagnosed with FNAIT, 
who were born two years apart. The first, male, neonate 
was born on time at 40 weeks’ gestation by cesarean sec-
tion due to no progress in labor, in a good condition, given  
10 points on the Apgar scale, and weighing 3,180 g. There 
were no complications during the pregnancy. At the first ex-
amination, widespread petechiae and bruises on the whole 
body were detected. Twice repeated laboratory test results 
showed severe thrombocytopenia: PLT 14,000/µL and 
10,000/µL. Head ultrasound did not show any abnormali-
ties, and no other bleeding complication of a low amount 
of platelets was discovered. PLT were transfused with good 
effect, and from day six of life, when the level of platelets 
decreased again, intravenous immunoglobulins (IVIg) 
(Privigen®) were administered. Infections were ruled out.  

The amount of PLT increased over the following days (Table I),  
reaching 285,000/µL at discharge. No specific cause of 
thrombocytopenia was established, but the parents were 
advised to seek a hematological consultation.

During her second pregnancy, the mother visited the 
Hematology Clinic for Pregnant Women in Warsaw, Poland. 
HPA types were analyzed. An allele-specific polymerase 
chain reaction (PCR) was performed to determine the gen-
otype of platelet antigens. She carried HPA-1b, -2a, -3a, 
-4a, -5a, -6a, -9a, and -15a, and the child’s father carried 
HPA-1a, -2a, -2b, -3a, -4a, -5a, -6a, -9a, and -15b. 100% 
incompatibility in the antigens HPA-1a and HPA-15b were 
detected between the parents, and 50% incompatibility in 
the antigen HPA-2b.

In the mother’s blood sample, anti-HPA-1a antiplatelet 
antibodies (titer 1:64 with activity 23.17 IU/mL) targeting 
the platelet glycoprotein (GP) IIb/IIIa were found.

The second sibling — a girl — was born prematurely at 
36 weeks’ gestation, by cesarean section to avoid labor 
injuries, when regular contractions of the uterus had ap-
peared. Birth weight was 2,570 g. During the pregnancy, 
from week 20 onwards the mother was given prophylacti-
cally intravenous immunoglobulins weekly and regular fe-
tal ultrasounds were performed to monitor for complica-
tions, e.g. ICH. The girl soon after birth was assessed as 
7 points on the Apgar scale and needed ventilation support 
with Neopuff during the first three minutes of life. Her state 
gradually improved during an observation in the Neonatol-
ogy Intensive Care Unit. On physical examination, numer-
ous bruises were detected. The laboratory results showed 
severe thrombocytopenia: 12,000/µL. Therapy with IVIg 
(Pentaglobin®) was started instantly, and platelet concen-
trate was ordered. Due to premature labor and a lack of 
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individually attuned preparation, a universal platelet con-
centrate was transfused. After a few hours, platelets col-
lected from the mother were also administered. The immu-
noglobulins were given again twice over the next two days. 
There was no bleeding to the brain and abdomen detected 
by a control ultrasound. The level of thrombocytes stabi-
lized over subsequent days of hospitalization. When the 
child was discharged from the Neonatology Department, 
in good condition after nine days, the amount of platelets 
was 246,000/µL (Table I).

At present, no standard screening for FNAIT is recom-
mended. Nevertheless, experts have suggested that such 
population screening would reduce morbidity and mortal-
ity associated with this condition [3, 5, 6]. The early iden-
tification of pregnancies at risk is essential in preventing 
major bleeding in fetuses and babies. When FNAIT is sus-
pected, thorough diagnostic tests should be performed to 
enable proper fetal management [6]. Antenatal treatment 
of FNAIT requires the administration of intravenous immu-
noglobulins to mothers and regular control ultrasounds of 
fetuses [2, 7]. An elective near term cesarean section is 
the preferred mode of delivery in order to minimize the risk 
of bleeding complications [2, 4]. Also, postnatally in chil-
dren diagnosed with FNAIT, platelets are being transfused 

when severe thrombocytopenia is discovered in laboratory 
results, and IVIg are given as well [1, 3, 7].
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Table I. Children’s platelets count results and their treatments

Day 
of life

First child’s platelets 
count results [/µL] and 
treatment

Second child’s platelets 
count results [/µL] and 
treatment

1 14,000 
10,000

Platelet 
transfusion

12,000 
110,000 
79,000

Platelet 
transfusion 
and admini-
stration of 
IVIg

2 43,000 
50,000

– 132,000 Administra-
tion of IVIg

3 52,000 – 122,000 Administra-
tion of IVIg

4 – – 82,000 –

5 – – 142,000 –

6 29,000 
31,000

Administra-
tion of IVIg

– –

7 58,000 Administra-
tion of IVIg

82,000 –

8 90,000 Administra-
tion of IVIg

247,000 –

9 124,000 Administra-
tion of IVIg

246,000 –

12 285,000 – – –
IVIg — intravenous immunoglobulins
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