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Abstract

Background: Idiopathic thrombocytopenic purpura (ITP) is a disease that
commonly affects women of reproductive age and is associated with maternal and
fetal complications.

Objective: The aim of the present study was to report the perinatal outcome in
pregnant women with ITP.

Materials and Methods: Twenty one pregnant women with ITP admitted in a
teaching hospital in Tehran, from October 2008 to February 2010, were enrolled in
this prospective historical cohort study; course and perinatal outcome of pregnancies
were studied.

Results: Seven (33.3%) cases had been diagnosed before pregnancy, while the other
fourteen (66.7%) were diagnosed during pregnancy. During hospitalization, thirteen
(62%) patients required treatment, eight (61.5%) of them with steroids, two (15.3%)
received intravenous immunoglobulin (IVIG), and three (23%) were treated with
steroids and I1VIG. Three babies were delivered vaginally (14.3%), seventeen (81%)
through cesarean section and one patient aborted her fetus. Nine mothers (42.9%)
had platelet counts <50000/ml at the time of delivery; but postpartum hemorrhage
occurred in 4 (19%) women and one women received platelet transfusion during
cesarean section. Six (28.6%) women developed gestational diabetes. Pregnancy
was complicated by preeclampsia in one woman and by abruptio placenta in another.
One pregnancy terminated in intrauterine fetal death. Seventeen infants (89.5%) had
normal platelet counts, and two (10.5%) had moderate thrombocytopenia. No infant
showed signs of hemorrhage, but 2 neonates (10.5%) were diagnosed with
intrauterine growth restriction.

Conclusion: Rate of gestational diabetes in pregnant women with ITP is higher than
the general population. Rate of gestinational diabetes is 3-5% and postpartum
hemorrhage is 5-7% in general. Postpartum hemorrhage is common in these women.
Severe thrombocytopenia and bleeding in the newborns are uncommon.
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Introduction

(ITP) usually results from a cluster of
IgG anti bodies directed against one or
more platelet glycoproteins. ITP is a chronic
disease in young women and rarely resolves
spontaneously. Its incidence is 1/1000-10.000
pregnancies, (1). It is certainly not unusual for
women who have been in clinical remission
for several years to have recurrent
thrombocytopenia during pregnancy. Although
there is no evidence that ITP is aggravated
during pregnancy but this disorder can cause
increased bleeding intrapartum or post-
partum, (1-3).
Also, platelet associated IgG antibodies
cross the placenta and may cause

Idiopathic thrombocytopenic  purpura,

thrombocytopenia in the fetus and neonate.
Maternal platelet count cannot predict
neonatal platelet count. So neonatal platelet
count can be predicted through fetal scalp
blood sampling during labor or by
percutaneous umbilical blood sampling
(PUBS).These two procedures are invasive
and may be complicated by fetal scalp
hematoma or fetal bradycardia and are not
considered necessary (1, 4).

There are many controversies about the
type of delivery in these women, because of
the lack of evidence to support the role of
cesarean section in the prevention of neonatal
intracranial hemorrhage (5), although there is
report of benefit of cesarean section in these
women (4, 5). In this study we have
documented the course of disease and the
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outcome of pregnancy in pregnant women
with ITP.

Materials and methods

Twenty one pregnant women with ITP
admitted in a teaching hospital in the North of
Tehran, from October 2008 to February 2010
were enrolled in this prospective historical
cohort study. The study was approved by
Taleghani Hospital ethics committee. Some of
these women were diagnosed by hematologist
as ITP before pregnancy and were under the
treatment and after becoming pregnant they
were under our observation in the obstetric
ward and the others were diagnosed as
thrombocytopenia in pregnancy and after
consultation by hematologist and exclusion of
gestational thrombocytopenia, systemic lupus
erythematosis, lymphomas, leukemias HIV,
positive patients, hypertensive disorder of
pregnancy and diagnosis of ITP were
admitted in our ward.

During the course of hospitalization all
clinical manifestations, results of relevant
laboratory tests, treatment protocols and
response to therapy were carefully
documented by members of the study team
comprising of an obstetrician, a hematologist,
and a neonatologist. Emergent pre- and
postpartum complications including, bleeding
during pregnancy or post-partum hemorrhage,
gestational diabetes, preeclampsia,
intrauterine growth restriction or intrauterine
fetal death, preterm labor, type of delivery,
neonatal condition and development of
neonatal thrombocytopenia were recorded.

Statistical analysis
Data were collected and analyzed by SPSS
software, version 16.

Results

The mean (xSD) age of women was
28.9+7.17 (range 18-45) years. The mean
parity was 0.92+1.65 (range 0-6). The level of
education in these women was from primary
school up to high school. Out of 21 patients
with idiopathic thrombocytopenic purpura,
seven (33.3%) had already been diagnosed
with ITP before getting pregnant. They were
under the care of hematologist and were
already on treatment with prednisolone. The
other fourteen (66.7%) were diagnosed during

pregnancy; one of them was diagnosed in the
first trimester, 7 (33.3%) in the second
trimester and 6 (28.6%) in the third trimester.

During hospitalization, thirteen patients
(62%) had very low platelet counts
(<50.000/ml) and required treatment but in 8
patients (38%) the thrombocytopenia was mild
with platelet counts consistently >50,000/ml
needing no therapy. Out of these 13 patients,
eight (61.5%) required steroids, two (15.3%)
received IVIG and 3 (23%) were given both
IVIG and steroids.

During the antenatal period, one patient
aborted her fetus, six (28.6%) mothers
developed gestational diabetes, from which 5
of them were under treatment with
corticosteroid. In one patient the pregnancy
was complicated by preeclampsia, in one by
abruptio placenta and in another one by
intrauterine fetal death (IUFD).

At the time of delivery 12 (57.1%) patients
had moderate thrombocytopenia (>50,000/ml)
and 9 patients (42.9%), had severe
thrombocytopenia (<50,000/ml) (Table I), and
4 (19%) developed post-partum hemorrhage;
however none required a blood transfusion.
One patient with platelet count 48000/ml
developed excessive bleeding needed platelet
transfusion during cesarean section.

There were no premature deliveries (<37
weeks of gestation). Of 21 pregnant women, 3
(14.3%) delivered vaginally, 17 (81%)
underwent cesarean section, all for obstetric
reasons (Table 1l). Two babies, (10.5%)
developed intrauterine growth restriction
(IUGR). Two infants  (10.5%) had
thrombocytopenia (<100,000/ml) and 17
(89.5%) had normal platelet count (Table III).
No infant showed sign of hemorrhage.

Table 1. Platelet count of women with ITP at the time of

delivery.
Platelet count n (%)
<50,000/ml 9 (42.9)
>50,000/ml 12 (57.1)
Total 21 (100)

Table 11. Route of delivery in 20 women with ITP.

Route of delivery n (%)
Vaginal 3 (15)
Cesarean section 17 (85)
Total 20 (100)

Abortion is not considered.
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Table I11. Infant platelet count.

Platelet count No (%)
>100,000/ml 17 (89.5)
<100,000/ml 2 (10.5)
Total* 19 (100)

*One patient aborted.
*One patient developed IUFD.

Discussion

Findings of our study reveal that,
pregnancy in women with idiopathic
thrombocytopenic purpura can be safe.
Several other researchers have reported
similar results in previous studies, (2-5).

The first line of treatment in ITP s
corticosteroid therapy (1, 5-7, 12), however
patients on steroids have an increased risk of
developing gestational diabetes mellitus. In
our study out of the six women who developed
gestational diabetes mellitus, five had been
treated with steroids; this is consistent with the
study by Suri et al (15).

Maternal platelet antibody can cross the

placenta and induce neonatal
thrombocytopenia; in this study 2 babies,
(10.5%) developed moderate
thrombocytopenia, (platelet count

<100,000/ml) however, as seen in previous
studies, there was no serious hemorrhagic
complication, such as intracranial hemorrhage
and none of them required treatment (2-4, 11,
13). Maternal platelet count cannot predict
neonatal platelet count, which can be obtained
through fetal scalp sampling during labor or by
percutaneous umbilical blood sampling
(PUBS) prior to delivery.

These two procedures are invasive, fraught
with complications such as fetal scalp
hematoma or fetal bradycardia, and not
considered necessary (1). If neonatal
thrombocytopenia does occur it is diagnosed
and managed postpartum. Consequently,
none of the women in our study were
subjected to PUBS or fetal scalp blood
sampling. Because of the risk of maternal
and/or fetal hemorrhage, choosing the ideal
route of delivery in women with ITP has been
a matter of debate during the previous
decades.

Traditionally, most of these mothers were
delivered by cesarean section however there
are no data to support the superiority of
cesarean section in lowering the risks for the
thrombocytopenic fetus as compared to

vaginal delivery, (4-6, 8, 10, 12, 13, 17). In our
study, 17 of 20 deliveries (81%) were
cesarean sections; similar to previous reports,
all of them were performed for obstetric
indications, and none because of
thrombocytopenia, (2, 12, 14). While doing a
cesarean section on one of our patients with a
platelet count of 48000/ml, we encountered
profuse bleeding, which necessitated a
platelet transfusion. Although 9 patients,
(42.9%) had severe thrombocytopenia none of
them required a blood transfusion; however 4,
(19%), developed postpartum hemorrhage.
During antenatal period one patient developed
preeclampsia.

This complication has been reported in
previous studies as well, (3, 15). Intrauterine
fetal death has been reported in some studies
we also lost one fetus (3, 5). Abruptio placenta
occurred in one of our patients; this
complication is reported in the study by Ali et
al (3). We did not have any cases of preterm
delivery in contrast to a study which is done
by Belkin and colleagues in 2009 who
reported a high rate of preterm delivery (13).

Conclusion

Our findings indicate that the rate of
gestational diabetes is higher than the general
population in  pregnant women  with
thrombocytopenia who are treated with
steroids. However our results do not show an
increase in the rate of preeclampsia, preterm
labor and/or adverse effects on the neonate.
Cesarean section should be performed for
obstetric indications only. We conclude that a
safe outcome of pregnancy in women with ITP
requires teamwork between hematologists,
obstetricians and  neonatologists.  Our
limitation was small sample size, because this
study was done in 2 years and was
prospective, but previous studies were done
retrospectively

References

1. VeraEV, Gonzales-Quintero VH. Thrombocytopenia
in pregnancy. Available at: http://emedicine.
medscape.com/article/272867-overview.

2. Wang Q, Nie LL. Clinical analysis of 92 cases of
pregnancy with idiopathic thrombocytopenic purpura.
Zhonghua Fu chan Ke Za Zhi 2004, 39: 729-732.

3. Ali R, Ozkalemkas F, Ozcelik T, Ozkocaman V, O
zan U, Kimya Y, et al. Thrombocytopenic purpura in
pregnancy: a single institutional experience with

Iranian Journal of Reproductive Medicine Vol. 10. No. 5. pp: 489-492, September 2012 491


http://emedicine/
https://ijrm.ir/article-1-308-fa.html

[ Downloaded from ijrm.ir on 2026-01-29 ]

10.

492

Yassaee et al

maternal and neonatal outcomes. Ann Hematol
2003: 82: 348-352.

Hwa HL, Chen RJ, Chen YC, Wang TR, Haung SC,
Chow SN. Maternal and fetal outcome of pregnant
women with idiopathic thrombocytopenic purpura:
retrospective analysis of 25 pregnancies. J Formos
Med Assoc 1993; 92: 957-961.

Al-Jama FE, Rahman J, Al-Suleiman SA, Rahman
MS. Outcome of pregnancy in women with idiopathic
thrombocytopenic purpura. Aust N Z J Obstet
Gynecol 1998; 38: 410-413.

Peleg D, Hunter Sk. Perinatal management of
women with immune thrombocytopenic
purpura:survey of united state perinatologists. Am J
Obstet Gynecol 1999; 180: 645-649.

Sainio S, Joutsi L, Jarvenpda AL, Kekoméki R,
Koistinen E, Riikonen S, et al. Idiopathic
thrombocytopenic purpura in pregnancy. Acta Obstet
Gynecol Scand 1998; 77: 272-277

Gill KK, Kelton JG. Management of idiopathic
thrombocytopenic purpura in pregnancy. Semin
Hematol 2000; 37: 275-289

Lee MS, Kim WC. Intracranial hemorrhage
associated with idiopathic thrombocytopenic purpura:
report of seven patients and a meta-analysis.
Neurology 1998; 50: 1160-1163.

Nisaratanaporn S, Sukcharoen N. Outcome of
idiopathic thrombocytopenic purpura in pregnancy in

11.

12.

13.

14.

15.

16.

17.

King chulalongkorn Memorial Hospital. J Med Assoc
Thai 2006; 89: 70-75.

Won YW, Moon W, Yun YS, Oh HS, Choi JH, Lee
YY, et al. Clinical aspects of pregnancy and delivery
in patients with chronic idiopathic thrombocytopenic
purpura (ITP). Korean J Intern Med 2005; 20: 129-
134.

Sukenik-Halevy R, Ellis MH, Fejgin MD.
Management of immune thrombocytopenic pupura in
pregnancy. Obstet Gynecol Surv 2008; 63: 182-188.
Belkin A, Levy A, Sheiner E. Perinatal outcomes and
complications of pregnancy in women with immune
thrombocytopenic purpura. J Matern Fetal Neonatal
Med 2009; 22: 1081-1085

Ozkan H, Cetinkaya M, Koksal N, Ali R, Glines AM,
Baytan B, et al. Neonatal outcomes of pregnancy
Complicated by idiopathic thrombocytopenic purpura.
J Perinatol 2010; 30: 38-44.

Suri V, Aggarwal N, Saxena S, Malhotra P, Varma S.
Maternal and perinatal outcome in idiopathic
thrombocytopenic purpura (ITP) with pregnancy.
Acta obstet Gynecol scand 2006; 85: 1430-1435.
Devendra K, Koh LP. Pregnancy in women with
idiopathic thrombocytopenic Purpura. Ann Acad Med
Singapore 2002; 31: 276-280.

Johnson JR, Samuels P. Review of autoimmune
thrombocytopenia, pathogenesis, diagnosis, and
management in pregnancy. Clin Obstet Gynecol
1999; 42: 317-326.

Iranian Journal of Reproductive Medicine Vol. 10. No. 5. pp: 489-492, September 2012


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Sainio%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Joutsi%20L%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22J%C3%A4rvenp%C3%A4%C3%A4%20AL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Kekom%C3%A4ki%20R%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Koistinen%20E%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Riikonen%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Nisaratanaporn%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Sukcharoen%20N%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Won%20YW%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Moon%20W%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Yun%20YS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Oh%20HS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Choi%20JH%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lee%20YY%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lee%20YY%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ozkan%20H%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Cetinkaya%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22K%C3%B6ksal%20N%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ali%20R%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22G%C3%BCne%C5%9F%20AM%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Baytan%20B%22%5BAuthor%5D
https://ijrm.ir/article-1-308-fa.html
http://www.tcpdf.org

