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Objective: To study the maternal and fetal outcome of idiopathic thrombocytopenic purpura (ITP) in preg-

nancy.

Material and Method: The medical records of women who were diagnosed to be idiopathic thrombocytopenic

purpura during and before pregnancy from January 1995 to December 2004 were reviewed.

Results: There were 33 pregnancies from 29 ITP women as four women had two pregnancies each and one was

twins. Nine cases (27.3%) were active ITP, five cases (15.2%) were relapsing ITP and eight cases (24.2%) were

inactive ITP. Eleven cases (33.3%) had severe thrombocytopenia during delivery and five neonates (23.8%)

had severe thrombocytopenia. There was no statistical correlation between maternal and neonatal platelet

concentration (r = -0.0601). None of the mothers and fetuses had serious hemorrhagic complication such as

intracranial hemorrhage.

Conclusion: There were low hemorrhagic risks in both mothers and infants because of the constant monitoring

of multidisciplinary groups of experienced physicians, including obstetricians, hematologists, anesthesiolo-

gists and neonatologist.

Keywords: Idiopathic thrombocytopenic purpura (ITP), Immune thrombocytopenia, Neonatal thrombocy-
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Idiopathic thrombocytopenic purpura (ITP)

is an autoimmune disorder characterized by destruc-

tion of circulating antibody-bound platelets by reti-

culoendothelial system, particularly in the spleen(1-3).

Although adult ITP can present at any age, it tends to

occur in women of childbearing age group and does

not interfere with pregnancy(1-5). In the pregnant

patient, the antibodies cross the placenta placing the

enfant at risk of thrombocytopenia(1). Thus, treatment

of women with ITP during pregnancy is a complex

problem, especially to the potential risk of hemorrhage

in both mother and fetus during the antenatal and

peripartum periods(1-4).

Although several studies have examined the

pregnancy outcome of ITP, there are very few available

data on the pregnancy outcome of ITP in Thailand.

Therefore, the authors retrospectively studied the

records of 29 pregnant women with ITP for the clinical

courses, diagnosis, treatment, and neonatal outcome.

Material and Method

Patients were identified by reviewing hospital

records for women who delivered at King Chula-

longkorn Memorial Hospital from January 1995 to

December 2004. The patients with ICD 10 were D69.3

(ITP) and D69.1 (thrombocytopenia). The inclusion

criteria were the women who matched the criteria of

ITP diagnosis given by the American Society of Hema-

tology 1996(6). To exclude gestational thrombocyto-

penia or incidental thrombocytopenia of pregnancy in

those women in whom ITP was first discovered during

pregnancy, persistent thrombocytopenia after delivery

was required(7).

Severity of thrombocytopenia was classified

into three groups(8) as below:
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- Mild thrombocytopenia: platelet count less

than 150,000 to 100,000 per ml.

- Moderate thrombocytopenia: platelet count

less than 100,000 to 50,000 per ml.

- Severe thrombocytopenia: platelet count less

than 50,000 per ml.

The following information was extracted from

the charts for each eligible patient:age, date of diagno-

sis of ITP, underlying medical conditions, medication,

platelet count before and during pregnancy and at

delivery, treatments received to raise platelet count

during pregnancy or at delivery, gestational age at de-

livery, type of delivery (vaginal or cesarean section),

type of anesthesia, estimated blood loss at delivery,

blood products transfused, and complications at deli-

very and in the postpartum period. Information col-

lected for each infant included platelet count at birth,

complications at birth, and treatments received.

Statistical analysis

Data were summarized using the descriptive

statistics (mean, standard deviation, range and per-

centage). The Pearson’s correlation was used to study

the correlation between the maternal and neonatal

platelet count.

Results

During the study interval, 29 women with ITP

delivered 34 children in 33 pregnancies. There was one

delivery of twins. Twenty-five women (86.2%) delivered

on one occasion and four women (13.8%) delivered on

two occasions. The mean age of the women at the deli-

very was 27.7 + 5.1 (range, 18-36 years). The mean ges-

tational age at delivery was 37.6 + 2.1 weeks (range, 31-

40 weeks). Eighteen women (62%) were known to have

ITP before pregnancy and the remaining eleven women

(38%) were diagnosed during the index pregnancy.

Disease and maternal status

Among the group (Table 1), there were eight

inactive ITP pregnancies (36.4%). All of the patients

who were inactive ITP had platelet count of more than

150,000 per ml through out the pregnancy and did not

have any medication. Five cases (22.7%) were relaps-

ing ITP after pregnancy. These patients had remission

before pregnancy and did not have any medication

for at least 6 months before the pregnancy. However,

after relapsing ITP they had to take corticosteroids

for treatment. One of those patients was splenectomy

during cesarean section due to her third relapsing ITP.

Nine cases (40.9%) were active ITP and needed corti-

costeroid for treatment before and throughout preg-

nancy period. Two of the nine were splenectomy before

pregnancy and five required higher dose of predniso-

lone while pregnant but none of them had serious bleed-

ing complication.

Twenty-four pregnancies (72.7%) required

treatment to raise their platelet counts. The decision to

treat a woman for thrombocytopenia was made by the

attending physician and was based on such factors as

platelet count, signs and symptoms of bleeding, and

need for invasive interventions. Twenty-one pregnan-

cies were treated with corticosteroids on one or more

occasions (one pregnancy was treated with pulse

methylprednisolone and two pregnancies were treated

with corticosteroids and intravenous immunoglobulin

[IVIg]). Duration and dose of therapy depended on

patient response, patient ability to tolerate the medi-

cation and physician preference.

In the study interval, there was one fetal death

in utero at 31 week of gestation with an unknown cause.

The fetus had no sign of hemorrhage and anomalies.

However, the parents did not give the permission to do

postmortem examination.

Delivery

Among the 33 episode of deliveries (Table 2),

11 (33.3%) delivered by vaginal route (1 by forceps

extraction), and 22 (66.7%) delivered by cesarean sec-

tion. Fourteen cases were cesarean delivery due to

Table 1. Clinical status of ITP diagnosed before and during pregnancy

Clinical status of ITP No. of pregnancies (%)

ITP diagnosed before pregnancy 22 (66.7%)

Inactive ITP   8* (36.4%)

Relapsing ITP   5 (22.7%)

Active ITP   9* (40.9%)

ITP diagnosed during pregnancy (new cases) 11 (33.3%)

* Two patients were splenectomy before pregnancy
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obstetric indications, five cases from ITP and three

cases from both indications. Splenectomy was done at

the same setting as cesarean section in one case with

no complication due to the third episode of relapsing

ITP. Two fetuses underwent cordocentesis for fetal

blood sampling before delivery. There were five cases

(45.5%) that had severe thrombocytopenia delivered

by vaginal route and six cases (54.5%) delivered by

cesarean delivery.

Overall, six women (18.2%) received platelet

transfusions during delivery. None of the patients had

any serious hemorrhagic complication during antepar-

tum, intrapartum and postpartum although there were

four cases who had platelet count less than 20,000/ul

during intrapartum period. One patient had minimal

bruise at the episiotomy wound however, after sup-

portive treatment the clinical was improved. None of

them needed blood transfusion.

Neonatal outcome

None of the neonates had serious hemorrhagic

complications such as intracranial hemorrhage. Neo-

natal platelets were measured in 21 of 33 newborns.

Fourteen infants (66.8%) had normal platelet count

(> 150,000/ml). One infant (4.7%) had mild thrombocy-

topenia, one infant (4.7%) had moderate thrombocy-

topenia and five infants (23.8%) had severe thrombo-

cytopenia. In the severe neonatal thrombocytopenic

group, one neonate was treated with intravenous im-

munoglobulin (IVIg), two neonates were treated with

IVIg and platelet transfusion, one neonate was treated

with platelet transfusion and one neonate did not

received any medication, but the platelet count was

rising to normal within 7 days after delivery. There were

no statistically correlation between maternal platelet

count and neonatal platelet count (r = -0.0601) (Fig. 1)

Discussion

In our study, the prevalence of ITP was 2-3/

10,000 pregnancies and was similar to a previous

study(9) that showed the prevalence at 1-5/10,000 preg-

nancies. ITP were relapsing in five patients (15.2%)

during pregnancy and five from nine cases of active

ITP (55.6%) needed higher dose of prednisolone

during pregnancy. It suggested that pregnancy may

aggravate ITP. Although previous studies cannot

conclude that pregnancy aggravated ITP, the nadir of

maternal platelets was found in the 3rd trimester of

pregnancy and hemorrhage risk to both maternal and

fetal during delivery(10,11). The maternal and fetal out-

come in this study was similar to previous studies(5,12,13)

in which the risk of serious hemorrhagic complications

in infants and mothers was low. The good pregnancy

outcomes in our series were likely to be the result of

the cooperation between obstetricians, hematologists

and neonatologists.

The management of ITP during pregnancy

was argued for many decades about, 1) when did the

doctors need to start medication; 2) which route of

Table 2. Route of delivery and maternal platelet status during delivery

               Route of delivery

Maternal platelet count  Cases (n)

vaginal delivery (n) Cesarean delivery (n)

normal platelet count   8 (24.3%) 4 (50.0%)   4 (50.0%)

mild thrombocytopenia   3 (9.1%) 1 (33.3%)   2 (66.7%)

moderate thrombocytopenia 11(33.3%) 1+ (9.1%) 10* (90.9%)

severe thrombocytopenia 11 (33.3%) 5 (45.5%)   6 (54.5%)

* One case had splenectomy at the same setting of cesarean section

+ One case was delivered by forceps extraction

Fig. 1 Correlation of maternal and neonatal platelet counts
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delivery is appropriate, vaginal or cesarean? There is

still no conclusion about the appropriate time for the

treatment of ITP during pregnancy. The first line drug

for treatment of ITP is glucocorticoid. This may cause

many maternal complications such as, gestational

diabetes mellitus, adrenal insufficiency and infection.

Previous studies suggested that asymptomatic patients

whose platelet counts were more than 20,000/ul did not

require treatment until delivery was imminent and should

be carefully monitored(5,6,14). In our study, three cases

that were without medications during antepartum period

were closely monitored. One had severe thrombocy-

topenia (platelets 37,000/ul) the others had moderate

thrombocytopenia. One of them had severe thrombo-

cytopenia (platelet count 33,000/ul) during delivery but

did not have serious hemorrhagic complications.

Treatment is generally recommended when

the platelet count is unacceptably low or when the

patient has symptoms, such as petechiae or mucosal

bleeding. Many physicians recommend treating the

pregnant women with corticosteroids, intravenous

immunoglobulin, or both. If a patient does not respond

to these interventions, additional treatment such as

splenectomy may be necessary. Corticosteroids are

cost effective. An initial dose of prednisolone 1 mg/kg

is recommended(5,14) and a sequentially tapering toa

minimal hemostatic effective dose. IVIg is an appropri-

ate initial treatment for women with platelet counts less

than 10,000 per ml in the third trimester or platelet count

of 10,000 to 30,000 per ml who are bleeding(6). Splenec-

tomy should be avoided because of risk of hemorrhage

and the difficult to administer during pregnancy. Sple-

nectomy should be performed in second trimester, in

women who fail glucocorticoid and IVIg(6,15).

The route of delivery in ITP women was de-

bated for a long time, whether vaginal or cesarean sec-

tion, to be less risky for both maternal and fetal hemor-

rhage. Previously, most of these mothers were deli-

vered by cesarean section, however there are no data

to support the benefit that cesarean section may lower

the risk for thrombocytopenic fetus(5). There were no

clinically significant maternal bleeding(11) and compli-

cation in the infants who were born by vaginal route or

cesarean deliveries(13). In our study, 11 cases delivered

by vaginal route and 22 cases by cesarean deliveries.

None of them had serious maternal and neonatal

hemorrhagic complications although five cases who

delivered by vaginal route had severe thrombocyto-

penia (platelet count less than 50,000 per ml). Pregnant

women with ITP who had platelet count more than 50,000

per ml were recommended for vaginal delivery(5,6,15).

Some experts extend this level to 30,000-50,000 per ml(16).

In the present study, vaginal delivery was a relatively

safe procedure by the experienced obstetrician with

the cooperation of hematologists and neonatologist.

Cesarean section should be used to deliver in case of

obstetric indication or difficult delivery.

Neonatal thrombocytopenia is an important

problem because maternal platelet antibody can cross

the placenta and induce neonatal thrombocytopenia.

Neonatal platelet cannot be reliably predicted by

maternal platelet count, maternal platelet antibodies or

history of maternal splenectomy from ITP(10-12,16,17).

Fetal blood sampling such as cordocentesis or fetal

scalp blood sampling were abandoned because of the

risk of neonatal mortality, difficulty to performed, and

evidence that neonatal intracranial hemorrhage is quite

low (about 1-5%)(14,15). As in the previous study, there

were no serious hemorrhagic complications such as

intracranial hemorrhage, although the authors had three

infant who had neonatal platelet of less than 20,000. In

the present study, there was no statistical correlation

between maternal and neonatal platelet and was similar

to previous studies(2,5,14,18). Therefore, maternal platelet

count cannot predict neonatal platelet count or neona-

tal outcomes. However, in women who gave birth more

than once during our study, the first infant’s platelet

count at birth predicted that of the second infant. In

other words, mothers with a history of delivering a

thrombocytopenic infant were at a greater risk for

delivering another thrombocytopenic infant(16,18,19). In

the present study, four cases were sibling. In one case,

the first child was born when their mother had severe

thrombocytopenia and he had severe neonatal throm-

bocytopenia (platelet count 10,000 per ml). The second

child was delivered at a time when their mother was

inactive ITP but he also had severe neonatal thromb-

ocytopenia (platelet counts 40,000). In the second case

of sibling, they had normal neonatal platelet while their

mother had moderate thrombocytopenia. In the third

and fourth cases, one of the siblings was not measured

as neonatal for platelet count, thus the predictor can-

not be evaluated. Because of the limitation of small

sample size in the present study, the predictor of neo-

natal platelet using history of their siblings should be

studied further.

This study was designed to collect retro-

spectively the data of ITP during pregnancy for 10

years. The long collection period is due to the uncom-

mon hematological disease during pregnancy. Because

of its retrospective nature, this study has several limi-

tations. The most significant limitation is that though
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efforts were made to obtain complete information, data

are not available for all deliveries. However, the strength

of this study is the verification of the diagnosis and

can exclude other causes of thrombocytopenia. There-

fore, this study can obtain the overview of the out-

come of ITP in pregnancy. Pregnant women with ITP

require monitoring during pregnancy and may require

intervention with agents to raise the platelet count. For

most women, however, pregnancy is uncomplicated.

Even those with severe thrombocytopenia during preg-

nancy have good outcomes. Fetal loss of approximately

3% continues to occur in ITP and remains, so far, un-

avoidable.

Conclusion

The current results of our study and other

studies about adult ITP confirm the low, serious risk of

maternal and neonatal hemorrhage when there is close

monitoring of a multidisciplinary group of experienced

physicians. Hence, ITP in pregnancy are complicated

cases and require the close collaboration of obstetri-

cian, hematologist, anesthesiologist and neonatologist.

For the management of the mother and fetus, the col-

laboration of the specialists is essential. Although the

route of delivery of ITP in pregnancy is still controver-

sial, data from our study and other studies suggested

that vaginal delivery was safe in non-difficult cases

with close monitoring by an experienced physician.
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º≈°“√µ—Èß§√√¿å¢Õß µ√’µ—Èß§√√¿å∑’Ë‡ªìπ‚√§ Idiopathic thrombocytopenic purpura „π‚√ßæ¬“∫“≈

®ÿÃ“≈ß°√≥å

 ÿ¢ƒ∑—¬  π‘ “√—µπæ√, π‡√»√   ÿ¢‡®√‘≠

«—µ∂ÿª√– ß§å: ‡æ◊ËÕ»÷°…“º≈¢Õß°“√µ—Èß§√√¿å„π¡“√¥“·≈–∑“√°∑’Ë‡°‘¥®“° µ√’µ—Èß§√√¿å∑’Ë‡ªìπ idiopathic thrombocy-

topenic purpura (ITP)

«— ¥ÿ·≈–«‘∏’°“√: »÷°…“·≈–∑∫∑«πª√–«—µ‘·≈–‡«™√–‡∫’¬π¬âÕπÀ≈—ß¢Õß µ√’µ—Èß§√√¿å∑’ËªÉ«¬‡ªìπ‚√§ ITP µ—Èß·µà‡¥◊Õπ

¡°√“§¡ ªï æ.». 2538 ∂÷ß‡¥◊Õπ ∏—π«“§¡ ªï æ.». 2547 ∑’Ë¡“§≈Õ¥∫ÿµ√„π‚√ßæ¬“∫“≈®ÿÃ“≈ß°√≥å

º≈°“√»÷°…“: æ∫¡’°“√µ—Èß§√√¿å 33 §√—Èß„πºŸâªÉ«¬ 29 §π ºŸâªÉ«¬ 4 √“¬ µ—Èß§√√¿å 2 §√—Èß·≈– 1 √“¬µ—Èß§√√¿å·Ω¥

¡’ºŸâªÉ«¬ 9 √“¬ (27.3%) ¡’ªí≠À“‡°≈Á¥‡≈◊Õ¥µË”¢≥–µ—Èß§√√¿å (active ITP) ¡’ºŸâªÉ«¬ 5 √“¬ (15.2%) ¡’¿“«–‡°≈Á¥‡≈◊Õ¥µË”

°≈—∫‡ªìπ È́”√–À«à“ßµ—Èß§√√¿å (relapsing ITP) „π¢≥–∑’ËºŸâªÉ«¬ 8 √“¬ (24.2%) ¡’‡°≈Á¥‡≈◊Õ¥ª°µ‘µ≈Õ¥°“√µ—Èß§√√¿å

(inactive ITP) ¡’ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬«à“¡’‡°≈Á¥‡≈◊Õ¥µË”√–¥—∫√ÿπ·√ß (severe thrombocytopenia) √–À«à“ß§≈Õ¥

11 √“¬ (33.3%) æ∫Õÿ∫—µ‘°“√≥å¢Õß‡°≈Á¥‡≈◊Õ¥µË” √–¥—∫√ÿπ·√ß„π‡¥Á°·√°§≈Õ¥ (neonatal thrombocytopenia) 5 √“¬ 23.8%

·≈–‰¡àæ∫§«“¡ —¡æ—π∏å√–À«à“ß√–¥—∫‡°≈Á¥‡≈◊Õ¥¢Õß¡“√¥“°àÕπ§≈Õ¥ ·≈–√–¥—∫‡°≈Á¥‡≈◊Õ¥¢Õß‡¥Á°·√°

§≈Õ¥ (r = -0.0601) ‰¡àæ∫ªí≠À“‡≈◊Õ¥ÕÕ°√ÿπ·√ß∑—Èß„π¡“√¥“·≈–∑“√°·√°§≈Õ¥ ‡™àπ ‡≈◊Õ¥ÕÕ°„π ¡Õß

 √ÿª: æ∫¿“«–‡≈◊Õ¥ÕÕ°√ÿπ·√ß„π¡“√¥“∑’Ë‡ªìπ ITP ·≈–∑“√° §àÕπ¢â“ßµË” „π°√≥’∑’Ë‰¥â√—∫°“√µ‘¥µ“¡¥Ÿ·≈√—°…“Õ¬à“ß

„°≈â™‘¥®“°·æ∑¬åºŸâ‡™’Ë¬«™“≠ „π “¢“µà“ßÊ ∑—Èß  Ÿµ‘·æ∑¬å Õ“¬ÿ√·æ∑¬å¥â“π‚≈À‘µ«‘∑¬“ °ÿ¡“√·æ∑¬å ·≈–«‘ —≠≠’·æ∑¬å
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