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Abstract: 
Background: Routine complete blood count records can describe the burden of low platelet counts among 
patients presenting with fever at a hospital. This study evaluated annual proportions at two platelet thresholds 
and their temporal variation. 
Methods: CBCs were performed for all fever cases, and peripheral blood smears confirmed decreased platelets 
in all cases with low automated platelet counts. Annual aggregate counts were examined for 2022–2025 and an 
incomplete 2026 reporting period. Outcomes were platelet counts ≤150,000/µL and ≤80,000/µL. Mutually 
exclusive categories were derived by subtraction. Proportions, Wilson 95% confidence intervals and unadjusted 
prevalence ratios were calculated. Trend testing was restricted to the four complete years. 
Results: Across 50,410 CBC records, 20,600 (40.86%) had platelet counts ≤150,000/µL and 3,091 (6.13%) had 
counts ≤80,000/µL. The proportion ≤150,000/µL increased from 28.75% in 2022 to 49.56% in 2025, an 
absolute increase of 20.81 percentage points and a prevalence ratio of 1.72 (1.67–1.78). Counts ≤80,000/µL 
remained approximately 5.53–6.11% during 2022–2025. In the incomplete 2026 period, the respective 
proportions were 38.13% and 9.69%. All cases with counts <80,000/µL were reported CRP-positive. 
Conclusion: Low platelet counts became more frequent among patients presenting with fever during 2022–
2025, primarily in the >80,000 to ≤150,000/µL interval. The incomplete 2026 period showed a higher 
proportion at the ≤80,000/µL threshold. These hospital findings do not establish population-wide platelet 
depletion or a sustained decline in individual platelet counts. 
Keywords: Platelet Count; Thrombocytopenia; Complete Blood Count; Hospital Surveillance; Western India; 
Retrospective Study. 
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Introduction

Platelet counts are frequently measured during 
evaluation of acute and chronic illness. A greater 
proportion of low results in routine laboratory 
records may reflect changes in disease burden, 
patient characteristics, referral patterns or the 
indications for testing. Repeated annual summaries 
can identify patterns that warrant closer clinical and 
laboratory review, but the population represented 
by these records is the population tested at the 
hospital. 

Platelet counts differ by age and sex, as 
demonstrated in population studies [1,2]. 
Consequently, annual comparisons without 

demographic information cannot distinguish 
changes in platelet status from changes in the 
patients attending for testing. Aggregate counts 
also describe how many results fall below 
thresholds; they cannot establish a reduction in the 
mean platelet count or within-person platelet 
depletion. 

Low platelet counts can arise through impaired 
production, increased destruction or consumption, 
and splenic sequestration. Evaluation requires 
clinical history and review of the peripheral blood 
smear. [3,4] A laboratory threshold describes the 
measured count; it does not by itself establish 
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bleeding risk or a specific cause. [5] EDTA-related 
platelet clumping can produce spuriously low 
automated counts and should be considered during 
smear review. [6] 

C-reactive protein (CRP) is an acute-phase marker 
that can accompany infectious and noninfectious 
inflammation. [7,8] Studies in sepsis and dengue 
illustrate clinically distinct settings in which 
thrombocytopenia occurs. [9,10] These findings 
provide context for laboratory surveillance but do 
not establish the diagnoses responsible for the 
present hospital pattern. 

This study aimed to quantify the annual frequency 
of platelet counts ≤150,000/µL and ≤80,000/µL at a 
hospital in Western India, derive nonoverlapping 
platelet categories and examine changes during 
complete calendar years. An incomplete 2026 
period was evaluated separately. 

Materials and Methods 

Reporting framework: STROBE and its RECORD 
extension provide a framework for transparent 
reporting of observational research using routine 
health records.[11,12] 

Study design and setting: This retrospective 
descriptive laboratory study examined annual CBC 
aggregates from PHC Kachigam Under Director of 
Medical and Health Services DNH,Daman and Diu. 
Complete calendar years 2022–2025 were 
included; 2026 was treated as an incomplete 
reporting period. The exact start and end dates of 
the 2026 extract must be recorded before 
submission. 

Laboratory records: CBCs were performed for all 
patients presenting with fever. Peripheral blood 
smear examination confirmed decreased platelets in 
all cases with low automated platelet counts. CBC 
denominators were 11,200, 11,000, 12,500, 12,510 
and 3,200 for 2022, 2023, 2024, 2025 and the 
incomplete 2026 period, respectively. The 
investigator described EDTA samples of 2 mL, 

measurement on a Sysmex analyzer and exclusion 
of repeated CBCs. Until that verification, results 
are expressed per CBC record. CRP was reported 
positive in all cases with platelet counts 
<80,000/µL. The CRP assay, units and positivity 
cutoff require specification; results at exactly 
80,000/µL require separate confirmation because 
the tabulated category uses an inclusive threshold. 

Outcome Definitions: The primary operational 
threshold was ≤150,000 platelets/µL and the 
secondary threshold was ≤80,000/µL. The latter 
was a nested subset of the former. Three mutually 
exclusive categories were calculated: ≤80,000/µL; 
>80,000 to ≤150,000/µL; and >150,000/µL. The 
>150,000 category was not labeled normal because 
it also includes possible thrombocytosis. Exact-
boundary records at 150,000/µL are included in the 
operational definition. 

Statistical Analysis: Counts were divided by the 
corresponding annual denominator. Wilson 
intervals quantified uncertainty in proportions. 
Absolute differences were reported in percentage 
points. Unadjusted prevalence ratios used log-scale 
95% confidence intervals. A two-sided Cochran–
Armitage trend test with equally spaced annual 
scores assessed 2022–2025. Tests assume 
independent records; they are exploratory until 
cross-year patient independence is verified. No 
annualization or imputation was performed for 
2026. 

Results 

All cases with platelet counts <80,000/µL were 
reported CRP-positive. Peripheral blood smears 
confirmed decreased platelets in all 20,600 cases 
meeting the ≤150,000/µL threshold. Table 1 shows 
annual proportions and the remaining platelet 
categories. All counts were arithmetically 
consistent: each ≤80,000/µL count was smaller 
than the corresponding ≤150,000/µL count, and the 
three nonoverlapping categories sum to the annual 
denominator.

 
Year Total CBCs ≤150,000 n (%) ≤80,000 n (%) >80,000 to ≤150,000 n 

(%) 
>150,000 n (%) 

2022 11,200 3,220 (28.75%) 668 (5.96%) 2,552 (22.79%) 7,980 (71.25%) 
2023 11,000 4,450 (40.45%) 672 (6.11%) 3,778 (34.35%) 6,550 (59.55%) 
2024 12,500 5,510 (44.08%) 691 (5.53%) 4,819 (38.55%) 6,990 (55.92%) 
2025 12,510 6,200 (49.56%) 750 (6.00%) 5,450 (43.57%) 6,310 (50.44%) 
2026† 3,200 1,220 (38.13%) 310 (9.69%) 910 (28.44%) 1,980 (61.88%) 
Total 50,410 20,600 (40.86%) 3,091 (6.13%) 17,509 (34.73%) 29,810 (59.14%) 
 
Table 1. Platelet categories by reporting year. The 
≤80,000 group is included within the ≤150,000 
group and must not be added to it. † Incomplete 

2026 period; exact dates require confirmation. 
Pooled totals combine reporting periods of different 
durations and are descriptive. 

 
 
 



 
 

International Journal of Current Pharmaceutical Review and Research     e-ISSN: 0976-822X, p-ISSN: 2961-6042 
 

Shailja et al.       International Journal of Current Pharmaceutical Review and Research 

1455  

Year ≤150,000 proportion 95% CI ≤80,000 proportion 95% CI ≤80,000 among ≤150,000 
2022 27.92–29.60% 5.54–6.42% 20.75% 
2023 39.54–41.37% 5.68–6.57% 15.10% 
2024 43.21–44.95% 5.14–5.94% 12.54% 
2025 48.68–50.44% 5.59–6.42% 12.10% 
2026† 36.46–39.82% 8.71–10.76% 25.41% 
 
Table 2. Wilson confidence intervals and the 
proportion meeting the lower threshold among low 
platelet records. 

The ≤150,000/µL proportion increased in each 
complete year: 28.75%, 40.45%, 44.08% and 
49.56%. Successive changes were +11.70, +3.63 
and +5.48 percentage points. From 2022 to 2025, 
the relative increase was 72.39%. The derived 
>80,000 to ≤150,000 category increased from 
22.79% to 43.57%. 

By comparison, the ≤80,000/µL proportion was 
5.96%, 6.11%, 5.53% and 6.00% in 2022–2025. 

The proportion at this threshold among all 
≤150,000 results decreased from 20.75% to 
12.10%. Thus, the complete-year rise in low 
platelet results was concentrated in the intermediate 
interval. 

Comparisons Across Years: The trend test for 
≤150,000/µL during 2022–2025 was significant 
(Z=32.50; p<0.001). The corresponding test for 
≤80,000/µL did not support a linear increase (Z=-
0.48; p=0.632). These unadjusted findings do not 
account for case mix or possible patients recurring 
across years. 

 
Comparison Outcome Absolute difference pp Prevalence ratio 95% CI 
2025 vs 2022 ≤150,000/µL +20.81 1.72 (1.67–1.78) 
2025 vs 2022 ≤80,000/µL +0.03 1.01 (0.91–1.11) 
2026† vs 2022–2025 pooled ≤150,000/µL -2.93 0.93 (0.89–0.97) 
2026† vs 2022–2025 pooled ≤80,000/µL +3.80 1.64 (1.47–1.84) 
 
Table 3. Exploratory unadjusted comparisons. pp 
denotes percentage points. The 2026 comparisons 
are not matched for calendar months and cannot 
establish an annual trend. 

The four complete years comprised 47,210 CBCs, 
of which 19,380 (41.05%) met the primary 

threshold and 2,781 (5.89%) met the secondary 
threshold. In 2026, 1,220/3,200 (38.13%) and 
310/3,200 (9.69%) met the respective thresholds. 
The lower-threshold group accounted for 25.41% 
of low platelet results in 2026.

 

 
Figure 1: Nonoverlapping low platelet categories as a percentage of CBCs. The total bar height represents 

≤150,000/µL. The incomplete 2026 period is displayed separately and does not constitute a full-year 
estimate. 

Discussion 

The principal finding was an increase in the 
frequency of platelet counts ≤150,000/µL among 

patients presenting with fever during 2022–2025. 
The change from 28.75% to 49.56% corresponds to 
approximately 21 additional low results per 100 
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CBCs. Because the ≤80,000/µL proportion 
remained near 6%, the increase primarily involved 
counts above 80,000 and at or below 150,000/µL. 
This distinction matters: a greater frequency below 
the primary threshold does not necessarily imply a 
parallel rise at the lower threshold. 

The incomplete 2026 period showed a different 
pattern: fewer results met the primary threshold 
than in 2025, while more met the lower threshold. 
The rise to 9.69% at ≤80,000/µL is a signal for 
review, but its interpretation requires comparisons 
with the same calendar months in earlier years. A 
change in the seasonal mix of patients, referral 
activity or the proportion of inpatients could 
influence this result. These possibilities cannot be 
tested using annual aggregate counts. CRP 
positivity in all cases below 80,000/µL provides an 
accompanying inflammatory finding. Without CRP 
results in higher-count groups or a specified 
positivity cutoff, an association between CRP and 
platelet category cannot be quantified. CRP 
reactivity is nonspecific and cannot identify an 
infectious agent or prove that inflammation caused 
the lower platelet count. [7,8] 

Population studies show that platelet counts vary 
with age and sex [1,2]. A hospital series can 
therefore change when its patient profile changes, 
even in the absence of a shift in the surrounding 
community. Future analysis should retain age, sex, 
location of care, clinical diagnosis and month of 
testing. Individual counts would enable 
examination of medians and the complete platelet 
distribution, rather than only two cutoffs. 

The appropriate interpretation is an increasing 
frequency of smear-confirmed low platelet counts 
among patients presenting with fever during the 
four complete years. The term population platelet 
depletion would imply wider representativeness or 
longitudinal evidence that is unavailable here. 
Neither the causes of low counts nor clinical 
bleeding, mortality or treatment requirements can 
be inferred from these aggregates. Disease-specific 
studies in sepsis and dengue demonstrate why 
diagnostic classification and patient-level follow-up 
are needed before mechanisms or outcomes are 
inferred.[9,10] 

CRP reactivity should be interpreted within the 
systemic acute-phase response, which accompanies 
infectious and noninfectious inflammatory 
conditions. [13] Platelets also participate in 
inflammatory and immune pathways beyond their 
role in haemostasis. [14] These biological links do 
not identify the cause of thrombocytopenia in this 
series. Clinical assessment and exclusion of 
alternative causes are necessary when considering 
immune thrombocytopenia; the aggregate counts 
cannot establish that diagnosis. [15] 

Strengths and limitations: Strengths include CBC 
testing of all fever cases, smear confirmation of 
decreased platelets in all low-count cases, explicit 
annual denominators, two nested platelet thresholds 
and internally consistent category counts. The 
analysis uses proportions rather than absolute 
counts alone, making differences in testing volume 
visible. The derived categories clarify which part of 
the low platelet range contributed to the observed 
pattern. 

Limitations include the hospital-selected sample, 
absence of individual platelet values and 
demographic adjustment, unconfirmed 
independence across years and an incomplete 2026 
period. Fever was the indication for CBC testing, 
and smear review confirmed decreased platelets in 
every low-count case. Detailed fever diagnoses, 
medication exposures, smear methods, platelet 
clumping assessment and clinical outcomes were 
unavailable in the aggregate dataset. The inclusive 
150,000/µL threshold may differ from studies using 
a strict less-than cutoff. Mean platelet count, 
median, standard deviation, MPV, PDW, 
plateletcrit and proportions below 50,000 or 
20,000/µL cannot be calculated from these 
aggregates. Quantitative CRP values and CRP 
results in comparator platelet categories were 
unavailable; CRP positivity was reported only for 
the group below 80,000/µL. 

Conclusion 

Among patients presenting with fever at a hospital 
in Western India, the proportion with platelet 
counts ≤150,000/µL increased substantially from 
2022 to 2025, mainly within the >80,000 to 
≤150,000/µL interval. The incomplete 2026 period 
had a higher proportion of counts ≤80,000/µL. 
These patterns support further patient-level and 
seasonally matched investigation; they do not prove 
population-wide platelet depletion. 
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