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Abstract 
Aim: The present study was conducted to assess the Platelet Count in the Pregnant Women. 
Methods: The present study was planned in Department of Pathology, Darbhanga medical 
college and Hospital, Darbhanga, Bihar, India for a period of 8 months. In the present study 
100 pregnant females’ samples received for the platelet estimation were enrolled in the 
present study. 
Results: The commonest age groups in which thrombocytopenia seen were between 21 to 25 
years. The result showed that age was an important criterion and there was difference in the 
occurrence of thrombocytopenia in different age groups. 
Conclusion: Clinically platelet indices can be a useful screening test for early identification 
of preeclampsia and eclampsia. Platelet count is a simple, low cost, and rapid routine 
screening test. 
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Introduction 

Mild thrombocytopenia in pregnant 
women at the time of delivery, described 
as gestational thrombocytopenia, has been 
well documented in three large studies 
during that past 24 years. [1–3] The 
reduced, but symmetrical, distribution of 
platelet counts at delivery suggests that a 
shift from normal values to lower platelet 
counts occurs in all women. [2–5] These 
observations have led to the common 
belief that a physiologic change associated 
with pregnancy causes platelet counts to 
gradually decrease. 
Platelets are responsible for blood clotting 
and play a significant role during 
pregnancy as well. The average or normal 

platelet count of a non-pregnant woman 
may range between 150,000 and 400,000 
per microlitre of blood. The platelet count 
of a woman may drop to 116,000 per 
microlitre of blood during pregnancy. 
However, if it is less than 116,000, the 
condition is known as thrombocytopenia. 
Thrombocytopenia, or a low blood platelet 
count, is encountered in 7-12% of all 
pregnancies. [6] Women are more 
commonly diagnosed with platelet 
disorders during pregnancy since 
screening is done as part of the initial 
clinic evaluation with automated blood 
counts. Thrombocytopenia can result from 
a wide range of conditions with several of 
them being pregnancy related. [7] Platelets 
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are non-nucleated cells derived from 
megakaryocytes in the bone marrow and 
normally live in the peripheral circulation 
for as long as 10 days. Platelets play a 
critical initiating role in the hemostatic 
system. 
Preeclampsia occurs in 3 to 4% of 
pregnancies and accounts for 5 to 21% of 
cases of maternal thrombocytopenia.5 
Thrombocytopenia is usually moderate 
and platelet count rarely decreases to < 
20,000/μL. Thrombocytopenia in patients 
with preeclampsia always correlates with 
the severity of the disease. A platelet count 
of <100,000/uL is diagnostic for 
preeclampsia. It is considered a sign of 
worsening disease and is an indication for 
delivery. 
Normal pregnancy is characterized by 
physiological fall in platelet count. Platelet 
count decreases by an average of 10% 
during pregnancy. [8] Physiological fall in 
the platelet count occurs as a result of 
hemodilution and because of rise in 
physiological strain on endothelium 
resulting in platelet aggregation in blood 
vessels and thus decrease in number of 
platelets in circulation. [9] 
Thrombocytopenia is defined as the 
subnormal number of platelets in the 
circulating blood, usually less than 
1,50,000/cu mm. [10] It is classified as 
mild with platelet count 100-150 x 109 /l, 
moderate at 50-100 x 109 /l, and severe 
with less than 50 x 109 /l. [11] 
Thrombocytopenia complicates up to 10% 
of all pregnancies [12] and is second most 
common haematological abnormality 
during pregnancy following anemia. 
Gestational thrombocytopenia is 
considered as the most common cause of 
thrombocytopenia in pregnancy and about 
75% cases of pregnancy associated 
thrombocytopenia are due to gestational 
thrombocytopenia. [10] The etiology is 
unknown, but is thought to be 
physiological. It is considered as mild 
form thrombocytopenia with no risk to the 
mother or infant. [13] The present study 

was conducted to assess the Platelet Count 
in the Pregnant Women. 

Methods 
The present study was planned in 
Department of Pathology, Darbhanga 
medical college and Hospital, Darbhanga, 
Bihar, India for a period of 8 months. In 
the present study 100 pregnant females’ 
samples received for the platelet 
estimation were enrolled in the present 
study. 
Following was the inclusion and exclusion 
criteria for the present study. 
Inclusion Criteria: The records of 
pregnant women with proved platelet 
abnormalities Normal pregnancy at 2nd-
3rd trimester. 
Exclusion criteria: All cases with pre-
existing hypertension other than PIH. 
Patients having co morbid conditions such 
as Severe anaemia, Diabetes mellitus, 
History of auto immune disorder, History 
of Idiopathic Thrombocytopenic Purpura, 
History of receiving drugs like aspirin, 
anti-coagulants etc. 
Methodology 
Relevant data were obtained from case 
files and compiled by a common proforma 
that included socio-demographic 
characteristics of mothers, obstetric 
history, signs and symptoms in mother at 
presentation, laboratory data, and maternal 
and perinatal outcomes. The data 
collection was followed by analysis of the 
collected data. 
Clinical details of all cases were 
documented. Those cases with pre-existing 
hypertension, having associated co morbid 
diseases such as diabetes mellitus, auto 
immune disorders, ITP, neoplastic 
diseases, heart diseases and cases on 
anticoagulants were excluded from the 
study. 
All the patients were informed consents. 
The aim and the objective of the present 
study were conveyed to them. Approval of 
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the institutional ethical committee was 
taken prior to conduct of this study. 

Results

Table 1: Age groups and number of cases in two groups 
Age 
 

Cases: 
with thrombocytopenia 

Control: 
without thrombocytopenia 

Total 

<20 years 15 14 29 
21-25 years 20 22 42 
26-30 years 10 10 20 
>31 years 5 4 9 
Total 50 50 100 

 
The commonest age group in which thrombocytopenia seen was between 21 to 25 years. 
Table 1 showed that age was an important criterion and there was difference in the 
occurrence of thrombocytopenia in different age groups. 

Table 2: Mean platelet count in cases and controls 
Conditions 
 

Platelet Count 
( x 109/L) 

Cases 26-370 
Mild Pre-eclampsia 66-375 
Severe Pre-eclampsia 27-259 
Controls 28-32 

 
Discussion 
Platelet is formed primarily in the bone 
marrow. They are released into the blood 
stream where they normally live for about 
a week. Platelet serves to clotting 
coagulation and maintaining vascular 
integrity. Platelet are small unnucleated 
corpuscles derived from bone marrow 
megakaryocytic in both the pregnant and 
non-pregnant states, mature platelets 
circulate for 8-9 days platelets act to repair 
defects in the vascular endothelium and 
reduce hemorrhage by promoting blood 
clot formation when activated, typically by 
vessel wall trauma. Platelets become 
adherent to themselves and all surfaces 
including glass. Hence the need to collect 
blood for platelet counts in bottles 
containing anticoagulant such as sodium, 
heparin or citrate. Endothelial damage 
promotes platelet aggregation and 
degranulation which is inturn stimulates 
the release of prostaglandin and 
thrombxane A2, amplifying the platelet 
clumping and vasoconstriction. 

Pregnancy is associated with complex 
changes involving blood coagulation, a 
transient mild thrombocytopenia is seen 
due to increased platelet consumption. [12] 
Hypertension is one of the most common 
obstetric problems resulting in 
preeclampsia and eclampsia which in turn 
associated with thrombocytopenia. [5] The 
obstetrician nowadays rely increasingly on 
laboratory test for the management of 
pregnant women. [14] The most common 
cause of thrombocytopenia in pregnancy is 
preeclampsia and eclampsia and also 
found associated with increased risk of 
perinatal complications such as abruptio 
placenta, preterm delivery, low Apgar 
score and still birth.  [15-17] The 
estimation of platelet indices is a reliable 
method. [18] 
Preeclampsia is one of the commonest 
medical disorders during pregnancy and 
affects approximately 5–10% of all 
pregnancies mostly affecting the 
primigravida. It continues to be major 
causes of maternal and perinatal morbidity 
and mortality. [19] 



International Journal of Pharmaceutical and Clinical Research                           e-ISSN: 0975-1556, p-ISSN: 2820-2643 

Rashmi et al.                     International Journal of Pharmaceutical and Clinical Research   

1165 

Mohammed et al. [20] have studied the 
variations of platelet indices in PIH in a 
fixed study group of 20 cases each under 
each category, whereby the incidence of 
each cannot be commented upon and 
Parmar et al. [21] have categorized PIH 
cases into mild, moderate and severe PIH. 
Wolde et al.’s [22] method to categorize 
cases with PIH based on the National High 
BP Education Working Group (2000) 
criteria has been done in this study owing 
to feasibility and simplicity of 
categorization into the five mentioned 
groups. 
In our study, most cases belonged to the 
mild preeclampsia (60%) group followed 
by cases with severe preeclampsia (35%). 
The incidence of eclampsia however was 
much lower in our study (5%). These 
differences could be due to small sample 
size of our study and the social ethnic and 
cultural difference in group of population 
studied as noted by Wolde et al. [22] who 
has quoted black race as one of the risk 
factors for PIH. Gestational 
Thrombocytopenia is the most commonly 
observed during pregnancy (70%), but 
other underlying causes must be 
considered as well. A thorough history and 
physical examination will rule out most 
causes. Look at the remainder of CBC and 
smear to rule out pancytopenia and platelet 
clumping associated with pseudo 
thrombocytopenia. [23] If no antecedent 
history of thrombocytopenia is present and 
platelet counts are above 70,000/mcL, the 
condition is more likely to be GT. If 
platelet counts fall below 50,000/mcL or if 
a pre-existing history of thrombocytopenia 
is present, the condition is more likely to 
be ITP. 
Decrease in platelet count is proportional 
to severity of disease. Assessment of 
platelet count is a simple, cost effective & 
sensitive method to know the prognosis & 
fetomaternal outcome in preeclampsia & 
eclampsia. 
Conclusion 

Clinically platelet indices can be a useful 
screening test for early identification of 
preeclampsia and eclampsia. Platelet count 
is a simple, low cost, and rapid routine 
screening test. Hence the data generated 
from the present study concludes that 
platelet count can be used as a simple and 
cost effective tool to monitor the 
progression of preeclampsia, thereby 
preventing complications to develop 
during the gestational period. 
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