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ABSTRACT: OBJECTIVE: To determine the changes in platelet count in HDP and normal pregnant
women and to compare with severity and complications of pregnancy. MATERIAL AND METHODS:
Prospective hospital based comparative study conducted over a period of one and half years. Study
population includes 100 pregnant women in third trimester. Out of which 50 were normal pregnant
women and 50 were HDP women. After admission history, physical examinations done and directed
for laboratory studies like platelet count using automated blood cell counter. OBSERVATION: In
study group out of 50 women 24 (48%) were between 21-25 yrs of age, showing more incidence in
primigravida 35 (70%). The 29 (58%) had gestational hypertension and (14)28 % had mild to
moderate thrombocytopenia with mean platelet count of 1.76 lakhs/cumm. In control group (7)14%
had gestational thrombocytopenia with mean platelet count of 2.07 lakhs/cumm. Overall 20%
hypertensive pregnant had thrombocytopenia. The incidence of the complications in the study group
was 56%. The mean platelet count in complications secondary to HDP was within normal range.
CONCLUSION: The incidence of Gestational thrombocytopenia is 14%. It doesn't have any effect on
pregnancy. Perinatal outcome is basically favourable. Thrombocytopenia in HDP is of mild to
moderate variety about 28% and rarely drops below severe level. HDP are affecting outcome of
pregnancy in the form of complications without causing variation in the platelet count.
Complications occuring are attributable to HDP but not due to thrombocytopenia.
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INTRODUCTION: HDP includes hypertensive disorders peculiar to pregnancy which occurs for the
first time after 20wks of gestation and disappears following delivery.! It is the most common
medical disorder encountered during pregnancy, complicating 2-3% of pregnancies.? It is classified
in to Gestational hypertension, Preeclampsia, Eclampsia, Preeclampsia superimposed on chronic
hypertension and chronic hypertension recommended by national high blood pressure working
group (2000).3

In 2008 SOGC released revised guideline, simplified the classification in to two categories,
preexisting or gestational with an option to add preeclampsia to either category if additional
maternal or fetal symptoms, signs or test results support this. 4 Preeclampsia is the hypertension
with proteinuria after 20 weeks of gestation and sometime earlier when there are extensive changes
in the chorionic villi. HDP is responsible for largest proportion of Maternal and Perinatal mortality
rate. HDP is a special problem in south Asian country like India. The overall incidence being 5-15%,
more in primigravida 16% than in multigravida 7-10%5.
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The HDP is a disease of serious complications unless it is managed effectively. It has been
well known that, changes in platelet count is due to hemodilution, increased platelet consumption
and increased platelet aggregation driven by increased levels of ThromboxaneAZ2. ¢ The single most
important sensitive finding in haemostatic defect is low platelet count. All other parameters
including blood biochemistry increases except platelet count.

Thrombocytopenia is defined as platelet count less than 1. 5 lacs/cumm or count below 2.5
percentile for pregnant womansé. The criteria to diagnose gestational thrombocytopenia (GT) are
normal platelet count before pregnancy, occurrence in late gestation, no fetal or neonatal
thrombocytopenia and complete recovery with normal count following delivery. It is classified as
mild with platelet count of 100-150x109/L, moderate50-100x10°9/L and severe with less than
50x109/L.7

Thrombocytopenia is encountered in 7-8% of all pregnancies, can result from several
pregnancy related conditions.6 Thrombocytopenia occurring during pregnancy creates a diagnostic
as well as management problem. Asymptomatic thrombocytopenia is observed near term in about
5% of normal pregnancies and sometime severe, in about 15% of women with preeclampsia.8

Therefore the present study was undertaken to demonstrate the changes in platelet count in
normal pregnancy and hypertensive pregnancy and to compare the platelet count changes with
severity of the HDP and its complications.

MATERIALS AND METHODS: Prospective hospital based comparative study conducted over a
period of one and half years. Study population includes 100 pregnant women in third trimester. Out
of which 50 were normal pregnant women and 50 were HDP women. After admission history,
physical examinations done and directed for laboratory studies like platelet count using automated
blood cell counter. The inclusion criteria’s are blood pressure more than 140/90 mmHg irrespective
of age, parity, proteinuria and edema. The women with Twin pregnancies, Polyhydramnios, Placenta
previa, uterine anomalies, Gestational diabetes, chronic hypertension, Epilepsy and Blood disorders
are excluded. Blood pressure between 140/90 to 160/110 mmHg with proteinuria is considered
mild HDP and blood pressure more than 160/110 mmHg with (2+) proteinuria is considered severe
HDP. Blood pressure of more than 140/90 mmHg in second half of the pregnancy was grouped as
gestational hypertension.

The blood pressure is recorded with Sphygmomanometer in right upper arm with left lateral
position. The phase 1 and 4 Kortkoff's sound considered systolic and diastolic blood pressure
respectively. If blood pressure recorded found above 140/90mmbhg in two different occasions, taken
6 hrs apart was labeled hypertensive and evaluated. Heat coagulation test was done to detect urine
albumin and graded as 1+, 2+ and 3+ depending upon the amount of protein. Proteinuria more than
300mg for 24hrs was considered significant for the study. About 3ml venous blood is collected in
5ml syringe with 20 gauze needle and immediately transferred to EDTA bulb and submitted for
Platelet count using Automated blood cell counter.

OBSERVATIONS: Table 1 shows HDP is common between 21-25yrs (48%) of age group and Table 2.
shows incidence of gestational hypertension (58%) as a common occurrence. Table 3 shows no
significant changes in platelet count observed in either group. In hypertensive group 4% had
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moderate and 24% had mild thrombocytopenia, but in normal pregnancy just 14% had gestational
thrombocytopenia. In both groups count returned back to normal following delivery.

Table 4: shows comparison between platelet count in normal pregnancy and HDP. The mean
values observed in normal pregnancy is 2.07 lakhs/cumm with SD +/- 0.959 and C I +/-0. 2658. In
HDP mean value observed 1.76 lakh/cumm with SD+/- 0.677 and C1 +/- 0. 1878.

In HDP group with GH mean value was 1. 67 lakh/cumm with SD +/-0.331, Mild PE 1.
95lakh/ cumm with SD +/- 0.925 and in severe PE 1. 81 lakh/cumm with SD +/- 1.019. The observed
parameters showed that fall in platelet count in HDP is of insignificant value.

Table 5: Shows comparison between complications of HDP and mean platelet count.
Incidence of complications irrespective of severity of HDP is about 56%. Even with complications
there was no significant variation in platelet count.

DISCUSSION: The Hypertension is one of the complications of pregnancy, with incidence in present
study about 7.6%. Upadhyaya reported an incidence of HDP 10% in all over India and Lewis (1965)
reported 3 to 10%. In general incidence in developing and industrial world is nearly similar.

Changes in hematological and biochemical parameters during pregnancy plays an important
role in evaluation of the patient with hypertensive disease and further steps can be taken for
treating the patient. Most reports of serial platelet counts during normal pregnancy have noted no
changes in the platelet count as pregnancy progresses.  Some studies have demonstrated slight but
statistically insignificant fall in mean platelet count within normal range, which reflects development
of the gestational thrombocytopenia.10

Thrombocytopenia occurs in approximately 10% of pregnant women!!. The common cause
being gestational hypertension in about 58.2% accounts for almost 3/4 of all the cases?2.

Present study constitutes incidence of gestational thrombocytopenia about 14%. According
to various studies Thrombocytopenia in HDP accounts for 21%12 and in those with mild to severe
form of preeclampsia ranges from 15%-18%?3. The present study showed incidence of
thrombocytopenia in HDP about 28%.

The Thrombocytopenia in normal pregnancy is a diagnosis of exclusion, in which features
are of mild to moderate degree. It is asymptomatic without preconceptional history of
thrombocytopenia and return to normal within 2-12 wks. postpartum !4+ Gestational
thrombocytopenia doesn’t cause any harm to either mother or fetus. Thus it appears that mild to
moderately depressed platelet count poses no risk to perinatal outcome and no management is
necessary except periodic monitoring.15

The Thrombocytopenia in HDP is mild to moderate type, rarely platelet count fall below
severe level. A gradually falling platelet count can be noted before clinical manifestation of the HDP.
It is explained that it might be related to abnormal vascular tone with resultant acceleration in the
platelet destruction, platelet activation and coagulation defect. Severity of HDP and
Thrombocytopenia observed are closely correlated, which indicate that thrombocytopenia is
directly proportional to severity of HDP. As such study has not showed any significant correlation
between severity of the disease and studied parameters.

In the present study, Platelet count has shown variations in both normal pregnant and HDP
women. During pregnancy it is more pronounced one week before delivery!3. 20% of the HDP
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patients develop thrombocytopenia, where platelet count <1.5 lakh/cumm. This occurs in 7% mild
and 50% severe form of HDP women.

In the present study, mean platelet count was 2.07 lakh/cumm and 1.76 lakh/cumm in
normal pregnancy and HDP pregnancy respectively. It suggests that HDP studied in the present
study is of non-thrombocytopenic category. As the platelet count varies with severity of the disease,
we have tried to find out mean platelet count depending upon the severity of the disease. It was
about 1.66 lakhs/cumm, 1.95 lakhs/cumm and 1.81 lakh/cumm in gestational hypertension, mild
and severe preeclampsia respectively, with statistically insignificant p-value. The platelet count
showed improvement from second post partum day.

The study conducted by Mahapatra S et al showed mean platelet count in normal pregnancy
2.38 +/- 0.33lakhs/cumm and in HDP 2.23 +/- 0.19lakhs/cumm in Gestational hypertension, 1.82+/-
0.45 lakhs/cumm in preeclampsia, and 1.21+/-0.49 lakhs/cumm in eclampsia, suggestive of non
thrombocytopenic type of HDP. The disease gets worsened with severity of hypertension with
complications, showing inverse relationship between Platelet count and severity of HDP.16

Thrombocytopenia appears to be characteristic of HDP associated with the complications
and it doesn’t occur in essential hypertension. Perinatal outcome depends upon the severity of HDP
without alteration in Platelet count. In present study platelet count was within normal range even
with complications of HDP. So neither it has diagnostic value nor prognostic value.

The mean platelet count was 1.51 lakh/cumm in present study, which is towards lower limit
of the normal range. Fegurson et al (1956) showed in 10 patients mean platelet count 1.54
lakh/cumm in HDP group and in 12 patients with Abruptio placenta count was 1.2 lakh/cumm in his
study. Thorbun at el (1982) showed mean platelet count in mild form 1.82+/-18 1/cumm and in
severe form 1.73+/-18 with no gross variations in severity.

Thrombocytopenia in pregnancy is an incidental finding, it can occur in normal pregnancies
as gestational thrombocytopenia and pregnancies associated with complications like HDP, HELLP
syndrome. Hence it is proved that, extent of fall in platelet count occurs proportional to severity of
the disease, Mild to moderate fall in count is acceptable in normal pregnancy and HDP as well,
requiring no treatment.

Maternal mortality was zero and perinatal mortality was 4% due to associated complications
of the HDP. Generally, it ranges from 1-8%. Platelet count was within normal limit. The Platelet
count altered before delivery comes to normal following delivery. Hence platelet count is not
directly related to complications of the pregnancy.

CONCLUSION: The incidence of Gestational thrombocytopenia is 14% and doesn't have any effect on
pregnancy. Perinatal outcome is basically favourable. Thrombocytopenia in HDP is of mild to
moderate variety, about 28% and rarely drops below severe level. HDP are affecting outcome of
pregnancy in the form of complications without causing variation in the platelet count.
Complications occuring are attributable to HDP but not directly to thrombocytopenia.
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Age Mild | Severe Gestational Total | Percentage
(years) PE PE HTN
16 to 20 3 2 8 13 26
21to 25 4 6 14 24 48
26 to 30 4 2 6 12 24
31to 35 _ _ 1 1 2
Total 11 10 29 50 100

Table 1: Age wise distribution of cases.

PE-Pre eclampsia, HTN-Hypertension, HDP-Hypertensive disorders of pregnancy
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Type No. of cases | Percentage
Mild PE 11 22%
Severe PE 10 20%
Gestational HTN 29 58%

Total 50 100%

Table 2: Types of HDP

Groups Platelet count On admission | On discharge
(Lakhs/comm.) (%) (%)

1-1.5 7(14%) 3(6%)
Control 1.5-2 25(50%) 30(60%)
>2 18(36%) 17(34%)

< One lakh 2(4%) 1(2%)
1-1.5 12(24%) 11(22%)

Study

1. 5—2 24(48%) 23(46%)
12(24%) 15(30%)

JELIERE Changes in Platelet countin study and control groups

Platelet count | Normal pregnancy | Gestational HTN | Mild pe | Severe pe
Mean
2. 1. 1. 1.81
lakh/cumm 07 67 95 8
+/_SD 0.959 0.331 0.925 1.019
95%C 1 0.2658 0.1204 0.5236 0.5331

Table 4: Correlation between platelet count and severity of HDP

SD-Standard deviation, CI-Confidence interval.

Complication HDP | Normal pregnancy | Mean platelet count
Abruptio placenta 1 0 1.52
IUGR 9 4 2.03
IUD 2 0 2.04
PTL 10 0 2.01
F Distress 6 1 1.60

Table 5: Platelet changes in complications of HDP and Normal pregnancy

[UGR-Intra uterine growth restriction, IUD-Intra uterine death, PTL-Preterm labour
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