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Background: The aim of this study was to evaluate the outcome of pregnancies in Iranian 
women with immune thrombocytopenic purpura (ITP). 

Methods: In a historical cohort study, maternal and neonatal outcomes were studied in 30 
pregnant women with ITP at a hospital in Tehran, from January 1994 through November 2003. 

Results: Twenty-two cases were diagnosed as ITP before and 8 during pregnancy. 
Thrombocytopenia (platelet count <150 × 109/L) occurred in 22 pregnancies. Eleven (37%) had 
vaginal delivery and 19 (63%) underwent elective cesarean section. Eight women had severe post-
partum hemorrhage. All live-born neonates were delivered in good condition at term. Neonatal 
thrombocytopenia occurred in 20 (67%) neonates. No bleeding complications occurred in any of 
the neonates. 

Conclusion: The outcome of pregnancy in pregnant women with ITP is generally good. 
Cesarean section should only be performed for obstetric indications. Postpartum hemorrhage is 
common in these women. Postpartum hemorrhage is unrelated to the mode of delivery. Severe 
thrombocytopenia and bleeding in the offspring are uncommon.  
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Introduction 

 
mmune thrombocytopenic purpura (ITP) is 
the most common cause of significant 
maternal thrombocytopenia in the first 

trimester of pregnancy and accounts for 
approximately one case of thrombocytopenia per 
1000 pregnancies and 5% of all cases of 
pregnancy-associated thrombocytopenia.1, 2 

Although pregnancy is not discouraged in 
women with preexisting ITP, maternal and fetal 
complications can occur, and additional monitoring 
and therapy may be needed. There are many 
controversies in the management of these women. 
Cesarean section has been advocated to prevent 
fetal intracranial hemorrhage.1, 3, 4 However, its 

value is under question, as it was shown that this 
surgical intervention has little effect on the 
incidence of affected neonates.5, 6 

In addition, the maternal platelet count is a poor 
predictor for development of fetal thrombocyto-
penia and has no value in identifying the pregnan-
cies that may be at risk of fetal hemorrhage. 

Since there is no maternal clinical or laboratory 
characteristics predictive for neonatal thrombo-
cytopenia, the fetal platelet count could be 
determined either through fetal scalp sampling 
during labor or by percutaneous umbilical blood 
sampling (PUBS) prior to delivery. The latter 
method provides a more reliable estimate, but it is 
associated with a complication rate of 1%—
primarily bleeding and fetal bradycardia.7– 9 We 
conducted this study to determine the outcome of 
pregnancy in Iranian women with ITP. 

 
Patients and Methods  

 
Thirty pregnant women, known cases of ITP, 

who were admitted to the Department of Obstetrics 
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and Gynecology of Vali-e-Asr Hospital, Tehran, 
Iran between 1994 and 2003 along with their 
neonates (n = 30), were included in this study. 
Medical records of these patients were 
retrospectively studied for maternal and neonatal 
outcomes. Collected data were analyzed by the 
Student’s t-test, using the SPSS software. 

Thirty women fulfilled the diagnostic criteria 
for ITP, established by the American Society of 
Hematology. 

To exclude those with incidental thrombocyto-
penia or gestational thrombocytopenia of pregnan-
cy in whom the disease was first discovered during 
pregnancy, the patient was followed to verify the 
persistent thrombocytopenia after delivery. 

Patients with incidental thrombocytopenia of 
pregnancy, a condition frequency confused with 
ITP, were excluded. The clinical course, mode of 
delivery, treatment, maternal complications, and 
neonatal outcome studied. 

Neonatal records were reviewed for outcome, 
the platelet nadir (the lowest recorded neonatal 
platelet count) and complications. Neonatal platelet 
counts were performed serially for at least the first 
week of life. 

 
Results 

 
During the study period (9 years), ITP affected 

at least 30 of 21,452 pregnant women admitted to 
the hospital. The mean age of women was 28 
(range: 18 – 41) years; the mean parity was 1 
(range: 0 – 3). 

Out of 30 pregnant women with ITP, 22 had a 
previous diagnosis of ITP; in eight, the diagnosis 
was made during pregnancy. 

The mainstay of maternal therapy was 
corticosteroids and intravenous administration of 
immunoglobulin (IV Ig). Oral prednisone was used 
in 14 (47%) women; IV Ig was used for treatment 
of 8 (27%) women. In one case, splenectomy had 
been performed prior to the pregnancy. During 
pregnancy, five women had spontaneous bruising 
and epistaxis. One patient had antenatal severe 
bleeding from placental abruption. 

The maternal and fetal characteristics of these 
pregnancies were studied in relation to the lowest 
maternal platelet count at the time of delivery. 
Thrombocytopenia of varying degrees (platelet 
count<150 x 109/L) was observed at the time of 
delivery in 22 (73%) patients (Table 1). 

There were no premature deliveries (<37 weeks 
of gestation). Of 30 pregnant women, 11 (37%) 

had vaginal delivery; 19 (63%) underwent cesarean 
section of which 8 (42%) were undertaken just for 
hematologic reasons and 11 for obstetric reasons 
(Table 2). Five patients with cesarean and 3 with 
vaginal deliveries had postpartum hemorrhage, 
severe enough to require blood transfusion. All 
infants had a normal Apgar score at birth (Apgar 
score of 7 – 10 at 5 min was considered “normal”). 
Eight (27%) infants had severe thrombocytopenia 
(counts <50 × 109/L) at birth; two of these 
thrombocytopenic infants had been delivered 
vaginally and developed petechiae. None showed 
any clinical sign of intracranial hemorrhage. All 
had normal results on cranial ultrasound screening. 
The lowest platelet count (nadir) occurred at a 
median of four days after delivery.  During the first 
days of life, 10 (33%) of 30 infants had platelet 
counts of <100 × 109/L. Five infants had platelet 
counts of <50 × 109/L and one had <20 × 109/L 
(Table 3). Two infants required corticosteroid 
therapy and IV Ig. 

 
Discussion  

 
The diagnosis of ITP is difficult when it is 

encountered during pregnancy, since ITP cannot be 
distinguished with certainty from the incidental 
thrombocytopenia of pregnancy. Therefore, 
although history is important, when no prior 
platelet counts are available and other causes of 
thrombocytopenia have been excluded. ITP is, 
therefore, a diagnosis of exclusion. The differential 
diagnosis comprises all other causes of 
thrombocytopenia, including drug reactions, 
sepsis, DIC, (AIDS), myeloprolifrative 
disorder.8,4,10 

Only measurement of blood pressure, 
evaluation of liver function, and HIV antibody 
screening in patients with risk factors for HIV are 

Table 1. Platelet count of women with ITP at the 
time of delivery. 
Platelet count ×109/L n (%) 
≥150 8 (27) 
100 – 150 8 (27) 
50 – 99  9 (30) 
20 – 49  4 (13) 
<20 1 (3) 
Total 30 

Table 2. Mode of delivery in 30 women. 
Mode of delivery  n (%) 
Vaginal  11 (37%) 
Elective cesarean section 8 (42%) 
Cesarean due to obstetric reasons 11 (21%) 
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considered necessary in the recommendations 
given by the American Society of Hematology. 
Management of a pregnant patient with ITP is 
similar to that of nonpregnant individuals. Due to 
their efficacy and low cost, many consider 
corticosteroids as the first line of therapy.3, 8, 2, 11 
Treatment with 1 – 2 mg/kg of prednisone will 
raise the platelet count in two-thirds of the patients. 
Nonetheless, relapse is exceedingly common. 
Moreover, in addition to their usual side effects 
such as osteoporosis and weight gain, cortico-
steroids increase the incidence of pregnancy-
induced hypertension and exacerbation of gesta-
tional diabetes. An alternate to corticosteroids is IV 
Ig; due to its lower toxicity profile, some experts 
consider it as the first-line therapy for pregnancy-
associated ITP.2, 12 

High doses (400 mg/kg) of immunoglobulin, 
given intravenously over five days, result in 
satisfactory platelet count elevation in two-thirds 
of patients. 

In this study, 14 of 28 patients needed treatment 
with corticosteroids, because of severe thrombo-
cytopenia and bleeding. No complication of 
steroids occurred in any of pregnant women. An 
area of particular concern in the management of 
pregnant patients with ITP is the fetal platelet 
count and its implications for the mode of delivery. 
Due to the transplacental passage of maternal IgG, 
particularly during the third trimester, the offspring 
of patients with ITP may also develop thrombo-
cytopenia. Neonatal platelet counts of <50 × 109/L 
at delivery occur in 10 – 25% of the offspring of 
patients with ITP, while counts of <20 × 109/L 
occur in 5% of these patients.7, 13, 14 Pregnancy 
outcome in this study was generally good. In this 
study, 23% of offspring of patients with ITP were 
severely thrombocytopenic. Moreover, there is no 
reason to believe that maternal treatment can 
diminish the incidence of fetal thrombocytopenia.14 
Bleeding complications may occur in 
thrombocytopenic neonates at the time of delivery, 
though intracranial hemorrhage is rare.14, 2 In this 
study, there was no severe bleeding complications 

in the thrombocytopenic neonates. These results 
are similar to the most recent studies reporting low 
fetal morbidity and mortality associated with 
maternal ITP. A review of the literature over 20 
years included 474 women with ITP.15 

Approximately, 15% of infants were found to have 
severe thrombocytopenia. The incidence of intra-
cranial hemorrhage among infants with severe 
thrombocytopenia was 4% after cesarean delivery, 
as compared with 5% after vaginal delivery. This 
is statistically significant. 

Burrows and Kelton in 1993,4 reported on their 
large series of maternal platelet counts collected 
from all the women admitted over a 6-year period 
to the Labor and Delivery Wards at McMaster 
University (n = 15,607), as well as cord blood 
platelet counts at the time of delivery (15,932 
samples). Of 46 women with ITP, four infants 
were born with severe thrombocytopenia. Three of 
these four infants were delivered vaginally and one 
by cesarean section. No infant experienced intra-
cranial hemorrhage.3, 11 A literature review of 18 
studies on maternal ITP involved 601 neonates.16 
Severe thrombocytopenia occurred in 72 (12.0%) 
of 601 neonates. Intracranial hemorrhage occurred 
in 6 (1.0%) out of 601 neonates and was unrelated 
to the mode of delivery. The rate of PUBS was 
4.6%.  

Since there is no maternal clinical or laboratory 
characteristics predictive for neonatal thrombo-
cytopenia, the fetal platelet count could be 
determined either through fetal scalp sampling 
during labor or by PUBS prior to delivery. Of 
these, the latter method provides a more reliable 
estimate, although it is associated with a 
complication rate, primarily being bleeding and 
fetal bradycardia (0 – 1%).14 Since this method 
would approach or exceed the incidence of severe 
thrombocytopenia complications in the offspring 
of patients with ITP, two different approaches for 
the management of these patients have been 
proposed. One approach, supported by 
approximately 60% of perinatologists in the United 
States, advocates a trial of labor for patients with 
ITP without prior determination of the fetal platelet 
count. This approach is based on the belief that 
severe thrombocytopenia and bleeding in the 
offspring of these individuals are uncommon and 
that there is no evidence that the incidence of fetal 
intracranial hemorrhage is reduced by cesarean 
section. The second approach involves invasive 
determination of the fetal platelet count, generally 
by PUBS, followed by cesarean section if the 

Table 3. Infants’ platelet count at birth and 
during the first days of life (n = 30). 
Platelet count ×109/L At birth 

n (%) 
After several days 

n (%) 
≥150 10 (33%) 17 (57%) 
100 – 150  5 (17%) 3 (10%) 
50 – 99  8 (27%) 5 (17%) 
20 – 49 7 (23%) 4 (13%) 
<20 0 1 (3%) 
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platelet count is <50 × 109/L. None of the women 
in our series were subjected to PUBS. 

In our study, 19 of 30 deliveries were cesarean 
sections. Eight (42%) of them were performed for 
hematologic reasons. With the exception of three 
women who themselves requested cesarean section 
for ITP, the remaining women had hematologic 
reasons for the operation. The percentage of 
cesarean deliveries was far higher than that of 
other studies. Postpartum hemorrhage is a 
theoretical complication in patients with ITP. 
However, eight of the women in our study suffered 
from this complication. 

However, the neonatal platelet nadir occurred 
several days after delivery and only five infants 
had a platelet count of <50 × 109/L.  

Regardless of the mode of delivery, cord 
platelet counts should be obtained from all the 
neonates born to mothers with ITP at the time of 
delivery. Moreover, since the platelet count may 
decline within the first 4 – 5 days after delivery, 
daily monitoring and institution of appropriate 
therapy for severe thrombocytopenia, should it 
develop over this interval, is indicated.7, 2 In this 
study, during the first days of life, 10 (33%) of 30 
infants had platelet counts of <100 × 109/L. Five 
infants had platelet counts of <50 × 109/L and one 
had <20 × 109/L (Table 3). Two infants required 
corticosteroid therapy and IV Ig. The outcome of 
pregnancy in those women with ITP was generally 
good. Cesarean section should be performed only 
for obstetric indications. Postpartum hemorrhage is 
common in these women but is unrelated to the 
mode of delivery. Thrombocytopenia and bleeding 
are not common among offsprings. 
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