
Anesthetic Management in A Thrombocytopenic 
Patient with Multiple Pregnancy

Introduction

Thrombocytopenia is the most commonly encountered 
hematologic complication following anemia during gestation, 
and is observed in 6-10% of pregnants [1]. A platelet count 
between 100.000-150.000/mm3 is defined as mild, between 
50.000-100.000/mm3 as moderate, and <50.000mm3 as severe 
thrombocytopenia. Thrombocytopenia is gestational by 75% 
and may resulted from gestational diseases such as dilutional, 
preeclampsia, eclampsia, and HELLP. Thrombocytopenia may 
also be due to viral infections, autoimmune diseases, thrombotic 
microangiopathies, disseminated intravascular coagulation (DIC), 
bone marrow diseases, medications, hypersplenism, and may 
also be hereditary. Dilutional thrombocytopenia occurs in the last 
trimester of pregnancy, and returns to normal with in postnatal 
three months [1].

Cases of preeclampsia and HELLP syndrome account for 
nearly 2% of thrombocytopenias observed during gestation [1]. 
Preeclampsia is a clinical picture which arises after 20th week of 
the gestation, clinically present with the triad of hypertension, 
proteinuria, and edema, and affects various organs and systems. 
Eclampsia picture manifests with addition of convulsions to 
preeclampsia. Coagulation system is impaired in preeclamptic 
patients, and platelet count is decreased because of the disruptions 
in prostaglandin balance or hemorrhage time may be prolonged 
due to platelet dysfunction despite normal platelet count in 10-
15% of patients. HELLP (Hemolysis, Elevated Liver enzymes, Low 
Platelet count syndrome) is characterized by increased platelet 
aggregation, thrombocytopenia, microangiopathic hemolytic 
anemia, and increased liver enzymes [2,3].

Case Report

A 29-year-old patient (73kg) in 34th gestational week of 
dichorionic diamniotic twin pregnancy, who had no comorbidity 
except gestational diabetes mellitus and was regularly followed-
up, was evaluated in the outpatient clinic for preoperative cesarean 
section preparation. Hemogram of the patient showed HGB:14.1g/
dL, HCT:41.7% Bk:8.100/uL, and PLT:110.000/mm3. Biochemical 
values included AST:26U/L, ALT:18U/L , LDH:197, coagulation 
values INR: 0.9 and the other parameters were normal. Considering 
the patient had dilutional thrombocytopenia, she was offered re-
evaluation of the investigations on the day of cesarean planning, 
and after the consent she was taken to the emergency operation 
after two days due to cervical dilatation, cervical shortening, and 
fetal stress. Investigations on the day of the operation showed 
HGB:12.3, HCT:36.3 PLT:57000mm3, AST:113 U/L, ALT:90U/L, 
LDH:433, and albumin:2.86, and coagulation parameters were 
between the normal values. Urine analysis revealed microalbumin: 
40.6mg/day, and protein 370.62mg/day. The patient which was 
urgently decided to undergo cesarean section was taken to the 
operation under general anesthesia. Inıtial arterial blood pressure 
was 128/75mmHg, and no hypertension was observed during the 
operation. The living twins were delivered. The operation lasted 45 
minutes, the amount of hemorrhage was recorded as 580mL, and 
no additional complication was seen. The patient was extubated 
and taken to the intensive care postoperation. During postoperative 
follow-up of the patient in the intensive care unit, blood pressure, 
respiratory rate and heart rate were stable. Postoperative 
supportive treatment was planned. Because postoperative 1st day 
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Abstract

Thrombocytopenia is seen by 6-10% during pregnancy, with vast majority being mild dilutional thrombocytopenia occurring due to gestational 
physiology, and 2% of thrombocytopenia are seen in preeclampsia and HELLP syndrome. Herein, we aimed to emphasized that early diagnosis is 
important and anesthetic approach is guiding in prevention of the possible complications in the mother and infant, in a case with normal follow-up in 
which we observed that isolated mild thrombocytopenia was the early and unique symptom of HELLP syndrome in multiple pregnancy. 
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controls showed improvement as HGB:8.1g/dL, HCT:22.9% and 
Bk:17.100/L, and vital signs were stable, 2nd day investigations 
were carried out and the patient was transferred to the gynecology 
service from the intensive care unit. Patients with 6th day values of 
HGB:10.4g/dL, HCT:29.9% Bk:9.48/uL, and PLT:323000/mm3 and 
biochemical parameters of AST:47U/L ALT:111U/L, and LDH:270 
was discharged to home.

Discussion

Thrombocytopenia is observed by 6-10% during pregnancy, 
and the case of preeclampsia and HELLP syndrome account for 
2% of thrombocytopenia [1]. Many risk factors are involved in 
preeclampsia and HELLP syndrome that may develop in pregnancy, 
and multiple pregnancy is among these factors [4].

The use of regional and general anesthesia methods in cesarean 
cases in preeclampsia and HELLP syndrome is controversial, and it 
is thought that blood pressure control and infant APGAR scores are 
better after regional anesthesia (spinal/epidural) [5,6]. Sudden and 
excessive decrease in blood pressure in patients to undergo general 
and regional anesthesia should not be allowed, negatively affected 
hepatic and uterine blood flow with hypotension should be taken 
into account, preparation should be done for difficult intubation 
due to edema in the airway if general anesthesia will be performed, 
and it should be kept in mind that sudden rising may be seen in 
blood pressure in response to laryngoscopy and intubation [7,8].

One of the most important criteria in decision for spinal or 
epidural anesthesia is platelet count, and there is a risk for subdural 
hematoma in case of a platelet count under 100.000/99.000mm3 
[9]. Early diagnosis and effective treatment are important in 
HELLP syndrome, and the definitive treatment is delivery [10]. The 
method of choice for delivery should be cesarean. After the removal 
of placenta, symptoms tend to regress, and patients are seen to 
generally recover after 48 hours [10]. Goal of the treatment is 
prevention of the complications that may develop in the mother such 
as intracerebral hemorrhage, acute tubular and cortical necrosis, 
retina detachment, subcapsular hematoma and rupture in the liver, 
pulmonary edema, cardiac failure, disseminated intravascular 
coagulopathy, sepsis, and stroke [10]. HELLP syndrome also brings 
risk for the fetus and the week of delivery is crucial. In the case 
of the delivery in early gestational weeks, neonatal intensive care 
conditions are quite important in terms of fetal morbidity and 
mortality. Preterm delivery rate is about 70%, and 15% of this 
rate belongs to gestations under 28 weeks. In conclusion, these 
newborns have high rate of acute neonatal complications [11,12].

In our case, we encounter with mild thrombocytopenia as 
the unique finding in the pregnant with regular controls and 
investigations, and considered dilutional thrombocytopenia. 
Given the rapid impairment in clinical and laboratory values of 
our patient within 2 days, we aimed to underline importance of 
early diagnosis and to emphasize that the controls should be done 
more frequently if there is thrombocytopenia in the last trimester 
in multiple pregnancies in order to avoid complications of HELLP 
syndrome and accordingly to determine anesthetic method.
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