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Abstract: The aim of this study is to investigate the prevalence and the commonest degree of thrombocytopenia among 

pregnant women in Tripoli region, Libya. This is cross section study included pregnant women who were admitted to 

obstetrical ward department of obstetrics and gynecology in Al-gala Hospital, Tripoli, Libya. This study was carried out over a 

period of 5 month from February 2009 to June 2009 on 3520 pregnant women. 5 ml of venous blood specimens were take from 

each pregnant woman in K3 EDTA (tubes for the haematological examinations. The analysis of haematological indices was 

done using automated hematological analyzer. The results showed that 17% of pregnant women were thrombocytopenic. 

Thrombocytopenia increased with increase of age pregnant women. 81% of patients had mild thrombocytopenia and 19% of 

patients had moderate thrombocytopenia were found in this study when compared with control group. The incidence of mild 

thrombocytopenia was 42.5% in age group (30 -39) Followed by 37.8% in age group (20-29). The prevalence of 

thrombocytopenia increased with increase of the gestational age to reach maximum at the third trimester of gestation. 

Association of onset of thrombocytopenia disorder with age distribution of patients in age group 20-29 years old were 2.7% 

during first trimester, 17.8% during second trimester and 79.5% during third trimester. In age group 30 – 39 years old were 

3.2% during first trimester, 10.8% during second trimester and 86% during third trimester. In age group 40-49 years old were 

46.7% during second trimester and 53.3 during third trimester. 37% of thrombocytopenic pregnant women were anaemic. 

Association of onset of anaemia disorder with age distribution of patients in age group 20-29 years old were 26.9% during 

second trimester and 73.1% during third trimester. In age group 30 – 39 years old were 14.3% during second trimester and 

85.7% during third trimester. Data shows that 26% of patients had mild anaemia and 8.8% of patients had moderate anaemia 

and 1.8% severe anaemia cases were found in this study when compared with 62.9% non anaemic. It can be concluded that 

thrombocytopenia disorders in pregnancy are very common in Tripoli region. Careful surveillance is required for these 

pregnancies in high-risk units for early detection and treatment of possible complications, in order to try to reduce maternal 

and neonatal morbidities. Further prospective studies among these high-risk populations with moderate to severe 

thrombocytopenia should investigate the efficacy of possible surveillance programs. 
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1. Introduction 

Pregnancy is a state characterized by many physiological 

hematological changes, which may appear to be pathological 

in the non-pregnant state [1]. The hematologic system 

undergoes a series of adaptive changes in preparation for 

fetal hematopoiesis and wellbeing while also serving as a 

cushion against expected blood loss at delivery [2]. The 

platelets count is slightly lower in pregnant than in non 

pregnant women [3]. Most studies report an approximate 

10% lower platelets level at term compared with at pre-

pregnancy [4, 5]. Anemia is the most common hematological 

problem in pregnancy, followed by thrombocytopenia [6]. 

Thrombocytopenia is defined as a platelet count below 150 

x 10
9
/l [7], caused by accelerated platelet destruction or 

decreased production. It is a common finding during 

pregnancy [8] and occurs in approximately 7% of pregnant 

women [9, 10]. It is classified as mild with a platelet count of 

100–150 x 10 
9
/l, moderate at 50–100 x10

9
 /l, and severe 

with less than 50x10
9
/l [11, 12]. The most common causes of 

thrombocytopenia in pregnancy are gestational or incidental 
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thrombocytopenia and thrombocytopenia associated with 

hypertensive disorders [13, 14]. Gestational 

thrombocytopenia is defined by a platelet count of no less 

than 70 x10
9
/l, especially during the third trimester [15], and 

the count returns to normal within 12 weeks of delivery [16]. 

Pathogenic mechanisms of thrombocytopenia include 

insufficient production, abnormal distribution, or excessive 

destruction of platelets. Excessive destruction can be caused 

by microangiopathy, hereditary platelet abnormalities, or 

immunologic mechanisms [17].  

Few epidemiological studies on the prevalence of 

thrombocytopenia in pregnant women were done in a 

different part of Libya. Therefore, the aim of this study is to 

investigate the prevalence of thrombocytopenia at different 

trimesters of pregnancy in pregnant women who admitted to 

obstetrical ward department of obstetric and gynecology in 

Al-gala hospital, Tripoli, Libya. 

2. Subjects and Methods 

This is cross section study was included of pregnant 

women who were admitted to obstetrical ward department of 

obstetric and gynecology in Al-gala Hospital, Tripoli, Libya. 

This study was carried out over a period of 5 month from 

February 2009 to June 2009 on 3520 pregnant women. The 

study pregnant women were between the ages of 20 to 49 

years. The patients were classified into 3 groups according to 

their age and gestational period. They were provided selected 

information about a current pregnancy and past medical 

history of thrombocytopenia, recurrent abortion, existence or 

non-existence of prenatal follow-ups, number of pregnancies, 

and number of deliveries. Pregnant women ages were 

recorded. Each woman underwent a thorough medical 

interview, clinical examination and complete blood count to 

diagnose thrombocytopenia (platelets < 150x10
9
/L). A 

battery of tests were followed: HCV, HBV, and HIV 

screening, thick and thin blood films to identify blood 

parasites. 

2.1. Blood Sampling 

5ml Venous blood specimens were collected in K3 EDTA 

(ethylenediaminetetra-acetic acid) tubes (MEUS srt Piove Di 

SACCO. Italy) from each pregnant woman for the 

haematological examinations. 

2.2. Determination of Haematological Parameters 

Blood platelets count (PT) was determined using an 

automated haematology analyzer sysmex (K- 4500) machine 

in Al-gala hospital of gynecology and obstetrics laboratory. 

2.3. Statistical Analysis 

Results were expressed as mean ± SD, Data were analyzed 

by one way ANOVA (SPSS for windows, USA). The 

difference between means ± SD were tested at P < 0.05 using 

Duncan's multiple range test. In all statistical tests, the 

probability level of P < 0.05 was considered significant. 

3. Results 

3.1. The Incidence of Thrombocytopenia 

614 thrombocytopenic pregnant women (17%) were 

observed in 3,520 pregnant women admitted to Alglaa 

hospital of gynecology and obstetrics at the time of study 

(Table 1).  

3.2. The Relation Between Age and Incidence of 

Thrombocytopenia 

Thrombocytopenia increased with increase of age where it 

raised from 43% (264 patients) in age groups 20-29 years old 

to reach maximum 54.6% (335 patients) in age group 30-39 

year and then declined in age group 40-49 years to 2.6% 

(Table 1).  

3.3. Degree of Thrombocytopenia 

81% (497 Patients) of patients had mild thrombocytopenia 

and 19% (117 patients) of patients had moderate 

thrombocytopenia and no severe thrombocytopenia cases 

were found in this study when compared with control group 

(Table 1). 

3.4. The Relation Between the Degree of Thrombocytopenia 

and Age 

The incidence of mild thrombocytopenia was higher 

42.5% in age group (30-39) Followed by 37.8% in age group 

(20-29). However concerning moderate thrombocytopenia it 

followed the same trend as mild one being 12.1% in age 

group (30-39) and 5.2% in age group (20-29) (Table 1).  

3.5. Stages of Pregnancy Associated Thrombocytopenia 

The prevalence of thrombocytopenia increased with 

increase of the gestational age to reach maximum at the third 

trimester of gestation. Onset of thrombocytopenia were 2.9% 

(18 patients) during first trimester, 14.7% (90 patients) in 

second trimester and 82.4% (506 patients) in third trimester 

(Table 2). 

Table 1. The degree of thrombocytopenia among different groups. 

Age group (years) 

Type of Thrombocytopenia 

20 -29 30 - 39 40 - 49 Number of 

patients (%) Number of patients (%) Number of patients (%) Number of patients (%) 

Mild 232 (37.8) 261 (42.5) 4 (0.7) 497 (81) 

Moderate 32 (5.2) 74 (12.1) 11 (1.7) 117 (19) 

Total of patients (%) 264 (43) 335 (54.6) 15 (2.4) 614 (100) 
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3.6. Relation Between Degree of Thrombocytopenia and 

Stages of Pregnancy 

The prevalence of thrombocytopenia were 2.9% (18 

patients) during first trimester with mild thrombocytopenia. 

9.5% (58 patients) in second trimester with mild 

thrombocytopenia and 5.2% (32 patients) with moderate 

thrombocytopenia. 68.6% (421 patients) in third trimester 

with mild thrombocytopenia and 13.8% (85 patients) with 

moderate thrombocytopenia (Table 2). 

Table 2. The relation between degree of thrombocytopenia and stages of pregnancy. 

Categories of Thrombocytopenia 

Gestational trimesters 

Mild  Moderate  Number of 

patients (%) Number of patients (%) Number of patients (%) 

First trimester 18 (2.9) 0 18 (2.9) 

Second trimester 58 (9.5) 32 (5.2) 90 (14.7) 

Third trimester 421 (68.6) 85 (13.8) 506 (82.4) 

Total of patients (%) 497 (81) 117 (19) 614 (100) 

 

3.7. The Relation Between Age and Stages of 

Thrombocytopenia 

Association of onset of thrombocytopenia disorder with 

age distribution of patients in age group 20-29 years old were 

2.7% (7 patients) during first trimester, 17.8% (47 patients) 

during second trimester and 79.5% (210 patients) during 

third trimester. In age group 30 – 39 years old were 3.2% (11 

patients) during first trimester, 10.8% (36 patients) during 

second trimester and 86% (288 patients) during third 

trimester. In age group 40-49 years old were 46.7% (7 

patients) during second trimester and 53.3% (8 patients) 

during third trimester (Table 3). 

Table 3. The relation between age and stages of thrombocytopenia. 

Age group (years) 

Gestational trimesters 

20 - 29 30 - 39  40 - 49 Number of 

patients (%) Number of patients (%) Number of patients (%) Number of patients (%) 

First trimester 7 (2.7) 11 (3.2) 0 18 (2.9) 

Second trimester 47 (17.8) 36 (10.8) 7 (46.7) 90 (14.7) 

Third trimester 210 (79.5) 288 (86) 8 (53.3) 506 (82.4) 

Total of patients (%) 264 (43) 335 (54.6) 15 (2.4) 614 (100) 

 

3.8. The Incidence of Anaemia in Thrombocytopenic Patients 

This result indicates that 37% (228 patients) anaemic pregnant women were observed in 614 thrombocytopenic pregnant 

women admitted to Alglaa Hospital of gynecology and obstetrics at the time of study (Figure 1). 

 

Figure 1. Show the incidence of anaemia in thrombocytopenic patients. 

3.9. The Relation Between Age and Stages of Anaemia 

Association of onset of anaemia disorder with age distribution of patients in age group 20-29 years old were 26.9% (29 

patients) during second trimester and 73.1% (80 patients) during third trimester. In age group 30 – 39 years old were 14.3% (17 

patients) during second trimester and 85.7% (102 patients) during third trimester (Table 4). 

Table 4. The relation between age and stages of anaemia. 

Age group (years) 

Gestational trimesters 

20 - 29 30 - 39  
Number of patients (%) 

Number of patients (%) Number of patients (%) 

Second trimester 29 (26.9) 17 (14.3) 46 (20.2) 

Third trimester 80 (73.1) 102 (85.7) 182 (79.8) 

Total of patients (%) 109 (47.8) 119 (52.2) 228 (100) 

37%

63%

Anaemic patients

Non anaemic

patients
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3.10. Degree of Anaemia in Thrombocytopenic Patients 

Table 5. The degrees of anaemia in thrombopenic patients. 

Degree of anaemia Number of patients (%) 

Mild 163 (26.5) 

Moderate 54 (8.8) 

Severe 11 (1.8) 

Data shows that 26% (163 Patients) of patients had mild 

anaemia and 8.8% (54 patients) of patients had moderate 

anaemia and 1.8% (11 patients) severe anaemia cases were 

found in this study when compared with 62.9% (386 patients) 

non anaemic (Table 5). 

3.11. Relation Between Degree of Anaemia and Stages of 

Pregnancy in Thrombocytopenic Patients 

The prevalence of anaemia were 12.5% (20 patients) 

during second trimester with mild anaemia, 38.5% (21 

patients) with moderate anaemia and 100% (11 patients) with 

severe anaemia. 87.5% (143 patients) in third trimester with 

mild anaemia and 61.5% (33 patients) with moderate 

anaemia (Table 6).  

Table 6. The relation between degree of anaemia and stages of pregnancy in thrombocytopenic patients. 

Categories of Thrombocytopenia 

Gestational trimesters 

Mild  Moderate Sever Number of 

patients (%) Number of patients (%) Number of patients (%) Number of patients (%) 

Second trimester 20 (12.5) 21 (38.5) 11 (100) 52 (22.8) 

Third trimester 143 (87.5) 33 (61.5) 0 176 (77.2) 

Total of patients (%) 163 (71.5) 54 (23.7) 11 (4.8) 228 (100) 

 

4. Discussion 

Thrombocytopenia disorder is an abnormally low platelet 

count. The most common causes of thrombocytopenia were 

gestational thrombocytopenia [18-20], followed by 

thrombocytopenia associated with hypertensive disorders, 

ITP, and other diseases like aplastic anemia or acute 

leukemia. Because of the presence of maternal anti-platelet 

antibodies that can cross the placental barrier and enter the 

fetal circulation, recognition of ITP cases during pregnancy 

is important [21]. 

Pathogenic mechanisms include insufficient production, 

abnormal distribution, or excessive destruction of platelets 

[22, 23]. Excessive destruction can be caused by micro-

angiopathy, hereditary platelet abnormalities, or 

immunologic mechanisms [17]. The decrease in platelet 

counts may be related to pregnancy-specific syndromes - 

such as preeclampsia, HELLP syndrome or acute fatty liver 

or to non-specific syndromes, like thrombotic 

microangiopathies, systemic lupus erythematosus, viral 

infections, primary and secondary bone marrow dysfunctions 

[19]. 

There are many researches study the incidence [7, 11, 24] 

and cause of thrombocytopenia during pregnancy [25]. In the 

present study, the prevalence of thrombocytopenia disorder 

among pregnant women were 17% of pregnant women. This 

in accordance with Olayemi and Akuffo, [26] who reported 

that the prevalence of thrombocytopenia in pregnant 

Ghanaian women was 15.3% compared with control. Verdy 

and Uzan, [27] found that 15% of pregnant women was 

thrombocytopenic in pregnant women. Also, Boehlen et al. 

[7] reported that the incidence of thrombocytopenia in 

pregnant women were 11.6% when they were studied the 

incidence of thrombocytopenia in pregnant women among 

6770 pregnant women. On the other hand, Mbanya et al. [24] 

found that the prevalence of thrombocytopenia was 8.9% in 

pregnant Cameroon women. In Erbil City, Iraq, Shamoon et 

al., [28] reported that the prevalence of thrombocytopenia 

was 8% in pregnant women, with peak incidence during the 

third trimester. Also, The overall incidence of 

thrombocytopenia in pregnancy was 8%, but when patients 

with obstetric or medical conditions were excluded, the 

incidence dropped to 5.1% [29, 30]. 

The study thrombocytopenic pregnant women were 

between the ages of 20 to 49 years. Thrombocytopenia were 

increased with increase of age where it raised from 42.8% in 

age groups 20-29 years old and reach maximum 54.6% in 

age group 30-39 year and then declined in age group 40-49 

years to 2.6%. In similar studies, Mbanya et al., [24] 

recorded that thrombocytopenic pregnant women were aged 

from 15 to 40 years (mean: 25.35 ± 5.48), and Al-Kouatly et 

al., [25] found that the mean maternal age of 

thrombocytopenic pregnant women was 34.3 ± 5.4 years. 

Also, Parnas et al., [18] reported that pregnant women with 

thrombocytopenia were significantly older (30.7 ± 5.9 versus 

28.7 ± 5.7; p = 0.001) compared with pregnant women 

without thrombocytopenia. Lee [31] investigated the 

pregnancies of women with ITP and concluded that ITP 

tends to occur in younger women. Likewise, Webert et al., 

[11] found that the median age of women with ITP at the 

time of delivery was 29 years.  

In present study, The majority of cases are mild 

thrombocytopenia during pregnancy. 81% of women with 

platelet counts 129.4x10
9
/l had incidental thrombocytopenia, 

compared with only 19% of women with platelet counts 

88.4x10
9
/l. In Similar studies, Olayemi and Akuffo, [26] 

found that most cases of thrombocytopenia were mild (76%), 

only 4% of the women with thrombocytopenia had severe 

thrombocytopenia. Memon, and Afsar, [32] recorded that 

70% of thrombocytopenic patients had mild 

thrombocytopenia, and Mbanya et al., [24] found that 67% of 

women had mild, 30% moderate and 3% severe 

thrombocytopenia in Cameroon thrombocytopenic 

pregnant women which some physiological and benign 

occurs frequently in the third trimester. This mild 
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thrombocytopenia then called the "gestational" is ill 

elucidated: it is due to a dilution consistent with volume 

expansion plasma, increase of the platelets size, with signs of 

activation, and perhaps there is a consumption excessive and 

regeneration. Overall, about 75% of cases of PLT changes are 

due to gestational thrombocytopenia, 15%–20% secondary to 

hypertensive disorders, 3%–4% due to an immune process, 

and the remaining 1%–2% comprises rare constitutional 

thrombocytopenias, infections, and malignancies [33]. 

Gestational thrombocytopenia does not have complications 

related to thrombocytopenia and babies do not have severe 

thrombocytopenia [34]. Mbanya et al., [24] found that the 

major factors associated with thrombocytopenia were 

anaemia (29.8%), history of inter menstrual bleeding 

(25.7%), history of preeclampsia (23.3%), current 

hypertensive disorders (23.2%), malaria (22.3%), HIV 

infection (21.0%) and the absence of antimalaria prophylaxis 

(16.2%). Thrombocytopenia was not significantly associated 

with third-trimester bleeding or with a history of postpartum 

haemorrhage. Shamoon et al., [28] reported that gestational 

thrombocytopenia was found to be the principal cause 

(73.8%); hypertensive disorders caused thrombocytopenia in 

23% of cases and two cases (4%) were due to immune 

thrombocytopenic purpura. 

Association of onset of thrombocytopenia disorder with 

age distribution of patients in age group 20-29 years old were 

1.1% during first trimester, 7.5% during second trimester and 

34% during third trimester. In age group 30-39 years old 

were 1.8% during first trimester, 5.9% during second 

trimester and 47.1% during third trimester. In age group 40-

49 years old were 1.3% during second trimester and 1.3% 

during third trimester. This results are in a gree with that 

reported by McCrae, et al., [35]. 

The prevalence of moderate thrombocytopenia was 

increased with increase of the gestational age to reach 

maximum (13.8%) at the third trimester of gestation in the 

current study. As in a previous report, moderate 

thrombocytopenia occurs generally in the third trimester of 

pregnancy, mainly due to hemodilution, but with little if any 

relationship with the initial platelet count [19]. 

The results indicated that 37% anaemic pregnant women 

were observed in thrombocytopenic pregnant women. this 

result run in agree with the result of Mbanya et al., [24] who 

reported that the major factor associated with 

thrombocytopenia was anaemia (29.8%) among pregnant 

women in Cameroon. 

5. Conclusion 

It can be concluded that thrombocytopenia disorders in 

pregnancy are very common in Tripoli region. Careful 

surveillance is required for these pregnancies in high-risk 

units for early detection and treatment of possible 

complications, in order to try to reduce maternal and neonatal 

morbidities. Further prospective studies among these high-

risk populations with moderate to severe thrombocytopenia 

should investigate the efficacy of possible surveillance 

programs. 
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