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This Clinical Business Rule (CBR) is developed to guide safe clinical practice at the Royal 

Hospital for Women (RHW). Individual patient circumstances may mean that practice 

diverges from this Clinical Business Rule. Using this document outside RHW or its 

reproduction in whole or part, is subject to acknowledgement that it is the property of RHW 

and is valid and applicable for use at the time of publication. RHW is not responsible for 

consequences that may develop from the use of this document outside RHW. 

Within this document we will use the term woman, this is not to exclude those who give birth 

and do not identify as female. It is crucial to use the preferred language and terminology as 

described and guided by each individual person when providing care. 

 

1 BACKGROUND 
The aim of this CBR is to ensure the appropriate assessment and management of a woman 
diagnosed with thrombocytopenia (Platelets < 150 x 109/L) in pregnancy. 

 

2 RESPONSIBILITIES 
2.1 Medical staff:  

Assess, and manage maternal and fetal condition  

2.2 Midwifery and Nursing staff:    
Assess, monitor, provide care and escalate any changes in maternal or fetal condition 

 

3 PROCEDURE 
3.1 Antenatal Setting  

 Perform and review full blood count (FBC) at booking visit and at 26-28 weeks 
gestation  

 Diagnose thrombocytopenia if platelet count <150 x 109/L at any gestation 

 Review medical history, noting bleeding disorders, co-morbidities, previous platelet 
count(s) prior to, and in any (previous) pregnancies and risk of bleeding  

 Investigate thrombocytopenia:  
o Maternal observations - blood pressure, pulse, temperature, respiratory rate, 

and oxygen saturation 
o Blood test – Full Blood Count (FBC), blood film (fragmentation, platelet size, 

confirmation of analyser result), electrolytes, urea, creatinine (EUC), liver 
function test (LFTs), and uric acid  

o Urine sample - urinalysis, +/- urine protein/creatinine ratio to test for pre-
eclampsia or related syndrome  

 Assess additional risk factors for bleeding e.g. placenta praevia, low haemoglobin, 
previous postpartum haemorrhage, aspirin administration   

 Prevent and/or treat iron deficiency, and optimise haemoglobin   

 Consider further investigations depending on the severity and gestation at onset of 
thrombocytopenia after discussion with obstetric consultant and/or haematology team.  
This may include antiphospholipid antibodies and antinuclear antibody (ANA) test3 

 Refer to haematologist (or obstetric physician if haematologist unavailable) any 
woman with:  
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o moderate to severe thrombocytopenia (platelet count < 100 x 109/L) 
o history of Immune thrombocytopenia (ITP) 
o previous moderate to severe thrombocytopenia in pregnancy (platelet count < 

100 x 109/L) 

3.2 Indication for treatment 
 Treat woman: 

o with platelets below 50 x 109/L AND imminent birth and/or upcoming invasive 
procedures 

o if there is active bleeding attributed to thrombocytopenia 
o if there is severe thrombocytopenia (platelets < 20 x 109/L).  

 Refer to obstetrician for counselling regarding intrapartum management and timing of 
birth 

 Monitor FBC regularly in case of presumed gestational thrombocytopenia: 
o monthly if platelets are 70-100 x 109/L before 36 weeks 
o at 36-37 weeks to plan birth  
o twice weekly after 36 weeks if platelet count 70-100 x 109/L 
o repeat FBC at labour onset/planned birth 

 Arrange antenatal anaesthetic consult if platelet count < 100 x 109/L (Note: Neuraxial 
anaesthesia can be considered for a woman with stable platelet counts >70 x 109/L 
and a normal coagulation profile9,10, but should be individualised  

 Refer woman to the Antenatal Obstetric Anaesthesia Clinic (see RHW Antenatal 
Obstetric Anaesthesia Clinic Referral CBR) 

 Review role of aspirin, but do not withhold unless platelet count is < 50 x 109L or the 
risk of bleeding is high3 

3.3 Birth Considerations 
 Plan timing of birth taking into consideration the cause of thrombocytopenia, and 

severity/stability of the maternal condition and gestation.  Deteriorating 
thrombocytopenia with hypertensive disorder is an indication to plan the timing of birth 

 Consider planned birth in late gestation for falling platelet count in consultation with 
obstetric physician and/or haematologist if platelets < 80-90 x 109/L 

 Check FBC on admission in labour. If platelets are < 100 x 109/L: 
o Insert cannula 
o Send urgent FBC, blood film, coagulation studies and group and hold 
o Recommend active management of third stage of labour  
o Manage labour in birth unit with medical and midwifery care  

 Refer to anaesthetist for assessment  

 Avoid vacuum, rotational forceps or difficult instrumental delivery, where possible, for 
woman at risk of neonatal thrombocytopenia (e.g. mother with ITP) due to the risk of 
intracranial haemorrhage 

 Manage postpartum haemorrhage promptly (PPH)  

 Consider tranexamic acid 

 Recommend a cord platelet count is performed on all neonates born to a woman with 
ITP, as the maternal platelet count at birth has no correlation with the neonatal count. 
Ongoing monitoring of the neonatal platelet count is recommended when the cord 
platelet count is below 100 x 109/L 

 Avoid Intramuscular (IM) injections if platelets are < 50 x 109/L. IM immunoglobulin 
anti-D should be replaced with intravenous (IV) Rhophylac® 1  
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 Undertake venous thromboembolism (VTE) risk assessment for any pregnant woman, 
including those with thrombocytopenia. If thromboprophylaxis is required, prophylactic 
low molecular weight heparin (LMWH) is recommended for a woman with platelet 
counts above 50 x 109/L, provided there is no active bleeding or severe bleeding risk 
factors5  

 Recommend repeat FBC one to three months postpartum and follow up with general 
practitioner with results 
 

4 DOCUMENTATION 
 Antenatal yellow card 

 Medical record 
 

5 EDUCATION NOTES 
 Physiological thrombocytopenia occurs in normal pregnancy, with an average 

decrease in platelet count of 10%, occurring mostly in the 3rd trimester1. It is due to 
haemodilution or accelerated platelet destruction and normalises 24 -72 hours post-
partum  

 Up to 10% of pregnancies are complicated with thrombocytopenia, characterised 
as2:  

o Mild  100-150 x 109/L  
o Moderate 50-100 x 109/L  
o Severe  < 50 x 109/L  

 Gestational and ITP are the most common causes of thrombocytopenia in 
pregnancy1,7  

 Causes of thrombocytopenia in pregnancy2,3,7:  
Pregnancy specific:  

Gestational Thrombocytopenia Pregnancy-associated microangiopathy 
Pre-eclampsia, (Haemolysis, Elevated Liver enzymes Low platelets syndrome (HELLP)) 
Thrombotic thrombocytopenic purpura (TTP) 
Haemolytic uraemic syndrome (HUS) 
Acute fatty liver of pregnancy 

Non-pregnancy specific – increased destruction:  
Primary ITP  
Disseminated intravascular coagulation  
Drug induced  
Viral infections e.g. HIV, HCV, EBV, CMV  
Splenic sequestration, e.g. liver disease, portal hypertension 
Type IIb Von Willebrand’s disease (vWD) 

Non-pregnancy specific – Decreased production:  
Bone marrow disease  
Nutritional deficiency: B12, folate  
Liver disease  
Congenital thrombocytopenia 

 Gestational thrombocytopenia1,3,4 
o Occurs in 5-9% of pregnancies 
o Accounts for 70-80% of pregnancy-associated thrombocytopenia  
o Asymptomatic (usually), occurs in third trimester (rarely late 2nd trimester)  
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o If platelet count is below 70 x 109/L, gestational thrombocytopenia is unlikely 
to be the cause of thrombocytopenia 

o No specific diagnostic test available, diagnosis of exclusion  
o Not associated with increased maternal haemorrhage nor fetal 

thrombocytopenia  
o Neonatal cord blood platelet count is not essential but might distinguish 

between gestational thrombocytopenia and ITP (usually normal in gestational 
thrombocytopenia) 

 Immune thrombocytopenia (ITP) (also known as Idiopathic thrombocytopenia 
purpura or autoimmune thrombocytopenia purpura)3,4:  

o Rare, 3% of pregnancy-associated thrombocytopenia  
o Associated with risk of maternal and fetal haemorrhage  
o Thrombocytopenia occurs at any gestation, and may be <50x109/L  
o Is the most common cause of thrombocytopenia in first and second trimesters  
o Requires multi-disciplinary management, including obstetrician, anaesthetist, 

haematologist/physician, and neonatologist/paediatrician 

 Intrapartum: 
o Neuraxial anaesthesia can be considered for women with stable platelet 

counts >70 x 109/L and a normal coagulation profile9,10.  Regional 
anaesthesia/analgesia should be considered on a case-by-case basis when 
platelet counts are between 50-7010x 109/L1 

o The incidence of spinal epidural haematoma is < 1:150 000 following epidural 
and < 1: 200 000 following spinal anaesthesia but increases in the setting of 
maternal thrombocytopenia9 

o Mode of delivery in women with ITP is based on obstetric indications3  
o Possible adverse effects of instrumental birth (e.g. neonatal haemorrhage/ 

intraventricular haemorrhage) must be weighed against the consequences of 
awaiting vaginal birth or alternatively of performing a caesarean with the head 
deep in the pelvis3  

o Decisions about fetal scalp blood sampling for lactate or pH should consider 
the likelihood of vaginal birth, maternal risks of caesarean, and probability of 
neonatal thrombocytopenia3,8. Fetal haemorrhage is rare after fetal scalp 
blood sampling8 

o In women affected by ITP, the strongest predictor of neonatal 
thrombocytopenia is a previously affected sibling3  

o A platelet count of ≥50 x 109/L is considered adequate for caesarean and 
vaginal birth with minimal risk of maternal haemorrhage3 

o Prednisone or intravenous immunoglobulin (IVIg) may be used for first-line 
treatment of ITP in pregnancy. Platelets may be transfused for significant 
bleeding or immediately prior to delivery for severe thrombocytopenia 
unresponsive to treatment 3.5 
 

6 RELATED POLICIES/PROCEDURES 
 RHW LOP Hypertension in Pregnancy  

 Severe and/or urgent Hypertension in Pregnancy Guideline  

 RHW CBR Epidural Analgesia  

 RHW LOP Pre-eclampsia – Intrapartum Care of Women  

 Australian College of Midwives (ACM) Guidelines for consultation and referral 

https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/h
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/e
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/p
https://midwives.org.au/common/Uploaded%20files/Publications/ACM%20Guidelines%20for%20Consultation%20and%20Referral.pdf
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 RHW CBR Iron Deficiency, Anaemia and Haemoglobinopathies in Pregnancy    

 RHW CBR Antenatal Obstetric Anaesthesia Clinic Referral 

 RHW CBR Postpartum Haemorrhage 
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8 ABORIGINAL HEALTH IMPACT STATEMENT DOCUMENTATION  
 Considerations for culturally safe and appropriate care provision have been made in 

the development of this Business Rule and will be accounted for in its 
implementation. 

 When clinical risks are identified for an Aboriginal and/or Torres Strait Islander 
woman or family, they may require additional supports. This may include Aboriginal 
health professionals such as Aboriginal Liaison Officers, health workers, or other 
culturally specific services 

9 CULTURAL SUPPORT 
 For a Culturally and Linguistically Diverse CALD woman, notify the nominated cross-

cultural health worker during Monday to Friday business hours 

https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/i
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/a
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/p
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-core-smpc-humananti-d-immunoglobulin-intravenous-use_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-core-smpc-humananti-d-immunoglobulin-intravenous-use_en.pdf
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 If the woman is from a non-English speaking background, call the interpreter service: 
NSW Ministry of Health Policy Directive PD2017_044-Interpreters Standard 
Procedures for Working with Health Care Interpreters. 

 

10 NATIONAL STANDARDS 
 Medication Safety-Standard 4 

 Comprehensive Care – Standard 5  

 Blood Management-Standard 7 

 Recognising and responding to clinical deterioration – Standard 8 
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