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Gestational thrombocytopenia (GT) is the most common type of thrombocytopenia during pregnancy. Unlike other types of
thrombocytopenia, it is not accompanied by dysfunction of the cellular component of hemostasis. Currently, a quantitative decrease in platelets in
GT is a contraindication to neuraxial blockades (NAB), which significantly reduces the quality of care in childbirth.

The aim of the study is to determine the possibility of safe use of neuraxial blockades in gestational thrombocytopenia.
A retrospective prospective study involved 70 patients who were performed delivery, depending on obstetric indications, either conservatively or
surgically. The patients were divided into two groups. The main group (group No. 1) included 35 patients with gestational thrombocytopenia. The
comparison group (group No. 2) clustered of 35 patients with a platelet content above 150x10 °/L. A comparative intergroup analysis of indicators of
a general blood test, coagulogram, thromboelastography with a test for functional fibrinogen before childbirth and 2 days after delivery. The change
in platelet content and its effect on the coagulation status of patients during pregnancy were retrospectively analyzed. A comparative assessment of
the volume of blood loss during childbirth and the early postpartum period and the risk of complications of neuraxial blockade in patients with and
without gestational thrombocytopenia was carried out.
It was found that during gestational thrombocytopenia in the perinatal period, there is no decrease in coagulation potential, assessed by the results
of coagulography and thromboelastography at a platelet level above 49x10 °/L. The indicators of hemostasis did not have significant intergroup
differences during pregnancy and childbirth. In the group of patients with gestational thrombocytopenia, the volume of blood loss during labor and
the postpartum period did not differ from the group without thrombocytopenia, regardless of the method of delivery. The median blood loss after
vaginal delivery in group 1 was 225 ml, in group 2 - 250 ml, with abdominal delivery - 572 ml and 386 ml - respectively. In this study, no
complications of neuraxial blockade were observed in any of the groups.
The results obtained suggest that in patients with gestational thrombocytopenia, even with a significant decrease in platelet content, it is possible
to perform neuraxial blockades during labor, taking into account the clinical picture and the absence of coagulation disorders confirmed by
thromboelastography.
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o -angle — clot formation kinetics

ALV - artificial lung ventilation

APTT - activated partial thromboplastin time
BP — blood pressure

BMI — body mass index

CI — coagulation index

Frev — functional fibrinogen level

G — clot density

GT — gestational thrombocytopenia

HR — heart rate

K — clot formation time from R to 20 mm
LY — clot lysis index

MA — maximum amplitude

MAp - maximum platelet amplitude

MFF - maximum amplitude without the participation of platelets
NAB - neuraxial block

NAH - neuraxial hematoma

PTI — prothrombin index

R —reaction time

TEG — thromboelastography
INTRODUCTION

Gestational thrombocytopenia (GT) is the most common type of thrombocytopenia in pregnancy. Its
frequency by the end of pregnancy reaches 6.6-11.6% and accounts for 70-80% of all cases of thrombocytopenia
revealed during pregnancy. According to modern concepts, GT is physiological [1-7]. Despite this, the detection
of GT is the reason for the refusal to perform neuraxial analgesia/anesthesia during delivery [8], which not only
worsens the quality of care, but can also makes a threat to the life and health of the patient. For example, in the
case of an emergency operative delivery of a patient with a "difficult airway" or "full stomach".

The main reason for refusal of neuraxial block (NAB) in labor with thrombocytopenia is the risk of
developing neuraxial hematoma (NAH). However, according to the literature, the incidence of post-puncture
NAH in the general population ranges from 1:3 600 to 1:775 000 and does not correlate with thrombocytopenia
[9-15]. In obstetric practice, the incidence of NAH is so low that, in general population studies, obstetric
patients are usually excluded from the analysis or analyzed in a separate sample. The risk of developing NAH
after epidural analgesia in obstetric patients is estimated 1:168 000. Data on the development of this
complication after subarachnoid anesthesia in obstetric patients are not available in the available literature. At
the same time, as in the general population, no correlation was found between the development of NAH and
thrombocytopenia [9-11, 16-22].

The historical roots of attempts to determine the threshold content of platelets in the blood during NAB are
associated with the period when there was no possibility of an integral assessment of hemostasis with the
allocation of its functional links: coagulation and cellular, as well as the possibility of separate analysis of the
contribution of platelets and fibrinogen to clot formation. Probably, in those conditions, the only guideline in
determining contraindications to NAB was a quantitative platelet count.

At present, the permissible lower limits of platelet count during NAB in the global medical community have
not been determined. Despite the fact that in the Russian clinical guidelines the level of platelets 100x10°/1 is
borderline for epidural anesthesia, and 70x10°1 — for subarachnoid, the clinical recommendations of various
countries for the most part do not include thrombocytopenia without clinical manifestations as a criterion that
must be assessed during neuraxial anesthesia [1, 8, 21, 23-27]. At the same time, there is growing interest in
the possibility of assessing the functional activity of platelets in thrombocytopenia, including integral
elastometric tests. Studies have shown that in pregnant women with a platelet level above 55x10%]1, the



coagulation and cellular components of hemostasis remain within the limits of normocoagulation and,
therefore, the conditions for safe NAB are preserved [27, 28]. However, it should be noted that the possibilities
of integral tests for assessing hemostasis in thrombocytopenia in obstetric practice in order to assess the safety
of NAB have not been studied enough, which in most cases leads to an unjustified refusal to conduct them and
a decrease in the quality of anesthetic care.

Aim of the study: to determine the possibility of safe use of NAB in GT.

Research objectives:

1. To study the dynamics of changes in the content of platelets and hemostasis parameters in the perinatal
period in patients with the development of GT in comparison with the group of patients without
thrombocytopenia.

2. To conduct a comparative intergroup assessment of the state of plasma and cellular components of -
hemostasis before delivery and in the postpartum period according to thromboelastography — TEG.

3. To investigate the functional activity of platelets in patients with GT and normal platelet count in the
peripartum period using a test for functional fibrinogen.

4. To perform a comparative assessment of the volume of blood loss and complications of NAB during
conservative and abdominal delivery in patients with and without GT.

MATERIAL AND METHODS

In order to assess the effect of GT on the parameters of coagulation and cellular hemostasis and the safety
of neuraxial blocks, a retrospective-prospective clinical study was conducted on the basis of the Vidnovsky
Perinatal Center in the period from 2015 to 2020 with the participation of 70 patients who underwent
conservative or surgical delivery in accordance with obstetric indications. The patients were divided into two
groups depending on the content of platelets before the delivery. Group 1 (main) included 35 patients with GT.
The criterion for inclusion in study group No. 1 was the presence of confirmed GT with a platelet count of less
than 100x10%1. The exclusion criterion was thrombocytopenia of any etiology other than gestational. The
diagnosis of GT was a diagnosis of exclusion and was made on the basis of anamnesis, prenatal record data on
the dynamics of platelet count by trimesters of pregnancy, in the absence of thrombocytopenia before
pregnancy, any clinical manifestations or changes in laboratory parameters after the exclusion of hepatitis C,
HIV, immune thrombocytopenia, lymphoproliferative diseases, as well as complications of pregnancy, which
may be accompanied by thrombotic thrombocytopenic purpura.

Group 2 (comparison) included 35 patients without thrombocytopenia. The criterion for inclusion in this
group was the level of platelets not lower than 150x10%1. GT was included in the exclusion criteria. Also, the
criterion for exclusion from both groups was refusal to participate in the study.

The conduct of the scientific study was approved by the ethical committee of V.A. Negovsky Research
Institute of General Resuscitation, protocol No. 2/20/3 dated June 10, 2020.

For a comparative assessment of the coagulation potential of patients in both groups, a complete blood
count was performed with the counting of the number of platelets in a stained smear according to the Fonio
method; coagulograms; a comprehensive assessment of hemostasis was performed using a TEG 5000
thromboelastograph (Heamonetics, USA) on the day of delivery (immediately before caesarean section or during
delivery) and on the 2" day after delivery. In order to determine the contribution of coagulation and platelet
hemostasis to the process of thrombosis, an assessment of total coagulation was performed with a test for
functional fibrinogen. At the same time, the following thromboelastogram indicators were analyzed: reaction
time (R), clot formation time from R to 20 mm (K), clot formation kinetics (a. -angle), maximum amplitude (MA),
percentage of lysis 30 minutes after reaching MA (L30), coagulation index (CI), clot density (G), maximum
platelet amplitude (MAp), maximum amplitude without platelet involvement (MAFF) and functional fibrinogen
level (FLE\/).

To assess the dynamics of platelet count and changes in coagulation during the development of GT during
pregnancy, a retrospective analysis of laboratory data on the prenatal records of pregnant women was carried
out. The volume of blood loss in childbirth and the risk of developing NAB complications in GT were analyzed
in comparison with the control group.

Statistical analysis of the study results was performed using the Statistica 10 program (StatSoftInc ., USA).
The distribution was not tested for normality in the studied groups. Descriptive statistics are presented as
median (Me), 25% and 75% percentiles (P25 and P75). Nonparametric criteria were used for comparison.



Comparison of quantitative data in two unrelated groups was performed using the Mann-Whitney U-test .
Friedman test and Wilcoxon test were used to compare quantitative data in related groups. For the analysis of
qualitative features, Pearson's y2 criterion was used. Differences were considered statistically significant with a
significance level of less than 0.05.

RESULTS

The studied groups were comparable in terms of age and delivery time (Table 1).

Table 1
Evaluation of the representativeness of the study groups
Indicator, Me (Rys; Rys) Group 1, n =35 Group 2, n =35 P (Mann-Whitney U-test)
Age, years 30.5 (27; 32) 29 (25; 32) 0.34
Delivery time, weeks 39 (39; 40) 39 (39; 40) 0.66
Body mass index, kg/m? 26 (24.4; 28.7) 27.3 (25.5; 30.8) 0.049

The exception was the body mass index (BMI), which was statistically significantly higher in group 2, which,
however, could not significantly affect the results of the study. When comparing the frequency and nature of
concomitant pathology and methods of delivery, no intergroup differences were found: p >0.05 (criterion y2).

A study of the dynamics of platelet count during pregnancy showed that thrombocytopenia in Group 1
(unlike the comparison group) is determined already in the first trimester, followed by a statistically significant

decrease in this indicator as pregnancy progresses (Table 2).

Table 2
Intergroup analysis of the dynamics of the platelets content, x10%1
Stage Group 1, n =35 Me (P3s; Pys) Group 2, n =35 Me (P3s; Pys) P (Mann-Whitney U-test)

trimester 1 147 (126; 179) 223.5 (198; 286.3) 0.001
trimester 2 135 (114.5; 158.1)" 218 (190.5; 263.5) 0.001
trimester 3 115 (98; 124)* 235 (203; 274) 0.001
childbirth 84 (80; 90)* 194 (175.5; 232) 0.001
2" day after delivery 105 (96; 112)* 214 (194; 234.5) 0.001
P (Friedman test) 0.008 0.097

Note: * — p<0.05 (Wilcoxon-test)

The platelet content in Group 1 reached its minimum values by the time of delivery. However, already by
the 2n day of the postpartum period in the group of patients with GT, there was a significant increase in the
concentration of platelets to the level of this indicator in the third trimester.

In Group 2, the platelet count during pregnancy remained constant. There was a trend towards a decrease
in this indicator by the time of delivery. Such changes are physiological in nature, reflecting the maximum
increase in the volume of circulating plasma during this period, associated with the development of
hemodilution.

Despite a statistically significant decrease in the platelet count in Group 1 as pregnancy progressed, no
differences in coagulogram parameters were obtained at the same stages (Fig. 1).
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Fig. 1. Comparative analysis of coagulogram parameters by trimesters of pregnancy (Mann-Whitney U-test >0.05;
Friedman-test >0.05)
Notes: APTT - activated partial thromboplastin time; PTI — prothrombin index

At the stages of the study, coagulography results were obtained in both groups, indicating normal
coagulation throughout pregnancy.

Before delivery, when the platelet count reached the minimum values in Group 1, all coagulographic
parameters remained within normal values and did not undergo statistically significant changes in comparison
with the period of pregnancy (Table 3).

Table 3
Dynamics of coagulogram indicators in the peripartum period
Indicators Group 1, n =35 P* Group 2, n =35 P*
coagulogram Me (Ps ; Ps)
childbirth 2nd day after birth childbirth 2nd day after birth
APTT, sec 29 (26.4; 31) 27.7 (24.5; 28.95) 0.06 28.8 (26.9; 29.9) 28 (25.9; 30.6) 0.64
PTI, % 102 (93.3; 114) 105 (98.4; 115.2) 0.017 104.3 (92.9; 118.2) 107.9 (99.3; 119.1) 0.028
Thrombin time, sec 16.95 (16; 17.6) 16.95 (16.3; 17.5) 0.8 17 (16.5; 17.95) 17.3 (16.6; 17.9) 0.6
Fibrinogen, g/l 4.4 (3.9;4.95) 4.5 (4.05; 4.9) 0.9 4.1(3.7;4.5) 4.3(3.6;4.9) 0.2

Note: * - Wilcoxon-test; p>0.05, Mann-Whitney U-test. APTT, activated partial thromboplastin time; PTI, prothrombin index

In both groups, there was a statistically significant increase in the prothrombin index (PTI) in the
postpartum period, while an intergroup analysis of coagulographic parameters during and after childbirth did
not reveal statistically significant differences (Mann-Whitney U-test, p >0.05). It should be noted that
immediately after delivery in the GT group, there was a significant increase in platelet count, although it didn’t
reach normal values during this period (Table 2). A statistically significant increase in PTI in both groups in the
postpartum period indicated the activation of coagulation processes at this stage, which didn’t depend on the
content of platelets.

Taking into account the fact that the coagulographic parameters do not give an idea of the state of the
hemostasis system as a whole and do not reflect changes in its cellular (platelet) link, TEG was analyzed using
a functional fibrinogen test on the day of delivery and on the second day of the postpartum period.

The main indicators of TEG, reflecting the state of the plasma link of hemostasis (R, K, angle o), in patients
with GT on the day of delivery, statistically significantly differed from those of patients in the comparison group,
but remained within normal values. MA (FF) and Fiev, correlated with the concentration of fibrinogen, before
delivery in both groups exceeded normal general population values and had no significant intergroup
differences. After childbirth, these indicators increased significantly in the GT group and statistically
significantly exceeded these indicators in the comparison group. Calculated indicators such as coagulation
index (CI) and clot density (G) did not undergo statistically significant changes at the stages of the study in both
groups. Despite the fact that clot density (G) and coagulation index (CI) during the delivery in the GT group
were statistically significantly lower, the values of these calculated indicators remained above the population



norm during and after labor in both groups. In general, in the postpartum period, statistically significant
changes in the main parameters of the plasma link of hemostasis were noted, mainly in the group of gestational
thrombocytopenia, indicating the development of a trend towards hypercoagulability, which is normal for the

postpartum period (Table 4).

Table 4
Comparative analysis of thromboelastography parameters in the perinatal period
Indicators TEG Me Group 1, n =35 p Group 2, n =35 p Norm
(Ras; R 75)
Before childbirth 2 days postpartum Before childbirth 2 days postpartum

R, min 11.1(9.8;12.7)" 10.7 (7.8; 12.5) 0.33 8.1(6.75;10.2)" 9.7 (6.5;12.1) 0.58 9-27
K, min 2.9 (2.3;4.1) 2.2(1.8;3) 0.007 2.2(1.8; 2.8 2(1.8;2.5) 0.06 2-9
Angle a, degrees 54.6 (44.7; 8.8)" 59.6 (52.9; 63.7) 0.062 59.8 (53.5; 64.7)" 58.1(42.2;67.7) 0.8 22-58
MA mm 64.5 (59.4; 68.9) 69.3 (63.6; 71.6) 0.104 67.9 (64.3;70.3) 69.6 (65.1; 75) 0.02 44-64
G, units 8.7 (6.9; 10.5)" 10.3(7.2;12.1) 0.14 10.5 (8.93; 11.8)" 10.9 (9.5; 14.6) 0.09 3.6-8.5
d] 1.6 (0.7; 2.2)* 24(1.1;3) 0.12 2.6 (1.7; 3.1 2.6 (2;3.6) 0.12 (-3)-(+3)
LY 30% 0(0; 1) 0.2(0;2.2) 0.009 0.1(0;0.8) 0.8 (0;1.3) 0.035 0-8
MA (FF), mm 30.9 (27.6; 33.9) 345 (27.7; 37)* 0.005 31.2(27.3; 33.8) 31 (29.2; 34.8)" 0.8 11-24
MApL, mm 35.3(28.8; 37.7) 35.5(26.8; 38.95) 0.7 34.6 (28.2; 40.2) 37.3(33.7;40.1) 0.32 25-35
Fiev, g/l 5.5(5;6.1) 6.3 (5;6.9)" 0.002 5.6 (4.85; 6.1) 5.7 (5.3; 6.3)" 0.46 2-4

Note: * - Mann-Whitney U-test : p<0.05; ** — Wilcoxon-test. TEG — thromboelastography, R — time gap between the initiation of the test and the formation of
the first fibrin strands; K — the time from the moment the clot starts to form until the strength of the clot with an amplitude of 20 mm is reached; o is the
angle representing the growth rate of the fibrin network and the increase in clot strength; MA — maximum amplitude, an indicator of the maximum strength
of the clot; Cl — indicator of the overall assessment of the coagulation system in the direction of hypercoagulation or hypocoagulation; LY 30 — indicator of
clot lysis during the 30 minutes following the achievement of MA; MA (FF) — indicator of the maximum strength of the clot without the participation of
platelets; MApl — difference between MA and MA (FF) characterizes platelet function; Fev — fibrinogen level

Despite the decrease in the platelet count in patients of group No. 1, the parameters of the cellular
hemostasis link: MA (maximum amplitude in a sample with citrated blood) and Mapl (maximum amplitude
obtained only with the participation of platelets) on the day of delivery were within the normal range, didn’t
change statistically significantly in the postnatal period and did not differ from those in the comparison group.
Thus, at the stages of the study, platelet function in patients with GT remained intact (Table 4).

Two days after delivery, both groups showed a statistically significant increase in fibrinolysis activity, which
did not go beyond the reference values, which can be regarded as an adequate response of the hemostasis system
to postpartum hypercoagulation.

All anesthesia during childbirth was carried out according to obstetric indications after clinical and
laboratory confirmation of the absence of coagulation disorders in patients according to the coagulogram and
TEG with a test for functional fibrinogen. The frequency and nature of anesthesia during the delivery are shown
in Fig. 2. In Group 1, epidural analgesia for pain relief through the birth canal was used much less frequently
than in the comparison group, which was due to the lack of indications for its implementation and the desire of
patients.
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Fig. 2. The frequency and type of anesthetic aids during delivery (Mann-Whitney U-test)

Spinal anesthesia was performed if a caesarean section was necessary; there were no statistically significant
intergroup differences in the frequency of performing this type of anesthesia. One patient from group No. 1
required general anesthesia with artificial lung ventilation (ALV) due to the onset of premature detachment of
a normally located placenta lobule, ongoing bleeding, which was an indication for emergency abdominal
delivery.

For a comparative assessment of the volume of blood loss during childbirth, the study groups were divided
into two subgroups: vaginal delivery and caesarean section (Fig. 3).
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Fig. 3. Comparative analysis of the volume of blood loss during childbirth (Mann-Whitney U-test, p>0.05)

Intergroup analysis of blood loss volumes, taking into account the method of delivery, did not reveal
statistically significant differences. All cases of blood loss exceeding physiological amount during vaginal and
operative delivery in both groups were associated with uterine hypotension. The absence of coagulopathy was
confirmed by TEG results. Correlation analysis between the volume of blood loss and platelet count during
caesarean section and during vaginal delivery did not reveal a statistically significant relationship.

In the early postnatal period, there were no complications of anesthesia in the study groups.

As a clinical example, we report an extract from the medical record of 34-year-old patient L., BMI — 32.1
kg/m?, who was admitted to the Vidnovsky Perinatal Center with a diagnosis: “First pregnancy, 39.3 weeks. First
stage of delivery. Gestational thrombocytopenia. Lipid metabolism dosorder of 15t degree. Gestational diabetes.
Gestational arterial hypertension. Upon admission, the patient complained of severe pain associated with the
onset of delivery. Objectively, the patient's condition was satisfactory, the skin was of normal color and
moisture. The petechial rash on the skin and mucous membranes was not revealed during examination. Blood
pressure (BP) — 135/85 mm Hg, heart rate (HR) — 88/min outside of contractions. During contractions, blood
pressure increased to 180/110 mm Hg, heart rate — 92-98/min. Laboratory parameters upon admission:
hemoglobin — 112 g/1, RBC — 3.2x10'%/1, WBC — 16x10%]1, platelets — 49x10%/1 (Fonio method), APTT — 26 sec,
PTI — 104%, fibrinogen — 5.4 g/1. Taking into account gestational hypertension and a significant increase in
blood pressure during labor, the patient was recommended to deliver under epidural analgesia. To assess the
state of plasma and cellular components of hemostasis, the participation of platelets in the formation of a clot,
the patient underwent TEG with a test for functional fibrinogen (Fig. 4). TEG data indicated moderate



hypercoagulability in the plasma component, characteristic of the third trimester of pregnancy, normal
coagulation in the cellular component, normal clot density and coagulation index, and the absence of
fibrinolysis activation. The test for functional fibrinogen showed the preserved function of platelets and their
participation in the clot formation (MApl =31.6 mm). The study allowed to perform catheterization of the
epidural space and deliver under conditions of prolonged epidural analgesia. The further course of childbirth
proceeded without complications. The total blood loss during childbirth was 268 ml.
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Fig. 4. Thromboelastography with a test for functional fibrinogen of patient L., platelet concentration — 49x10%1. First stage
of delivery

The postpartum period proceeded without complications. On the 2" day, according to laboratory data, there
was an increase in platelet concentration up to 78x10%1, APTT — 26 sec, PTI — 108%, fibrinogen — 4.8 g/1. The
performed TEG (Fig. 5) indicated an increase in coagulation potential (increased hypercoagulation in the plasma
component and hypercoagulation in the cellular component, an increase in the contribution of platelets to
thrombus formation, an increase in clot density and coagulation index), as well as a moderate activation of
fibrinolysis. The early postpartum period proceeded without complications. On the 3 day after delivery, the
patient with the newborn was discharged home in a satisfactory condition, the platelet count upon discharge
was 156x10%/1.
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Fig. 5. Thromboelastography with functional fibrinogen test of patient L., platelet concentration — 78x10 °/1. Day 2 after
childbirth

DISCUSSION

The results of the study indicate the preservation of the coagulation component of hemostasis in pregnant
women with GT at different gestation periods. The progression of GT during pregnancy is not accompanied by
coagulation disorders. The data obtained are consistent with the results of studies by other authors, showing
the absence of coagulation disorders and hemorrhagic complications in patients with GT, even with a decrease
in platelet count below 50x10%1 [24, 29, 30].

The use of TEG with a test for functional fibrinogen for a comprehensive assessment of hemostasis and
determination of the contribution of platelets to thrombus formation did not reveal hypocoagulation disorders
in the plasma and cellular components of hemostasis in patients with GT in the peripartum period. Despite the
fact that during childbirth in the GT group, the indicators of plasma hemostasis, thrombus density and
coagulation index were statistically significantly lower than in the group without thrombocytopenia at this
stage, all indicators remained within the normal range. There were no differences in the indicators responsible
for the cellular link of hemostasis. In both study groups, there was an increase in the activity of the plasma link



of hemostasis with activation of fibrinolysis in the postpartum period, which was more pronounced in patients
with gestational thrombocytopenia, and the absence of significant changes in the cellular component. The
significantly greater increase in the participation of fibrinogen should be noted in the formation of a thrombus
in the group of patients with thrombocytopenia in the postpartum period, which may indicate compensatory,
mutually substituting capabilities of the components of the hemostasis system. Thus, the coagulation status of
patients with GT should not be assessed by individual indicators, such as platelet count, prothrombin time, or
APTT, but based on a comprehensive assessment of the interaction of various hemostasis links and their
participation in clot formation. In particular, the possibilities of using TEG to assess the state of the hemostasis
system at very low platelet concentrations in pregnant women were investigated by C. Orlikowski at al., 1996;
J. Huang, 2016 [25, 26]. The works of these authors also showed the absence of disturbances in the plasma and
cellular components of hemostasis in gestational thrombocytopenia.

Modern international guidelines determine the possibility of NAB in pregnant women with
thrombocytopenia in the absence of laboratory and clinical signs of hypocoagulation [1, 3, 23-26], which was
the basis for the use of these methods of pain relief during childbirth in this study. The safety of using neuraxial
methods of anesthesia in patients with GT in this study was confirmed in all cases by the absence of any clinical
and laboratory disorders of coagulation. Gestational thrombocytopenia did not lead to an increase in blood loss
during the delovery and in the early postpartum period, both with conservative and abdominal delivery. When
observing patients in the early postnatal period, no complications of anesthesia were revealed in any of the
groups. Similar results were obtained in studies by W. Ruppen 2006, M. Tanaka (2009), R. D'Angelo (2014) [18-
22], which showed no correlation between thrombocytopenia and the development of NAH.

CONCLUSION

The results of the study and the data of the analyzed literature suggest that in patients with gestational
thrombocytopenia, even with a significant decrease in the blood platelet count, it is possible to perform
neuraxial blocks during childbirth in the absence of clinical and laboratory signs of hemostasis disorders. Such
an approach to assessing the possibility of performing neuraxial blocks during childbirth will not only improve
the quality of anesthetic care for obstetric patients, but also increase its safety. However, this problem requires,
on the one hand, further study to determine the capabilities of modern methods for assessing hemostasis to
assess the safety of neuraxial blockades in patients with gestational thrombocytopenia. On the other hand, it
should be noted that the use of neuraxial blocks in pregnant women with thrombocytopenia at the present stage
is possible only in perinatal centers equipped with modern laboratory equipment for conducting tests for a
comprehensive assessment of hemostasis.

1. The study confirmed the data on the dynamics of gestational thrombocytopenia during the progression
of pregnancy with a maximum decrease in platelet count by the day of delivery. At the same time, it was shown
that the decrease in the content of platelets during pregnancy is not accompanied by coagulation disorders.

2. The indicators of thromboelastogram in patients with gestational thrombocytopenia during childbirth
and in the postpartum period indicate moderate hypercoagulability in the plasma and cellular levels, as well as
in the comparison group.

3. Thromboelastography with a test for functional fibrinogen in patients with gestational thrombocytopenia
did not reveal disorders of the functional activity of platelets in the peripartum period and statistically
significant differences from these patients from the comparison group.

4. Confirmation of the preservation of normal hemostatic potential in patients with gestational
thrombocytopenia in the study is the absence of complications of neuraxial blocks and bleeding associated with
thrombocytopenia.
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