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Abstract

Background Thrombocytopenia in pregnancy is a common multifactorial abnormality of the hematological system,
next to anemia. It leads to more increased risk of bleeding during delivery, labour, or the postpartum period. Despite
being a significant public health concern, there are limited studies done concerning thrombocytopenia during
pregnancy.

Objective To assess the magnitude and associated factors of thrombocytopenia among pregnant women at Mizan
Tepi University Teaching Hospital from September 2023 to November 2023.

Methods An institutional-based cross-sectional study was carried out on 230 systematic randomly selected pregnant
women who attended antenatal visits from September 2023 to November 2023 G.C using data collection tools. The
pretested structured questionnaires were employed to obtain clinical, nutritional, and sociodemographic information.
Additionally, three millilitres of venous blood were collected from each participant and analyzed using a Sysmex
hematology analyzer. The data was entered into Epidata version 4.6 and analyzed using STATA version 14. Descriptive
statistics were computed, and logistic regression was used to identify predictors with a significance level of less than
0.05.

Results Two hundred thirty pregnant women participated in the study. Among study participants, the magnitude
of thrombocytopenia was 55(24.35%) with 32 (57.14%) mild, 19 (33.93%) moderate, and 5 (8.93%) severe
thrombocytopenia. The determinant factors which shown significant association were Malaria parasite infection (AOR
9.27 at 95% Cl 7.42,10.87), one-year Inter-birth interval (AOR 1.7 at 95% Cl 1.24, 2.14), History of abortion (AOR 3.94
95% Cl 3.13, 4.86), History of hypertension (AOR 3.12 95% Cl 1.56, 4.12), HIV infection (AOR 1.81 95% Cl 1.32.2.52) and
HBV infection (AOR 3.0 95% Cl 2.82, 3.34).

Conclusion Thrombocytopenia is a public health problem and mild type of thrombocytopenia was the most
predominant. The determinant factors that showed significant association with thrombocytopenia were Malaria
Parasitic infection, one-year Inter-birth interval, History of abortion, History of hypertension, HIV infection, and HBV
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infection. Therefore, pregnant women should be continuously screened for thrombocytopenia to avoid excessive
bleeding. Increasing Inter-birth interval, preventing abortion as well as timely diagnosis and treatment of underlying
causes such as malaria infection, hypertension, HBY, and HIV is important to reduce the burden of thrombocytopenia.

Keywords Associated factors, Antenatal care, Gestational thrombocytopenia, Pregnancy

Introduction

Thrombocytopenia is a condition in which the number
of platelets decreases which happens due to increased
platelet consumption and or decreased production of
bone marrow megakaryocytes [1]. It is a type of hemato-
logical disorders that commonly occur during pregnancy
and affects 5-10% of pregnant women and or the first
few months after delivery [2]. It is a common occurrence
during pregnancy, but it can also be a biomarker for a
concomitant systemic or gestational illness, as well as a
reason for maternal intervention or treatment that could
harm the fetus [3].

The Platelate count decrement which is less than
150%109/L is one of physiological changes in pregnancy
as compared with non-pregnant women, especially in
the third trimester [4—6]. Around 8-13.5% are affected by
thrombocytopenia due to gestational thrombocytopenia,
of which 75% are due to a benign process. The thrombo-
cytopenia among pregnant women in Africa and Ethio-
pia respectively reached 10.23% and 14.5 [5-7]. It can
be either from increased body fluid due to hemodilution
or due to increased platelet activation and accelerated
destruction [8, 9].

The pathophysiology of thrombocytopenia is not
clearly understood, but the studies suggest multiple fac-
tors to be the root cause of thrombocytopenia during
pregnancy. It occurs either due to obstetric conditions,
like gestational thrombocytopenia, and preeclampsia/
eclampsia (2) or, secondary to systemic disorders like
thrombocytopenic thrombotic purpura, and immune
thrombocytopenia (3). The main causes associated with
thrombocytopenia are rural lifestyles, human immuno-
deficiency virus (HIV) infection [10, 11], hepatitis B virus
(HBV) infection [12], abortion, hypertension [13], lack of
awareness (illiteracy), and increased gestational age [6].
About 8% of pregnant women with thrombocytopenia
have a higher risk of hemorrhage or high loss of blood
during or after childbirth, particularly when a ceserean
section or other surgical intervention is needed during
delivery [10, 14, 15].

Different studies reveal that thrombocytopenia can
be caused by due to different causes [16]. The immune
thrombocytopenic purpura is the first type of throm-
bocytopenia which is caused by an immune-mediated
acquired disease of adults and children characterized by
a transient or persistent decrease of the platelet count
and, depending upon the degree of thrombocytopenia,
increased risk of bleeding [17]. It occurs in one up to two

of every 1,000 pregnancies and accounts for 5% of cases
of pregnancy-associated thrombocytopenia [18].

The lower threshold of platelets, to define thrombo-
cytopenia is 172.50-415.25x109/L whereas the low-
est threshold of 100x109/L is used to define immune
thrombocytopenia, which is observed in less than 1%
of all pregnancies [19, 20]. The exact mechanism of the
immune dysfunction is generally not known. Certain
patients who have idiopathic thrombocytopenic purpura
may have an indolent form of myelodysplasia that is not
yet evident on bone marrow examination. Some difficul-
ties in defining the pathology of immune thrombocyto-
penic purpura arise because of a heterogeneous disease
with individual patients having different causes of throm-
bocytopenia and other difficulties related to the limited
nature of assays, such as the antiplatelet antibody [21].

The second most common cause of thrombocytopenia
is related to disorders of pregnancy such as pre-eclamp-
sia or abruption-placenta [22, 23]. Approximately 7—-15%
of pregnant women caused by a variety of obstetric con-
ditions such as incidental or gestational thrombocyto-
penia, disorders with increased platelet consumption
pregnancy- induced hypertension syndrome, thrombotic
thrombocytopenic purpura, drug-induced, systemic
lupus erythematous, ant-phospholipid syndrome, dis-
seminated intravascular coagulation. The diagnosis of
specific disorders is often difficult because the time of
onset of these disorders during pregnancy and their clini-
cal manifestations often overlap [24—-27].

Thrombocytopenia in pregnancy increases susceptibil-
ity to malaria and is associated with both plasmodium
falciparum and plasmodium vivax increased chances of
repeated infections. If these infections are treated appro-
priately, there are fewer chances of complications, but
complicated malaria is associated with poor fetomaternal
outcomes [28]. On the other hand, in patients, P. falci-
parum malaria lower platelet number in patients than in
the controls [29].

Patients with eclampsia have more pregnancies com-
plicated with thrombocytopenia than patients with both
mild and severe forms of preeclampsia will manifest
criteria for hemolysis, elevated liver enzymes, and low
platelet counts syndrome [30]. A great number of disease
processes or pregnancy-induced disorders can mask the
correct diagnosis. Most patients have thrombocytope-
nia manageable through history, physical examination,
laboratory evaluation, and appropriate consultation with
obstetricians and hematologists [31].
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Pregnant women are mostly affected by thrombocyto-
penia. Even though thrombocytopenia is a well-known
hematological abnormality following anemia, only mini-
mal studies have been done to determine the magnitude
and associated factors. So aim of this study is to deter-
mine gestational thrombocytopenia and associated fac-
tors among pregnant women at Mizan Tepi University
Teaching Hospital.

Methodology

Study area

The Antenatal Care Clinic (ANC) at Mizan Tepi Uni-
versity Teaching Hospital (MTUTH) was the site of the
study. The hospital is situated in Mizan-Aman in the
Southern Nations, Nationalities, and People’s Region
(SNNPR), in southwest Ethiopia, 582 km from Addis
Ababa, the country’s capital. A catchment population
of 2.75 million persons is served by the hospital. For the
people residing in Mizan-Aman town and its environs,
the hospital offers a variety of inpatient and outpatient
treatments [32]. It is the largest and the only teaching
hospital region, with around six departments including
Obstetrics and Gynaecology, pediatrics, surgery, internal
medicine, pharmacy, and diagnostic departments (labo-
ratories and radiology). ANC is one of the departments
with its coordinator and professionals under Obstetrics
and Gynecology. The clinic has full-time nurses, general
practitioners, gynecologists, midwives, and Internists.
The laboratory services given by the ANC clinic are uri-
nalysis, stool microscopy, whole blood count, hematocrit,
and hemoglobin determination.

Study design and period

The cross-sectional study design was employed to assess
the magnitude and associated factors of thrombocytope-
nia among pregnant women attending Antenatal care vis-
its at MTUTH from September 2023 to November 2023.

Source of population
All pregnant mothers who were attending ANC at MTU
TH.

Study population
All pregnant mothers who were attending ANC at
MTUTH during the study period.

Inclusion criteria

All Women who visited the antenatal care unit at
MTUTH were able to provide blood samples for throm-
bocyte count and whose clinical data is recorded with full
information.
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Exclusion criteria

Those individuals who were seriously ill or unable to
provide blood samples, individuals with active bleeding,
and seriously ill individuals were excluded during data
collection.

Sample size
The single population percentage formula was used to
determine the necessary sample size for this investiga-
tion, taking into account the assumptions. According to a
study, 18% of people had thrombocytopenia [33]. The fol-
lowing statistical procedure was used to establish sample
size (n), which may be derived using an 18% proportion
with a 95% confidence range and 5% marginal error.
(Zaj2°P(1—P)  (1.96)°0.18(1 —0.18)
a D2 - (0.05)°

=230 (1)

The total sample size became 230 pregnant mothers who
were on ANC follow-up during the study duration.

Sampling techniques

To select study participants a systematic random sam-
pling technique was used. 17 pregnant women on aver-
age attended ANC follow-up sessions each day. During
the two-month data collection period, 732 pregnant were
expected to visit the hospital ANC follow-up by con-
sidering only the working day of a month. The sampling
interval (K) value was calculated by dividing the total
number of pregnant during our study period by the sam-
ple size (732 / 230=3). Then to select the first participant
of three we used the lottery method. Then study subjects
were selected by every three individuals who are attend-
ing the ANC clinic of MTUTH.

Variables
Dependent variable
Presence of thrombocytopenia (Yes/ No).
Independent variables (Socio-demographic and obstet-
ric factors).

. Age.

+ Gestational age.

+ History of infection.

+ Residence.

+ HIV infection.

+ Inter-birth interval.

+ HBV infection.

+ Malaria parasite infection.
+ Education.

+ History of DM.

+ History of autoimmune disease.
+ Meat consumption.

+ Use green leafy vegetables.
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+ Gestational age.

+ History of abortion.

+ Abortion frequency.

+ History of blood loss.

+ History of hypertension.
+ Alcohol consumption.

Operational definitions
Thrombocytopenia: deficiency or decrement of platelets
in the blood below 150.000/uL [8].

Moderate thrombocytopenia: deficiency of platelets in
the blood between 50,000 to 99,000/uL [9].

Low/ mild thrombocytopenia: platelets in blood
between 100,000 to 150,000/uL [9].

Normal platelet: platelets in blood between 150,000 to
450,000/uL [9].

Severe thrombocytopenia: deficiency platelets in blood
is less than 50,000/uL [34].

Data collection tool and approach

Sociodemographic and clinical data collection

The questionnaire was adapted from related studies on
hematological disorders and parameters. Subsequently,
it was translated into the Ambharic local language, trans-
lated back into English, and verified for validity and con-
sistency by three hematologists and language experts.
The data was collected by structured questionnaire and
collection was performed by trained expert nurses after
permission or consent was obtained from pregnant
women. The questionnaire had three parts including
sociodemographic, and clinical for thrombocytopenia.
The questionnaire was translated into the Ambharic lan-
guage. Sociodemographic data such as age, sex, resi-
dence, marital status, education, and religion were
collected by using structured questionnaires via face-to-
face interviews with study subjects.

Sample collection procedures and hematological analysis
Blood collection procedures

About 3 ml of blood was collected with a sterile syringe
and needle by an expert medical laboratory technologist
into the study participant code number labeled EDTA
anticoagulant test tube. The collected blood sample was
delivered to the hematology laboratory for analysis of
platelet parameters. The blood was transported to the
hematology laboratory within 1 to 2 h and the analysis
was performed. From the collected blood sample, hema-
tological analysis was performed, and then a blood film
was prepared from the remnant sample.

Hematological analysis
The hematological analysis was performed on a blood
sample in an EDTA anti-coagulated test tube to confirm
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the presence of thrombocytopenia by following stan-
dard operating procedures (Annex I). Platelet count was
performed by were performed by using an automated
hematology analyzer (Sysmex XP-300" Automated
Hematology Analyzer, United States of America (USA)).
It was determined by flow cytometry or light scatter-
ing principle the blood sample is suspended in diluent
and passes through the apparatus causing direct current
resistance.

Data quality assurance

Data collection tools were pretested on 5% of the sample
groups of pregnant women who are following their Ante-
natal care service in Mizan Tepi University Teaching
Hospital for consistency. The hematology analyzer was
tested by using low, high, and normal controls.

Data processing and analysis procedure

Data entry was performed into Epidata version 4.6 (Epi-
data, Inc. Redwood City, CA, United States) and the
analysis was performed by using STATA (Software
for statistics and data science) statistical software ver-
sion 14 developed by Stata Corp for data. The principal
investigator checked every day the collected data for
completeness and accuracy. During the entry of data, it
was cross-checked to ensure the right data was entered
and cleaned for accuracy. Descriptive statistics includ-
ing frequency, charts, tables, and percentages were used
to summarize the data. The logistic regression model
was fitted to determine the associations of indepen-
dent variables with outcome variables. For measure of
association for variables was analyzed by the bivariable
logistic regression model and those variables that had
a Pvalue of 0.25 were included in a multivariable logis-
tic regression model to control the confounding factors.
Then multivariable logistic regression was computed for
selected variables and the significance of the association
was determined and interpreted. Both Crude odds ratio
(COR) and adjusted odds ratio (AOR) with their corre-
sponding 95% confidence interval (CI) were used to see
the strength of the association between dependent and
independent. A p-value<0.05 in the multivariable logistic
regression model was considered statistically significant.
The words and tables were used to present the results.
Based on the study result, conclusions and recommenda-
tions were made.

Results

Sociodemographic characteristics of study participants

In this study, a total of 230 pregnant mothers who were
antenatal care attendants at MTUTH were included. One
hundred thirty-two (57.39%) of the study subjects were
aged <27 years. Most of the study subjects (174 [76.65%])
lived in a rural residence (Table 1).
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Table 1 Sociodemographic characteristics of pregnant women
who attended antenatal care service at MTU TH in 2022 in
southwest Ethiopia
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Table 2 Correlated factors with thrombocytopenia of pregnant
women who attended antenatal care service from September
2023 to November 2023 at MTU TH southwest Ethiopia

Variables Category Frequency Percent
(N) (%)
Age 18-27 132 57.39
28-36 82 35.65
37-45 16 6.96
Residency Urban 174 75.65
Rural 56 2435
Religion Orthodox 93 4043
Muslim 36 15.65
Protestant 96 41.74
Others @ 5 251
Marital status Single 20 8.7
Married 161 70
Divorced 41 17.83
Widowed 8 348
Occupation Farmer 17 74
Housewife 138 60
Merchant 19 8.3
Government employee 34 14.78
Others ® 22 9.56
Educational No formal education 63 274
Status Primary School 70 3044
Secondary school 65 2826
University/college 32 13.90

Other in religion % Jehovah'’s Witness, cultural religion, pagan
Other occupation ®: laborer, Non-governmental organization worker, driver

I Scvere [ Moderate
. wid

Fig.1 Pie chartindicating the severity of thrombocytopenia among preg-
nant women during the study period

Red blood cell Platelets Hemoglobin leukocytes
Red blood cell  1.0000 0.0528 04182 04182
Platelets 0.0528 1.0000 0.1207 0.0774
Hemoglobin 04182 0.1207 1.0000 0.0247
Leukocyte 0.0148 0.0774 0.0247 1.0000

Prevalence of thrombocytopenia
The prevalence of thrombocytopenia among the study
population was 24.35% (95% CI 23.19, 26.30) (Fig. 1).

Correlated factor with thrombocytopenia

The mean platelet count with mean+standard deviation
platelet count was 223 x109/L (£104.5). The RBC, WBC,
and Hgb have correlated factors with platelets. The corre-
lation between them is positive which is a weakly positive
correlation (Table 2).

Factors associated with thrombocytopenia

To determine the association between the thrombocy-
topenia and independent variable bi-variable and multi-
variable logistic regression model was used. Based on
the analysis variables with pvalue less than 0.25 in the
bivariable logistic regression model were included in the
multivariable analysis. Accordingly, Malaria Parasitic
infection, history of abortion, Meat consumption, history
of hypertension, Birth interval, and family history of ane-
mia showed significant association with thrombocytope-
nia (Table 3).

Discussion

Thrombocytopenia is characterized by an abnormally
low thrombocyte count in the bloodstream, which can
lead to blood disorders and spontaneous bleeding. It can
happen when there is disseminated intravascular coagu-
lation, and leukemia has been linked to decreased platelet
synthesis and platelet destruction. Some infections and
autoimmune diseases including systemic lupus erythe-
matosus (SLE) and idiopathic thrombocytopenic purpura
(ITP), which causes thrombocytopenia, may be among
them [3].

In this study, the prevalence of thrombocytopenia
among pregnant women was 24.35% [95% CI 23.19-
26.30]. The finding of this study was greater than studies
conducted in Gondar [Ethiopia] [8.8%] [35], Dessie [Ethi-
opia] [9.9%] [6], Wolkite [Ethiopia] [14.5%] [7], Harar
[Ethiopia] [14.1%] [36], Debre birhan [Ethiopia] [10.2%)]
[37], Ghana [15.3%], Cameroon [8.9%], Nigeria [13.5%],
Tripoli [18%], India [8.8%], Iraq [8.6%], Pakistan [8%],
Lahore [Pakistan] [16.86%] [9, 27, 37—44] and lower than
the studies conducted in China (28.2%) [45]. The differ-
ence might be due to socio-demographic differences in
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Table 3 Investigation of factors associated with thrombocytopenia among pregnant women by using bivariable and multivariable
logistic regression model from September 2023 to November 2023 (N=230)

Variables Category Thrombocytopenia COR at Cl (95%) AOR at Cl (95%) p-value
Yes No
Residence Urban 14 (25) 42 (75) 1 1
Rural 41 (21.56) 129 (74.14) 1.05 (0.87,1.8) 2.58(0.59,11.20) 0.84
Malaria Parasitic infection Yes 116 (72.9) 43 (27.04) 9.27(7.42,10.87) 0.03
No 16 (22.5) 55 (77.5) 1
History of DM Yes 14 (11.96) 103 (88.4) 1.10 (0.44,5.0)
No 8(10.96) 65 (89.04) 1 0.1
Unknown 5(12.5) 35(87.5) 1.16(0.19,7.69)
History of autoimmune disease Yes 7(28.0) 18(72) 1.27(0.13,1.74) 0.17
No 48(23.4) 157(76.6) 1
Meat consumption At least /weak 8(9.87) 73(90.12) 1
Less often/ weak 22(25.29) 75(74.71) 0.62(0.13,2.86) 0.98(0.19, 5.0)
Never 26 (27.41) 46(75.71) 5.15(1.1,13.2) 8.18(0.60,1.74) 0.25
Use green leafy vegetables At least per day 22(20.2) 87 (79.80) 1
Less often per day 9(15.7) 102 (84.3) 1.36 (0.25 4.4) 0.09
Inter-birth interval One 6 (33.34) 33 (68.75) 1.7(1.24,2.14) 0.004
Two 23(25.27) 68 (74.72) 1.19(0.98,1.72) 03
Three 15 (23.40) 49 (76.6) 1.07 (0.93,1.43) 0.27
Four and above 6(22.2) 21(77.8) 1
Gestational age 1st trimester 16 (22.2) 56 (77.8) 1
2nd trimester 8(21.7) 65 (78.3) 1.03(0.74, 2.58) 1.48(1.1,1.93) 0.02
3rd trimester 16 (21.34) 59 (78.64) 1.05(0.51,20.18) 1.73(0.8,3.31) 0.16
History of abortion Yes 24 (36.96) 41(93.08) 243 (5.25,67.4) 3.94(1.13,4.26) 0.04
No 32(194) 133 (80.6) 1 1
Abortion frequency Once at a time 7 (19.44) 29(80.6) 1 0.23
Twice atatime 9(31.03) 20 (68.97) 0.55(0.23,1.34)
history of blood loss Yes 24 (23.76) 77 (76.24) 1.01(0.70,2.17) 144 (0.37,561) 061
No 31(24.03) 98 (75.97) 1
History of hypertension Yes 27(30.68) 61(69.32) 1.5(1.29, 2.5) 3.12(1.56,4.12) 0.01
No 27 (23.30) 89 (76.7) 1
| do not know 6(23.1) 20 (76.9) 1.51(0.33,6.92) 1.80(0.375, 8.55) 0.45
Alcohol consumption Yes 21 (236) 68 (76.40) 137 (0.67,1.87) 1.87(0.85,1.5) 0.12
No 26 (18.44) 5(81.56) 1
HIV Yes 6(35.30) 11 (64.70) 1.81(1.32.2.52) 2.14(1.87,2.62) 0.02
No 49(23.11) 163 (76.89) 1 1
HBV Yes 8(42.10) 11(57.80) 265(22,28) 3.0(2823.34) 0.04
No 47 (22.30) 171(77.70) 1

the study subject, differences in the study design, geo-
graphical variation, availability and accessibility of health
care facilities, health-seeking behaviours, genetic varia-
tion related to pregnancy, a diagnostic method used, and
differences in dietary habits of the study populations.
Among the thrombocytopenic pregnant women in this
study, 32(57.14%) had mild, 19 (33.93%) had moderate,
and 5 (8.93%) had severe thrombocytopenia. The finding
of this study is in line with the study done at Dessie (4%
severe) but in another way, the study at Dessie indicated
that there were no findings on moderate type of throm-
bocytopenia, and higher mild thrombocytopenia (76%)
[7]. The finding of this study was inconsistent with the
study done in Ghana which showed 8.8% of moderate

thrombocytopenia [27]. The finding of this study also
indicated the severe form of thrombocytopenia was
higher than that of a study done in Tripoli [Libya] which
showed that there was no severe thrombocytopenia, but
there were 78.5% of mild, and 21.5% of moderate throm-
bocytopenia [41]. The difference may be sample size and
study area variation with this study.

According to the findings of this study, people with
malaria parasitic infection were 9.27 times (AOR 9.27 at
95% CI 7.42, 10.87) at risk of developing thrombocytope-
nia than individuals who were not infected. The possible
reason might be malaria may result in both immunologi-
cal and non-immunological disturbances including coag-
ulation, splenic sequestration, and immune-mediated
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platelet destruction that results in thrombocytopenia [46,
47).

This study finding revealed that pregnant women with
women who had a birth history with a one-year delivery
interval were 1.7 times (AOR 1.7 at 95% CI 1.24, 2.14),
at risk of developing thrombocytopenia than individuals
who give birth at four years and above birth interval. This
might be due to the presence of postpartum hemorrhage
especially in the case of cesarean delivery which results
in increased activation and depletion of platelets which
finally causes thrombocytopenia [48].

As the finding of this study, pregnant women with a
history of abortion were 3.94 times (AOR 3.94, 95% CI
3.13, and 4.86) at risk of developing thrombocytopenia
than those without a history of abortion. The reason for
this might be abortion results in serious bleeding which
causes increased platelet consumption secondary to
thrombosis [49].

Additionally, this study finding indicated that pregnant
women history of hypertension 3.12 times (AOR 3.12
95% CI 1.56, 4.12) than those with no history of hyper-
tension. The possible reason for this risk of thrombo-
cytopenia is the pathology of hypertensive disorders of
pregnancy, such as preeclampsia, eclampsia, and pre-
eclampsia superimposed on chronic hypertension and
related complications, such as haemolyses, elevated liver
enzymes, low platelets syndrome, and acute fatty liver
disease, maybe the cause of this risk of thrombocytope-
nia [13, 47].

This study finding revealed that pregnant women with
women who have HIV infection 1.81 times (AOR 1.81
95% CI 1.32.2.52) are at risk of developing thrombocy-
topenia than individuals who have not been infected by
HIV. The reason that HIV-infected pregnant women are
at risk of thrombocytopenia might be that HIV infection
affects and depletes hematopoietic stem cells then causes
thrombocytopenia. In addition to this, the mechanism
might be immune-mediated destruction of platelets by
antibodies, diminished production of megakaryocytes
due to infection, hypersplenism, malignancy, and myelo-
suppression effects of HIV medications as well as viral
negative factors (proteins) [11, 50].

The finding of this study indicated that pregnant
women with HBV infection were 3 times (AOR 3.0 95%
CI 2.82, 3.34) at risk than individuals who have not been
infected by HBV. The possible reason for the occurrence
of thrombocytopenia due to HBV infection might be due
to its results in hepatic impairment and cirrhosis which
inhibits decreased protein production and platelet [10,
12].

Limitations of the study
Since this study is a cross-sectional study design, may not
get full information on cause and effect or the temporal
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relationship between cause and effect or, it did not allow
us to observe causality in the relationship between
thrombocytopenia and its associated factors, as it is a
temporal association. We got many variables that may
indicate association with the prevalence of thrombocyto-
penia which were suggested as the cause for thrombocy-
topenia but were not written and supported by another
article or scientific studies and resulted in limited com-
parison across the world.

Conclusion and recommendation

The magnitude of thrombocytopenia was 24.35%, and
mild type of thrombocytopenia was the most predomi-
nant. The determinant factors that showed significant
association with thrombocytopenia were Malaria Para-
sitic infection, one-year birth interval, History of abor-
tion, History of hypertension, HIV infection, and HBV
infection. Platelet count assessment should be done
regularly and performed as a routine laboratory test
during antenatal care to monitor the status of pregnant
mother by health care providers to screen for thrombo-
cytopenia to avoid excessive bleeding during pregnancy
and or delivery, especially in women who have a history
of malaria parasite infection, one-year inter-birth inter-
val (interpregnancy intervals), and history of abortion,
hypertension, HIV infection, and HBV infection. Pre-
venting abortion, hypertension, malaria infection, HBV,
HIV, and increasing inter-birth interval as well as timely
diagnosis and treatment of underlying causes is impor-
tant to reduce the burden of thrombocytopenia among
pregnant women. Government officials and non - non-
governmental organization workers working on pregnant
women should pay attention to prevent thrombocyto-
penia and to achieve favorable feto-maternal outcomes
during gestation and delivery. Appropriate follow-up
should implemented during new-born delivery for
women with severe thrombocytopenia to prevent bleed-
ing complications.
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