
E
ssential thrombocythemia (ET) is a rare
clonal myeloproliferative disorder of
unknown origin, characterized by abnor-

mal proliferation of bone marrow mega-
karyocytes and persistent peripheral thrombo-
cytosis.1 Its main clinical manifestations are a
predisposition to hemorrhages and thromboses
and functional symptoms such as paresthesias,
dizziness, headache, hazy vision and sco-
tomas.2,3 Although ET is predominantly a dis-
ease of middle and old age, with the advent of
automated platelet counting, an increasing
number of asymptomatic women in childbear-
ing age are found to have ET.2,4

Nevertheless, the total number of ET preg-
nancies in the literature is small. Recurrent
abortion and/or fetal growth retardation are
frequent complications in women with ET,5-10

but it is still difficult to define the best thera-
peutic approach.

For this reason, we consider it useful to report
the outcome of four pregnancies in four of the
69 female patients followed by us, 11 (16%) of
whom are of childbearing age. 

Case reports
All four patients fulfilled the diagnostic crite-

ria of the Polycythemia Vera Study Group7 and
had a normal karyotype.

Patient #1 was diagnosed as having ET at the
age 30 in September of 1986 when she present-
ed spontaneous hematomas and severe pares-
thesias. Her platelet count was 1.9u109/L,
bleeding time 11 min; platelet aggregation
induced by ADP, arachidonic acid and epineph-
rine was markedly reduced. She was given mel-
phalan 5 mg/day for 5 days a week but this
treatment was stopped after 4 weeks because of
myelosuppression (hemoglobin 9.5 g/dL, white
blood cell count 1.2u109/L, platelets 11u109/L),
which resolved with drug suspension. She
became pregnant for the first time in February
1990, 40 months after suspension of cytoreduc-
tive therapy, when her platelet count was
850u109/L, but she aborted spontaneously at
the 6th week of gestation (platelet count
970u109/L).

Patient #2 was 32 when ET was diagnosed in
July 1988. Her platelet count was 910u109/L,
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ABSTRACT
We report four pregnancies in four patients with essential thrombocythemia (ET). In two cases

pregnancy resulted in spontaneous abortion at 6 and 11 weeks of gestation, respectively. The
other two had a full-term, normal delivery; one of them received no therapy during the pregnan-
cy, whereas the other was treated with acetylsalicylic acid from 11 weeks for signs of threatened
abortion. No thrombotic or hemorrhagic complications were observed in any of the patients dur-
ing pregnancy or the post-partum period. We believe that pregnancy in patients with ET repre-
sents a risk. Close monitoring is therefore indispensable and antiaggregant therapy might be of
benefit.
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bleeding time 5 min. Epinephrine-induced
platelet aggregation was notably reduced. The
patient was asymptomatic and thus not treated.
She had had two normal pregnancies before the
diagnosis of ET. Her third pregnancy occurred
in January 1991, when her platelet count was
900u109/L, and ended in spontaneous abortion
at 11 weeks (platelets 850u109/L).

ET was diagnosed in patient #3, a 37-year-old
woman, in April 1987. She had a platelet count
of 700u109/L and a bleeding time of 7 min, with
spontaneous platelet aggregation and greatly
reduced epinephrine-induced platelet aggrega-
tion. No treatment was given because she had
no symptoms. Her first pregnancy started in
October 1988 (platelet count 670u109/L); it was
uneventful, and she had a full-term normal
delivery. Her platelet count was then 950u109/L.
The baby girl weighed 2950 g and had an Apgar
score of 9 at 1 min. The placenta, which weigh-
ed 450 g, was without infarctions or hemato-
mas. The post-partum period was normal.

Patient #4 was diagnosed has having ET when
she was 21. Her platelet count was 680u109/L,
bleeding time 6’30”, and epinephrine-induced
platelet aggregation was markedly decreased.
She was asymptomatic and thus was not given
therapy. Her first pregnancy occurred in
September 1991, when she had a platelet count
of 680u109/L. When signs of threatened abor-
tion appeared (moderate vaginal bleeding and
abdominal pain) at 11 weeks of gestation
(platelets 700u109/L), treatment with acetylsali-
cylic acid 300 mg/day was started. The signs
regressed completely, the patient remained
asymptomatic and the pregnancy was moni-
tored with serial clinical and ultrasound assess-
ments. She had a normal delivery at term when

the platelet count was 810u109/L. The male
infant weighed 3200 g and had an Apgar score
of 8 at 1 min. The placenta weighed 365 g and
presented rare microinfarctions. The post-par-
tum course was uneventful.

Hematologic characteristics and the outcome
of the pregnancies of our patients are summa-
rized in Table 1. 

Discussion
Information on pregnancy in ET is still limit-

ed and often contradictory. Published data is
summarized in Table 2. Some authors report
normal pregnancies11 and others describe an
increased incidence of intrauterine death, fetal
growth retardation and recurrent spontaneous
abortion.6,9,10 In these latter cases, the presence
of numerous acute or chronic placental infarcts,
with or without chorionic villous fibrosis, sug-
gests greater thrombotic tendency in these
patients that leads to placental ischemia and
spontaneous abortion.5,6,8

Although these histological findings might
justify the use of acetylsalicylic acid and/or
heparin, it is difficult to define the best thera-
peutic approach since only a few cases have
been reported in the literature and no con-
trolled studies have been performed.

Furthermore, acetylsalicylic acid may increase
the risk of bleeding in ET patients, particularly
in those with a history of hemorrhagic events,
and there is a lack of significant predictive cor-
relations between laboratory tests and clinical
complications.3 In our patients the most fre-
quent causes of early abortion could be exclud-
ed, except for smoking in the case of patient #1.
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Table 1. Hematologic characteristics and outcome of pregnancy in 4 ET patients.

n. age pregnancy plt count before plt count after therapy outcome complications
pregnancy pregnancy

1 34 first 850 970 — SA (6 weeks) —

2 33 third* 900 900 — SA (9 weeks) —

3 37 first 650 670 — ND —

4 21 first 680 700 ASA 300 mg/die ND —

Plt: platelets; SA: spontaneous abortion; ND: normal delivery; ASA: acetylsalicylic acid.
*The first after ET diagnosis.
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She smoked 20 cigarettes a day, whereas the
other 3 patients were non smokers. The deci-
sion not to administer acetylsalicylic acid to
patient #1 was based on a history of sponta-
neous bleeding and a bleeding time of 11 min-
utes. Patient #2 was not given acetylsalicylic acid
because she aborted so early in the pregnancy.
In fact, most authors report that placental
thrombotic events occur most frequently after
the 17th week and therefore they recommend
starting antiaggregant and/or anticoagulant
therapy at this time.4,8 Unfortunately, the abor-
tions occurred too soon in patients #1 and #2 to
study the histology of the placenta. Our third
patient had a complication-free pregnancy and
gave birth to a full-term healthy baby without
having received any therapy. In the last patient
antiaggregant therapy with acetylsalicylic acid
was associated with complete resolution of the
signs of threatened abortion, and the pregnancy
was successful. Unlike other authors,4 we did not
observe a reduction in platelet count after the
first trimester, nor did thrombotic or hemor-
rhagic complications arise during the pregnan-
cy or the post-partum period in any of our
patients.

As far as management of patients with a
myeloproliferative syndrome during pregnancy
is concerned, we feel that the teratogenic risk
involved in treatment with cytotoxic drugs
(alkylating agents, hydroxyurea), particularly
during the first trimester, is too high to justify
using them.12 We have no experience with
plateletpheresis, the role of which would seem
to be limited to treatment of acute complica-
tions.9,12

Published data regarding the efficacy and
safety of a-interferon (a-IFN) in pregnant
women with ET is still limited; however, suc-
cessful experiences have recently been describ-
ed. In fact, a-IFN was used in the first trimester
in two cases with good results and no ill
effects;13,14 other patients received IFN during
the second and third trimesters with favorable
results.15

Although untreated patients may experience
uneventful deliveries,16 acute or chronic placen-

tal infarcts are frequent and are often associated
with spontaneous abortions and fetal growth
retardation.5,8,12 For these reasons we believe that
pregnancy in patients with ET is a risk, and we
think that antiaggregant therapy could be use-
ful in reducing high fetal morbidity and mor-
tality rates. The schedule and the best period
for beginning such treatment still needs to be
determined.
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