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IntrOductIOn
Thrombocytopenia, a frequently prevalent clinical condition, is 
characterised by a decrease in peripheral blood platelet counts 
below the normal threshold of 150,000/μL [1]. Based on the 
platelet counts, thrombocytopenia is categorised as mild (100,000 
to 150,000/μL), moderate (50,000 to 100,000/μL) and severe (less 
than 50,000/μL) [2]. The severity of thrombocytopenia is closely 
correlated with the risk of bleeding, as evidenced in the literature. 
For instance, patients with platelet counts above 50,000/μL are 
often asymptomatic, while those with counts between 30,000 and 
50,000/μL may present with purpura or experience bleeding only 
with trauma [3]. In contrast, counts below 30,000/μL significantly 
increase the risk of spontaneous bleeding, petechiae and 
bruising, particularly when counts drop below 10,000/μL, which is 
considered a haematological emergency [4].

In recent years, fever accompanied by thrombocytopenia has 
emerged as a common clinical presentation in tertiary care hospitals, 
often complicating the diagnostic and therapeutic landscape. 
Established infectious causes, particularly dengue fever, are well-
documented for their association with thrombocytopenia, exhibiting 
a prevalence of 40-79% and posing a significant risk of mortality due 
to bleeding complications [2]. Additionally, malaria, endemic in many 
regions of India, is frequently linked to mild thrombocytopenia, with 
studies indicating an incidence range of 40.5-85% [5]. The clinical 
implications of thrombocytopenia extend beyond platelet counts, 
as factors such as coagulopathy and the underlying aetiology 
significantly influence bleeding risk. For instance, in primary Immune 
Thrombocytopenic Purpura (ITP), the severity of thrombocytopenia 

does not consistently predict bleeding outcomes, indicating that 
platelet function and other haemostatic factors are critical [6].

Given the complexity of thrombocytopenia and its associated risks, 
early identification and intervention are crucial to prevent fatal outcomes. 
While numerous studies have focused on specific aetiologies or 
symptoms like fever in adults with thrombocytopenia [7,8], there 
remains a notable gap in comprehensive research addressing the wide 
aetiological spectrum of thrombocytopenia in India [9,10]. Therefore, 
the present study aimed to elucidate the clinical and aetiological 
profiles of patients with thrombocytopenia without bicytopenia or 
pancytopenia, while examining the concordance between the severity 
of thrombocytopenia and bleeding manifestations.

MAtErIALS And MEtHOdS
This cross-sectional hospital-based study was conducted over 
19 months (July 2022 to January 2024) in the Department of 
Medicine at Jagjivan Ram Hospital, Mumbai, Maharashtra, India. 
The study was carried out in accordance with the Declaration of 
Helsinki and Indian Council of Medical Research (ICMR) and Good 
Clinical Practice (GCP) guidelines and written informed consent 
was obtained from the patients. The study was approved by the 
Scientific Reserach Committee of Jagjivan Ram Railway Hospital 
(No. E/MD/173//1/MS/Pt-III/DNB, Dated: 11 July 2022).

Inclusion criteria: Patients of both sexes aged over 18 years who 
attended the in-patient or out-patient departments with a platelet 
count below 150,000/μL, regardless of their symptoms were 
included in the study.
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ABStrAct
Introduction: Thrombocytopenia, characterised by low platelet 
count, is a common haematological condition associated with 
various infectious diseases, including dengue and malaria. 
Understanding the relationship between the severity of 
thrombocytopenia and bleeding manifestations is crucial for 
effective patient management.

Aim: To determine the clinical and aetiological profile of patients 
with thrombocytopenia and assess the association between 
the severity of thrombocytopenia and bleeding manifestations 
across different conditions.

Materials and Methods: This cross-sectional study was 
carried out at a tertiary care hospital from July 2022 to January 
2024 and a total of 197 patients with platelet counts below 
150,000/μL were included. Patients were categorised based 
on their platelet counts and World Health Organisation (WHO, 
1981) bleeding grades. Clinical data, including demographics, 
laboratory findings and bleeding manifestations, were collected 
and analysed. The need for platelet transfusion was assessed 

in relation to the severity of thrombocytopenia. Descriptive 
statistics were used and results presented in means and 
percentage.

results: Dengue (n=97, 49.2%), malaria (n=47, 23.9%) and 
sepsis (n=19, 9.6%) were the most frequent aetiological causes 
of thrombocytopenia, with P. vivax malaria diagnosed in 31 
(65.9%) of the malaria patients. Physical examination revealed 
skin manifestations (petechiae, purpura, bruises, ecchymosis 
and hyperpigmentation) in 14 (60.9%) patients, followed 
by bleeding gums in 8 (34.8%) patients. The prevalence of 
moderate thrombocytopenia (75,000-150,000/μL) was noted 
in 73 (37.1%) patients, while only 40 (20.3%) had severe 
thrombocytopenia with platelet counts <25,000/μL. Among the 
23 patients with bleeding, 16 (69.6%) had WHO grade 1, with 
15 (65.2%) requiring platelet transfusion.

conclusion: The study highlighted the high prevalence of 
moderate thrombocytopenia in patients with dengue and malaria. 
Patients with moderate and severe thrombocytopenia presented 
with bleeding manifestations and required platelet transfusion.
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rESuLtS
The patients were predominantly male (n=126, 64%) and belonged 
to the age group of 18-30 years (n=85, 43.1%). The patients mainly 
presented with fever (n=162, 82.2%), generalised weakness (n=127, 
64.5%) and headache (n=77, 39.1%), with the most common sign 
being conjunctival suffusion (n=69, 35%), followed by dehydration 
(n=66, 33.5%) and rashes (n=45, 22.8%). Dengue (n=97, 49.2%), 
followed by malaria (n=47, 23.9%) and sepsis (n=19, 9.6%), were the 
most frequent causes of thrombocytopenia. One patient had both 
malaria and enteric fever. Among patients with malaria, the majority 
were diagnosed with P. vivax malaria (n=31, 65.9%). Less than half 
of the patients had a non vegetarian diet (n=94, 47.7%) and around 
one third had a history of alcohol intake (n=63, 32%) [Table/Fig-1].

exclusion criteria: Patients with bicytopenia (thrombocytopenia 
with either leukopenia or erythrocytopenia) or pancytopenia 
(thrombocytopenia combined with leukopenia and erythrocytopenia) 
were excluded from the study.

Sample size estimation: Sample size was estimated by prevalence 
and was calculated to be 197 patients using the following formula:

n=
Z2 pq

L2

Where z=standard normal variate at a 95% confidence interval 
(1.96), p=prevalence of thrombocytopenia in the general population 
(29.3%), q=100-p, 100-29.3=70.7, and L=allowable error at a 95% 
confidence interval and 5% level of significance [12].

Data collection: Data collection was conducted using a detailed 
case report form after obtaining written informed consent. A 
detailed clinical history was recorded, documenting symptoms 
such as bleeding manifestations (e.g., epistaxis, gum bleeding, 
haematemesis, melena, bleeding per rectum, menorrhagia and 
haematuria) and signs (e.g., petechiae, purpura, intracerebral 
haemorrhage). General examinations assessed physical parameters, 
including pallor, cyanosis, clubbing, pedal oedema and neck veins, 
along with an evaluation for splenomegaly and hepatomegaly.

Routine investigations, including Complete Blood Count (CBC), 
Random Blood Sugar (RBS), Renal Function Test (RFT), Liver 
Function Test (LFT), urine routine and microscopy (urine R/M), 
Human Immunodeficiency Virus (HIV), hepatitis B surface antigen 
(HBsAg), Electrocardiogram (ECG), chest X-ray, Bleeding Time (BT), 
Clotting Time (CT), peripheral smear and serial platelet counts, were 
performed for all patients. Special investigations, such as bone marrow 
examination, were conducted only when required for planning further 
management according to the departmental treatment protocol.

Haemorrhagic manifestations were classified based on the 
involvement of skin, subcutaneous tissue, mucous membranes, 
soft tissue and muscle. Data collection and analysis utilised the 
World Health Organisation (WHO, 1981) grading system for 
haemorrhagic manifestations. Platelet counts were categorised into 
grade 1 (75,000–150,000/μL), grade 2 (50,000–75,000/μL), grade 
3 (25,000–50,000/μL) and grade 4 (<25,000/μL) for analysis [11].

All patients received supportive care, including platelets and blood 
transfusions when necessary, along with specific treatment tailored 
to their aetiology, following hospital protocols.

Study protocol: Baseline platelet counts were performed on the 
day of admission and repeated on alternate days until a normal or 
near-normal platelet count was achieved. In patients with bleeding 
manifestations or a platelet count below 50,000/μL, daily platelet 
counts were conducted until a rising trend was observed. All 
patients received supportive care and specific treatment following 
a definitive diagnosis. Patients with platelet counts below 20,000/
μL or with bleeding manifestations were treated with platelet 
concentrate, as indicated. Patients were monitored throughout 
their hospital stay and diagnoses for each case were recorded. The 
proportion of patients receiving platelet transfusions due to bleeding 
manifestations and those requiring prophylactic platelet transfusions 
was determined.

The classification of platelet transfusion into either therapeutic (to 
treat bleeding) or prophylactic (to prevent bleeding) was based 
on the modified WHO bleeding score [13]. Recommendations for 
prophylactic transfusion relate to patients with bleeding scores of 
0 or 1, while therapeutic transfusion is indicated for patients with 
bleeding scores of 2 or higher.

StAtIStIcAL AnALYSIS
Descriptive statistics were used. Categorical and continuous 
variables were represented as frequency (percentage) and 
mean±standard deviation, respectively.

Characteristics n (%)

age group, years

18-30 85 (43.1)

31-40 49 (24.9)

41-50 18 (9.1)

51-60 18 (9.1)

61-70 27 (13.7)

gender

Male 126 (64)

Female 71 (36)

Symptoms

Fever 162 (82.2)

Generalised weakness 127 (64.5)

Headache 77 (39.1)

Chills and rigour 61 (31.0)

Abdominal pain 58 (29.4)

Vomiting 28 (14.2)

Loss of weight 10 (5.1)

Breathlessness 10 (5.1)

Cough 8 (4.1)

Bleeding gum 8 (4.1)

Haematuria 7 (3.6)

Diarrhoea 6 (3.0)

Constipation 6 (3.0)

Oliguria 5 (2.5)

Asymptomatic 2 (1.0)

Signs

Conjunctival suffusion 69 (35.0)

Dehydration 66 (33.5)

Rashes 45 (22.8)

Gastrointestinal bleed 5 (2.5)

Altered sensorium 4 (2.0)

Diagnosis (n=198)

Dengue 97 (49.2)

Malaria 47 (23.9)

Sepsis 19 (9.6)

Immune Thrombocytopenic Purpura (ITP) 15 (7.6)

Enteric fever 7 (3.5)

Chronic liver disease 6 (3.0)

Unknown 5 (2.5)

Pyrexia of unknown origin 1 (0.5)

Myelodysplastic syndrome 1 (0.5)

type of malaria (n=47)

Vivax malaria 31 (65.9)

Clinical malaria 9 (19.2)
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Of the 15 (7.6%) patients with ITP, 9 (60%) were female. These 
patients primarily presented with rashes, conjunctival suffusion 
and generalised weakness (each n=5, 33.33%) and were mainly 
managed with Eltrombopag + Steroids (n=6, 40%), Eltrombopag + 
Vitamin B12 injections (n=4, 26.7%) and Eltrombopag + Rituximab 
(n=4, 26.7%) [Table/Fig-2].

Overall, the most common blood group was O positive (n=92, 
46.7%), followed by B positive (n=45, 22.8%) and A positive (n=25, 
12.7%), in decreasing order. In patients with dengue, malaria and 
ITP, the most common blood group was O positive (n=49, 50.5%; 
n=24, 51.1%; and n=6, 40%, respectively). In corresponding cases, 
the second most common blood group was B positive (n=23, 
23.7%), while A and B positive (each n=8, 17%) and A positive (n=5, 
33.3%) were also noted [Table/Fig-4].

Falciparum malaria 7 (14.9)

History (n = 197)

Non vegetarian diet 94 (47.7)

Alcoholism 63 (32.0)

H/O Thrombocytopenia in past 27 (13.7)

H/O travel 18 (9.1)

H/O platelet transfusion 16 (8.1)

Any long-term medication 14 (7.1)

H/O recent vaccination 13 (6.6)

Family H/O thrombocytopenia/bleeding 9 (4.6)

H/O Liver disease 8 (4.1)

H/O Malignancy 6 (3.0)[table/Fig-1]: Demographic and clinical characteristics.

Characteristics n (%)

gender

Female 9 (60.0)

Male 6 (40.0)

Signs and symptoms 

Rashes 5 (33.3)

Conjunctival suffusion 5 (33.3)

Generalised weakness 5 (33.3)

Bleeding gum 3 (20.0)

Haematuria 3 (20.0)

Asymptomatic and no signs 2 (13.3)

Gastrointestinal bleed 1 (6.7)

Loss of weight 1 (6.7)

Dehydration 1 (6.7)

treatment modality

Eltrombopag + Steroids 6 (40.0)

Eltrombopag + Vitamin B12 injections 4 (26.7)

Eltrombopag + Rituximab 4 (26.7)

Platelet transfusion 3 (20.0)

Antibiotics 3 (20)

Withdrawal of offending drug 2 (13.3)

Eltrombopag only 1 (6.7)

[table/Fig-2]: Characteristics of ITP cases. 
ITP: Immune thrombocytopenic purpura

On physical examination, petechiae, purpura, bruises, or ecchymosis 
(n=24, 12.2%) were the most frequently observed, followed by pallor 
(n=8, 4.1%). Of the 197 patients, 23 (11.7%) had haemorrhagic 
manifestations, mainly skin manifestations (petechiae, purpura, 
bruises, ecchymosis and hyperpigmentation) (n=14, 60.9%), 
followed by bleeding gums (n=8, 34.8%) [Table/Fig-3].

Characteristics n (%)

examination findings (n = 197)

Petechia, purpura, bruises or ecchymosis 24 (12.2)

Pallor 8 (4.1)

Signs of liver failure, stigmata of alcoholism 6 (3.0)

Splenomegaly 6 (3.0)

Sternal tenderness 3 (1.5)

Hepatomegaly 2 (1.0)

Tenderness of any long bone or joints 1 (0.5)

Haemorrhagic manifestation (n = 23)

Skin manifestation (petechiae, purpura, bruises, ecchymosis, 
hyperpigmentation)

14 (60.9)

Bleeding gums 8 (34.8)

Haematuria 7 (30.4)

Gastrointestinal bleed 5 (21.7)

[table/Fig-3]: Examination findings in isolated thrombocytopenia and 
haemorrhagic manifestations.

Blood group total (n=197) Dengue (n=97) Malaria (n=47) ItP (n=15)

O positive 93 (47.2) 49 (50.5) 24 (51.1) 6 (40.0)

B positive 45 (22.8) 23 (23.7) 8 (17.0) 2 (13.3)

A positive 25 (12.7) 12 (12.4) 8 (17.0) 5 (33.3)

O negative 11 (5.6) 4 (4.1) 3 (6.4) 0

AB positive 9 (4.6) 5 (5.2) 3 (6.4) 2 (13.3)

B negative 6 (3.0) 0 0 0

A negative 5 (2.5) 4 (4.1) 1 (2.1) 0

AB negative 3 (1.5) 0 0 0

[table/Fig-4]: Blood groups of patients with dengue, malaria and ITP.

Platelet count 
(/cumm) range no. of cases

Patients that required platelet transfusion

Cases % of subgroup % of total 

<25000 40 (20.3) 15 (37.5%) 37.5% 8.0%

25000 - 50000 42 (21.3) 0 0 0

50000 - 75000 42 (21.3) 0 0 0

75000 - 150000 73 (37.1) 0 0 0

[table/Fig-5]: Platelet counts of the study population.

WHO grade no. of cases no. of patients who required platelet transfusion

Grade 1 16 (69.6%) 8 (50%)

Grade 2 5 (21.7%) 5 (100%)

Grade 3 2 (8.7%) 2 (100%)

Total 23 (100%) 15 (65.2%)

[table/Fig-6]: Comparison between the grade of bleeding and platelet transfusion.

The majority of the patients had a platelet count in the range of 
75,000-150,000 /cumm (n=73, 37.1%). Only 40 (20.3%) patients had 
a platelet count of <25,000 /cumm and 15 (37.5%) of these patients 
required platelet transfusion. Thus, platelet transfusion was required 
in only 15 (8%) patients of the study population [Table/Fig-5].

Of the 23 (11.68%) patients with bleeding, the majority had WHO 
grade 1 (n=16, 69.6%), followed by grade 2 (n=5, 21.7%) and 
grade 3 (n=2, 8.7%). Among these patients with bleeding, 15 
(65.2%) required platelet transfusion, with 46.7% (n=7) and 53.3% 
(n=8) being therapeutic and prophylactic in nature, respectively. 
Based on WHO grades, 8 (50%), 5 (100%) and 2 (100%) patients 
with grades 1, 2 and 3 bleeding, respectively, required platelet 
transfusion [Table/Fig-6].

dIScuSSIOn
Thrombocytopenia, characterised by a platelet count below 
150,000/μL, is a prevalent clinical condition with varying severity 
and bleeding risks. Mild cases are often asymptomatic, while severe 
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thrombocytopenia (<30,000/μL) increases the risk of spontaneous 
bleeding. Infectious diseases like dengue and malaria are major 
causes, with reported incidences of 40–85%. Platelet count alone 
may not predict bleeding severity, as coagulation factors also play 
a role. Despite several studies on specific causes, comprehensive 
research on the diverse aetiologies of thrombocytopenia in 
India is limited. This study evaluated the clinical and aetiological 
profiles of thrombocytopenia and its concordance with bleeding 
manifestations.

The principal findings of the study reveal that dengue was the most 
common aetiology, followed by malaria and sepsis. Most patients had 
grade 1 thrombocytopenia and a few had bleeding manifestations 
(11.68%), primarily skin-related. Additionally, the majority of patients 
with bleeding manifestations were classified as WHO grade 1, while 
all patients with grades 2 and 3 required platelet transfusions.

The most common aetiology of newly diagnosed thrombocytopenia 
in adults was dengue (49.2%). Dengue viruses have been isolated 
from polymorphonuclear leukocytes, monocytes/macrophages, 
dendritic cells and megakaryocyte progenitors, as well as being 
detected in megakaryocyte progenitors and circulating platelets 
[7]. Impaired thrombopoiesis and peripheral platelet destruction 
are proposed mechanisms for dengue-induced thrombocytopenia, 
which aligns with studies identifying dengue as the leading cause 
[14]. Malaria (23.9%) was the second most common cause, with 
thrombocytopenia observed in both P. falciparum and P. vivax 
malaria. In the present study, 65.9% of malaria patients had P. vivax, 
consistent with the findings of Krishna P and Chalamalasetty MK, 
who reported fever in 42% of patients with thrombocytopenia due 
to P. vivax [15]. The reported frequency of thrombocytopenia in 
malaria ranges from 24-94% [5]. It is postulated that malaria-induced 
thrombocytopenia results from malarial antigens binding to platelet 
surfaces, promoting the attachment of antimalarial antibodies, which 
leads to the in situ formation of immune complexes [15].

In the present study, 15 patients were diagnosed with ITP, of whom 
60% were female, indicating a potential gender predisposition. 
This aligns with prior studies reporting a higher prevalence of ITP in 
women, particularly during their reproductive years, possibly due to 
hormonal and autoimmune factors [16]. Patients primarily presented 
with clinical symptoms that were consistent with the disease 
pathophysiology, where low platelet counts lead to bleeding and 
microvascular haemorrhages. Treatment predominantly included 
Eltrombopag combined with steroids, Vitamin B12 injections and 
Rituximab. Eltrombopag, a thrombopoietin receptor agonist, 
stimulates platelet production, especially in refractory patients. 
Steroids reduce immune-mediated platelet destruction, while 
Vitamin B12 addresses potential deficiencies that may exacerbate 
thrombocytopenia. Rituximab, an anti-CD20 monoclonal antibody, 
targets B cells producing platelet-specific antibodies in refractory 
ITP [17].

In the present study, 11.7% of patients exhibited bleeding symptoms, 
with the most common being petechiae, purpura, bruises, or 
ecchymosis and hyperpigmentation, observed in 60.9% of patients, 
followed by bleeding gums (34.8%). Choudhary MK et al., reported 
that 60% of patients had bleeding manifestations, with petechiae, 
purpura and ecchymosis noted in 30%, followed by gum bleeding 
in 16.6% [18]. In contrast, Moluguri S et al., reported that bleeding 
manifestations were observed in 12% of severe thrombocytopenia 
cases (platelet count <20,000/mm³) during the defervescence 
phase, with melena being the most common, followed by epistaxis, 
gum bleeding and cutaneous bleeding [19]. The difference could be 
attributed to the exclusion of patients with anaemia, leucopenia and 
pancytopenia in the present study. 

The present study observed moderate thrombocytopenia among 
the study population, highlighting that patients, particularly those 
with viral infections like dengue and malaria, often exhibit moderate 
reductions in platelet counts rather than severe thrombocytopenia. 

The relatively low incidence of severe thrombocytopenia suggests 
that while thrombocytopenia is common, critically low platelet 
counts are less frequent in this cohort. The prevalence of moderate 
thrombocytopenia is attributed to the pathophysiological mechanisms 
of dengue and malaria. In dengue, thrombocytopenia occurs primarily 
due to impaired thrombopoiesis, platelet sequestration in the 
spleen and immune-mediated destruction of platelets [2]. Similarly, 
in malaria, thrombocytopenia is caused by splenic sequestration 
and immune-mediated destruction, particularly in patients with P. 
falciparum and P. vivax infections [5]. The moderate platelet counts 
observed may reflect the compensatory mechanisms of the body, 
maintaining platelet levels above critical thresholds despite increased 
platelet destruction. These findings align with Gebreweld A et al., who 
reported that 67% of patients had moderate thrombocytopenia, with 
malaria due to P. vivax being the most common aetiology in 75.34% of 
patients [20]. However, studies have reported a correlation between 
moderate to severe thrombocytopenia and bleeding outcomes in 
dengue and malaria, indicating that platelet count alone is a poor 
predictor of bleeding in dengue patients, where platelet dysfunction 
may also contribute to bleeding [21].

The literature suggests a link between the severity of 
thrombocytopenia and bleeding risk, as lower platelet counts 
increase the likelihood of bleeding. In the present study, 37.5% 
of patients with platelet counts <25,000/μL required platelet 
transfusion, suggesting that severe bleeding is more common in 
cases of critically low platelet counts. This was consistent with 
findings from Gamit M and Rathod G, who reported that 19.75% of 
patients needed transfusions, with 8.75% of these patients having 
counts below 25,000/μL and 44% with counts above 10,000/
μL [10]. In contrast, patients with moderate thrombocytopenia 
typically experience milder bleeding, such as petechiae or bruising 
and are less likely to need transfusions. However, studies suggest 
that bleeding can occur even with moderate thrombocytopenia, 
indicating that factors like coagulopathy or underlying health 
conditions also influence bleeding risk [22].

In the present study, the majority of patients with bleeding were 
classified as WHO grade 1 (69.6%), followed by grade 2 (21.7%) and 
grade 3 (8.7%), indicating that mild bleeding events predominated 
in this cohort. This pattern is likely due to the underlying conditions 
causing thrombocytopenia, such as dengue, malaria and ITP, which 
typically result in moderate platelet reductions rather than severe 
thrombocytopenia [23]. The higher incidence of grade 1 bleeding 
can be attributed to relatively stable platelet counts in many 
patients, leading to mild symptoms like petechiae or minor bruising, 
instead of severe haemorrhagic events [24]. Among patients with 
bleeding, 65.2% required platelet transfusion, with 50% of grade 1 
patients needing transfusions, suggesting that even mild bleeding 
may require intervention, especially in the context of underlying 
infections. All (100%) patients with grade 2 and 3 bleeding required 
transfusions, emphasising the higher risk of severe bleeding as 
thrombocytopenia worsens. Vigneron C et al., found a strong 
correlation between bleeding severity and transfusion requirements 
in haematologic malignancies, which aligns with these findings [25]. 
Conversely, Balitsky AK et al., suggested that grade 1 bleeding 
may not always necessitate transfusion, as many patients can be 
managed with supportive care alone [26].

Limitation(s)
The present study examined thrombocytopenia in patients with 
dengue, malaria and ITP, offering insights into their clinical and 
haematological profiles. However, the findings may be limited 
by the relatively small sample size of 197 patients, which affects 
generalisability. Larger studies could provide more robust data on 
the relationship between bleeding severity and thrombocytopenia. 
Additionally, the cross-sectional design may introduce biases related 
to data collection and patient selection.
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cOncLuSIOn(S)
The aetiological findings of the study demonstrated that dengue, 
malaria and sepsis are significant contributors to thrombocytopenia, 
with dengue being the most prevalent. The majority of patients 
exhibited moderate thrombocytopenia and a notable proportion 
experienced bleeding manifestations, primarily classified as WHO 
grade 1, with bleeding symptoms being predominantly skin-related. 
This indicates the need for vigilant monitoring of patients. Furthermore, 
the requirement for platelet transfusions, particularly among those 
with WHO grades 2 and 3, emphasises the importance of timely 
intervention in managing thrombocytopenia-related complications.

Acknowledgement
Authors would like to thank Dr. Vikas S. Sharma (MD), CEO, 
Maverick Medicorum® (India), for statistical analysis and medical 
writing assistance in the preparation of this article.

rEFErEncES
 Rasizadeh R, Ebrahimi F, Zamani Kermanshahi A, Daei Sorkhabi A, [1]

Sarkesh A, Sadri Nahand J, et al. Viruses and thrombocytopenia. Heliyon. 
2024;10(6):e27844.

 Castilho BM, Silva MT, Freitas AR, Fulone I, Lopes LC. Factors associated with [2]
thrombocytopenia in patients with dengue fever: A retrospective cohort study. 
BMJ Open. 2020;10:e035120.

 Patel H, Borkhade S, Rai S. Thrombocytopenia in patients of malaria – [3]
Correlation with type of malaria and its clinical significance. IOSR J Dent Med 
Sci. 2020;19(5):55-58.

 Cohena R, Garcia CA, Mena D, Castellanos M, Wu LT. Idiopathic thrombocytopenic [4]
purpura. J Med Cases. 2012;3(2):130-34.

 Kumar S, Cynthia Sr. Thrombocytopenia in malaria in children. J Commun Dis. [5]
2023;55(1):51-57.

 Liu XG, Hou Y, Hou M. How we treat primary immune thrombocytopenia in [6]
adults. J Hematol Oncol. 2023;16:4.

 Das S, Abreu C, Harris M, Shrader J, Sarvepalli S. Severe thrombocytopenia [7]
associated with dengue fever: An evidence-based approach to management of 
thrombocytopenia. Case Rep Hematol. 2022;2022:3358325.

 Karunaratna S, Ranaweera D, Vitharana H, Ranaweera P, Mendis K, Fernando D. [8]
Thrombocytopenia in malaria: A red-herring for dengue, delaying the diagnosis of 
imported malaria. J Glob Infect Dis. 2021;13(4):172-76.

 Sharma R, Sandal G, Chhabra A. Clinico-etiological profile in patients of [9]
thrombocytopenia. Int J Adv Res Med. 2022;4(1):98-102.

 Gamit M, Rathod G. A clinical and etiological spectrum of thrombocytopenia [10]
in adult patients. Trop J Pathol Microbiol. 2020;6(6):377-80. Doi: 10.17511/
jopm.2020.i06.02.

 Miller AB, Hoogstraten B, Staquet M, Winkler A. Reporting results of cancer [11]
treatment. Cancer. 1981;47(1):207-14.

 Sale SM, Bansal I, Mane VP, Mane DA. Clinicopathological spectrum of [12]
thrombocytopenia in Sangli District of Western Maharashtra: A cross-sectional 
study. Natl J Lab Med. 2022;11(3):PO01.

 Das N, Prakash S, Sahu A, Panigrahi A, Mishra D, Mukherjee S. Impact of dose [13]
and storage duration of platelet concentrates on platelet recovery between ABO 
identical and ABO non-identical random donor platelet transfusions in hemato-
oncology patients. Hematol Transfus Cell Ther. 2024;46(3):228-36.

 Khazali AS, Hadrawi WH, Ibrahim F, Othman S, Nor Rashid N. Thrombocytopenia [14]
in dengue infection: Mechanisms and a potential application. Expert Rev Mol 
Med. 2024;26:e26.

 Krishna P, Chalamalasetty MK. Thrombocytopenia in malaria and its diagnostic [15]
significance: A prospective study. J Clin Sci Res. 2023;12(Suppl 1):S1-S4.

 Beltrami-Moreira M, Sharma A, Bussel JB. Immune thrombocytopenia and [16]
pregnancy: Challenges and opportunities in diagnosis and management. Expert 
Rev Hematol. 2024;17(9):595-607.

 Roeser A, Lazarus AH, Mahévas M. B cells and antibodies in refractory immune [17]
thrombocytopenia. Br J Haematol. 2023;201(1):03-15.

 Choudhary MK, Mishra AK, Kumar P, Jamal I, Ahmad A, Prasad G, et al. Study [18]
of the aetiology and clinical manifestations of thrombocytopenia in a tertiary care 
centre. Cureus. 2023;15(7):e41511.

 Moluguri S, Tanneru S, Thanda P, Thomas SRJ. Etiological profile of febrile [19]
thrombocytopenia in children aged <12 years in a tertiary care centre. Int J 
Contemp Pediatr. 2023;10:344-48.

 Gebreweld A, Erkihun Y, Feleke DG, Hailu G, Fiseha T. Thrombocytopenia as a [20]
diagnostic marker for malaria in patients with acute febrile illness. J Trop Med. 
2021;2021:5585272.

 Mon NTS, Tangpukdee N, Charunwatthana P, Boonnak K, Krudsood S, [21]
Kano S, et al. Mimicking platelet indices in patients with malaria and dengue 
hemorrhagic fever: Characteristics and clinical applications. Trop Med Health. 
2022;50(1):76.

 Jinna S, Khandhar PB. Thrombocytopenia. [Updated 2023 Jul 4]. In: StatPearls [22]
[Internet]. Treasure Island (FL): StatPearls Publishing; 2025 Jan-. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK542208/.

 Gauer RL, Whitaker DJ. Thrombocytopenia: Evaluation and management. Am [23]
Fam Physician. 2022;106(3):288-98.

 Santoshi RK, Patel R, Patel NS, Bansro V, Chhabra G. A comprehensive [24]
review of thrombocytopenia with a spotlight on intensive care patients. Cureus. 
2022;14(8):e27718.

 Vigneron C, Devautour C, Charpentier J, Birsen R, Jamme M, Pène F. Severe [25]
bleeding events among critically ill patients with hematological malignancies. Ann 
Intensive Care. 2024;14:155.

 Balitsky AK, Liu Y, Van der Meer PF, Heddle NM, Arnold DM. Exploring the [26]
components of bleeding outcomes in transfusion trials for patients with 
hematologic malignancy. Transfusion. 2021;61(1):286-93.

PartICularS OF COntrIButOrS:
1. Junior Resident, Department of Medicine, Jagjivan Ram Hospital, Mumbai, Maharashtra , India.
2. Senior Divisional Medical Officer, Department of Medicine, Jagjivan Ram Hospital, Mumbai, Maharashtra, India.
3. Senior Divisional Medical Officer, Department of Medicine, Jagjivan Ram Hospital, Mumbai, Maharashtra, India.

PlagIarISM CHeCKIng MetHODS: [Jain H et al.]

•  Plagiarism X-checker: Feb 24, 2025
•  Manual Googling: Apr 03, 2025
•  iThenticate Software: Apr 26, 2025 (8%)

naMe, aDDreSS, e-MaIl ID OF tHe COrreSPOnDIng autHOr:
Dr. Preeti Gupta,
Senior Divisional Medical Officer, Department of Medicine, Jagjivan Ram Hospital, 
Mumbai-400008, Maharashtra, India.
E-mail: preetigupta401@gmail.com

Date of Submission: Feb 23, 2025
Date of Peer Review: Mar 08, 2025
Date of Acceptance: apr 29, 2025

Date of Publishing: Jul 01, 2025

autHOr DeClaratIOn:
•  Financial or Other Competing Interests:  None
•  Was Ethics Committee Approval obtained for this study?  Yes
•  Was informed consent obtained from the subjects involved in the study?  Yes
•  For any images presented appropriate consent has been obtained from the subjects.  NA

etyMOlOgy: Author Origin

eMenDatIOnS: 5

http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

