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Pregnancy and Aplastic Anaemia 

Cecil Ross, Sangeeta Saksena, Rita Mhaskar 

Dept of McdiCI II C n11d Dept. of Ol,stcl nc & Cttllnccology, St. Joil11 's Medical College Hospitnl, Bn11galon: 

Summary 

1\pla::-.ti c A naemia (AA) is a rare disorder. Since the 1 '' description in 1888 by Ehrli ch only about H2 
cascs have been described in pregnancy. We report 6 cases diagnosed and managed between l Y90- l 9YH. 

Untreated AA has SO'X, mor talit y. We had 33% maternal mortalit y and SO'Yo pregnancy wastage. 
1\ \'el i labilit y of blood components has improved the prognosis of the disease but making the best choice 
w ith regards pregnancy management remains ambiguous due to the lack of a definit e causal relationshi p 
between the two entities. In our study of 6 patients, 2 had worsening of AA during pregnancies with 
spontaneous recovery after deli very and 1 patient, a primigravida, had AA during pregnancy w ith 
spontaneous recovery thereafter. Two patients died during/ immediately after their 1'' pregnancy and no 
associati on could be made. No association with pregnancy was apparent in 1 patient. In case o( no 
improvement in blood counts with blood component transfu sions, pregnancy is terminated in maternal 
in tcrcst. Treatment with cyclosporine is undertaken in case of no spontaneous remission after deli \'Cry. 
Bone marrow transplan t is an attractive option in the non-pregnant state. 

Introduction 

Ap lasti c anaemia (AA) is a marrow failure 
�~ �)� ndronw characteri zed by pancytopenia in peripheral 
blood and ,1 hypocellul ar marrow. It was first defined as 
a dintc,l l enti ty by Ehrli ch in 1888 in a pregnant woman. 
However it is d iff icult to be certain about a definit e causal 
relationship between pregnancy and A A. Aplastic 
anaemia diagnosed in pregnancy is a serious event with 
ri sks to both mother and foetus. H ow ever, better 
understanding of (AA) in the past decade, the availability 
of blood components and antibioti cs has improved the 
prognosis of this d isease. We describe 5 cases of AA 
prc::-.cnlmg Ill pregnancy and 1 in the post partum period. 

Materi als and Methods 

Between 1990-1998, 86 patients were diagnosed 
,b aplastJC ,lnactma. The criteria used fo r diagnosis were 

4-.J. 

... 
' 

cytopenia in the peripheral blood w ith at le<1st two of the 
foll owing three criteria (a,b,c,) and a mar row biopsy as 
proposed by the Internati onal Agranulocytosis and 
Aplastic Anaem1a study (1987). 
a) Hb < 10 gm / dl (b) Platelet count < 50 ' 10"/ L (c) 
Leukocyte count < 3.5 x 109 / L or granulocytes < 1.5 x 
109 / L and a bone marrow biopsy shovving 
l ) decreased cellularity with absence or depleti on of all 
hemopoietic cells or normal cellul arit y due to focal 
erythroid hyperplasia with depleti on of granulocytes 
and megakaryocytes. 
2) absence of signifi cant fi brosis or neoplasti c tn filt ration. 
A retrospective analysis of all pati ents w ith pregnancy 
and aplastic anaemia was done. 

Results 

There were 86 cases of /\A diagnosed at SJMC H 
over a 8 year period, 34 pati en ts were females and 'i2 
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were males. Eighteen women were in the reproductive 
age (15-44 yrs) at time of diagnosis. Five women were 
pregnant at the time of the bone marrow study. One was 
m the postpartum period. These 6 cases form the subjects 
of thi;, studv. None of them had exposure to drugs/viral 
ll1 fect1ons I hepatitis. 

All of them tested negative for the serological 
tests including OCT, ICT, ds DNA, anticardiolipin 
antibody, antinuclear antibody and Ham's test. 

A brief description of the 6 cases and their 
management is detailed in Table 1. 

Discussion 

According to van Besien (1991) the relationship 
between AA and pregnancy remains controversial. Many 
case reports ( uda et al, 1978; Aitchison, 1989; van Besien 
et at 1991 and Young and Macegeioski, 1997) have 
described /\A in pregnancy. That pregnancy is an 
eti ological factor in AA is supported by description of 
spontaneous haemotological improvements following 
mduced abortions or delivery I relapse on subsequent 
pregnancy (van Besien et al, 1991). In addition pre­
C'\lSting AA is worsened in pregnancy. Pregnancy is 
postulated to cause AA by hormonal mechanisms 
(I.::. vans. l %8). One may speculate that the immLmological 
stress of pregnancy on a subclinically damaged marrow 
may play a part but there arc no good data to support 
any of these hypothesis. The paucity of cases is apparent 
from periodic literature reviews. Pregnancy is mentioned 
c1s a possible cause of AA in recent rev1ew articles by 
Young & Macegciosk1 (1997) and Eva C G (1997) and 
hence there is a case for termination of pregnancy. 
However Sud a et al (1978) have felt that the association 
IS coincidental and pregnancy should be allowed to 
continue. 

Women who have pre-existing AA should be 
caut1uned ot the risk of relapse and possible need for 
termination of pregnancy despite being in remission as 
111 our case 1. Management depends on the stage of 
pregnancy at which pancytopenia develops and on 
maintainmg mother's blood count. It is essenti al to 
monitor foetal growth and development where 
pregnancy is allowed to continue with blood support. 
We have preferred to deliver the baby vaginall y by 
prov1ding maximal blood support at the time of delivery. 

In view of the different profiles of our patients, 
we believe that there arc 3 subsets of AA in pregnancy. 
1) Pregnancy induced AA 
2) Pregnancy associated AA 

... 
' 

3) Transient marrow suppression induced by 
pregnancy 

According to Aitchison et al (llJH9), anti­
lymphocyte globulin may be safe in pregnc1ncy. Bone 
marrow transplant, a treatment given to ..,uch patient;, 
in non-pregnant state has not been performed during 
pregnancy. Earliest report of m.arrow transplant is one 
in a 6 weeks postpartum patient by Doney K d a! (1985). 

The disease is potentially fatal and hence if there 
is no improvement in blood counts after replacement 
with blood components termination of pregnancy should 
be done in the mother's interest. 

Treatment after delivery with cyclosponnc i;, 
undertaken if there is no spontaneous remission of the 
disease. 
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