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ABSTRACT

Introduction: Preeclampsia is a serious pregnancy-related
complication. Platelets are potentially important in the pathogenesis
of preeclampsia, and platelet function analyses may prove as
a sensitive preeclampsia biomarkers. It is well established that
pregnancy itself induces a pro-coagulant state due to a rise in
the levels of pro-coagulant proteins and a lower level of some
endogenous natural anticoagulants. Additionally, it has been reported
that preeclampsia is associated with an increase in platelet function.

Aim: To assess the platelet indices in preeclamptic and
normotensive pregnant women.

Materials and Methods: This cross-sectional study was conducted
in the Department of Obstetrics and Gynaecology at RL Jalappa
Hospital and Research Centre, Kolar, Karnataka, India. A total of
132 pregnant women were involved in this study. Among them
66 were preeclamptic women treated as cases (Group A) and 66
were normotensive pregnant treated as controls (Group B). The
duration of the study was from October 2018 to July 2020. A
detailed clinical history along with the antenatal examination was
done. The Blood Pressure (BP) recording were documented and
for the patient with hypertension repeat BP recording after four
hours were documented. Complete blood count was done for all
the patients and White Blood Cells (WBC), Platelet Count (PC),
Mean Platelet Volume (MPV), Platelet Distribution Width (PDW) were
documented in all the patients. Comparison was done between the
platelet indices of normotensive pregnant women and women with
preeclampsia using Chi-square test.
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Results: In this study, majority of the subjects were in the age
group of 21-30 years in group A and 18-25 years in group B.
The PC was 50,000-1 lac in about 26 (39.4%) in group A. The
mean PDW (fl) was 12.62+2.14 in group A and in group B it
was 10.98+1.06. The mean MPV (fl) (femtoliter) was 10.27+1.11
in group A and in group B 9.81+1.01. There was a statistically
significant difference in clinical parameters like PC, PDW (fl) and
MPYV (fl) between the study groups (p-value <0.05). In the present
study, adverse foetal outcomes were more in group A than group
B. In group A, 40 babies born to preeclamptic mothers showed
adverse outcomes. Twelve (30%) cases suffered Intrauterine
Growth Restriction (IUGR). In group A, 39 cases and in group B
26 cases showed maternal abnormalities. Placental abruption
was observed in 9 (23.08%) patients of group A and 2 (7.69%)
in group B and anaemia was observed in 9 (23.08%) patients in
group A and 7 (26.92%) in group B.

Conclusion: This study concluded that there is decrease in PC
and increase in the platelet indices like MPV, PDW, in preeclampsia
women as compared to normal pregnant women. Adverse neonatal
outcomes like IUGR and foetal distress were also found to be
more in women with preeclampsia (not statistically significant).
Particularly in developing countries like India, the platelet indices
can be used as effective biomarkers which are both easy and
economical to obtain. Platelet indices can be used as a prognostic
tool, for prediction of preeclampsia and help in improving the feto-
maternal outcome.
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INTRODUCTION

The preeclampsia is a multisystemic pregnancy complication,
characterised by the presence of high blood pressure and proteinuria
after the 20" week of pregnancy. It is considered as one of the
major health problems associated with pregnancy and one of the
causes of maternal mortality world-wide with prevalence of 5-8%
[1]. In India, preeclampsia is reported to be 8-10%. The prevalence
of hypertensive disorders of pregnancy in India was found to be
as 7.8% with preeclampsia in 5.4%. Around 16-18% of maternal
perinatal deaths and up to 40% of foetal and neonatal deaths is
caused due to preeclampsia [2].

Although, the exact pathogenesis of preeclampsia remains unknown,
placental vascular under perfusion, maternal endothelial damage
and increased vascular permeability are thought to contribute
to the pathophysiology of the disease that leads to activation of
platelets [3]. These platelets activate the coagulation system leading
to increase consumption as well as bone marrow production of
platelets resulting in increased platelet indices such as MPV, PDW
and Platelet Large Cell Ratio (PLCR) [4].
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The primary well-known function of platelets is haemostasis or
prevention of bleeding during the earlier stages of clot formation
[5]. PC and platelet indices, such as MPV, PDW and PLCR, are
a group of derived platelet parameters obtained from automatic
complete blood count. Platelet parameters are suggested as a
good candidate for diagnosis and prognosis preeclampsia [6].

Main causes of preeclampsia are placental vascular under perfusion,
maternal endothelial damage and increased vascular permeability.
Platelet consumption increases during preeclampsia due to
abnormal platelet endothelium interaction. Platelets are activated
by injured endothelium leading to increased platelet consumption
which in turn triggers bone marrow to produce more platelets. The
platelets produced are bigger in size resulting in increase of platelet
indices like MPV, PDW [7]. Clinical presentation of preeclampsia is
highly variable and can sometimes be even asymptomatic. Early
onset of preeclampsia causes foetal growth restriction while late
onset causes many long-term consequences like metabolic
syndromes, inflammation, and chronic endothelial impairment.
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Preeclampsia requires earlier diagnosis and appropriate intervention
as it can progress rapidly. Preeclampsia can progress to eclampsia
and cause adverse foetal outcomes such as preterm birth, small-
for-gestational-age babies, placental abruption, perinatal death and
increase the risk of cardiovascular and cerebrovascular diseases
and venous thromboembolism later in life [8]. It has been found
that identifying women at risk of developing preeclampsia and
administration of prophylactic aspirin reduces risk of preeclampsia
by 17% and 14% reduction of foetal death risk [9]. Measurement
of blood pressure and proteinuria are told to be gold standards for
diagnosis of preeclampsia are difficult in low resource settings and
the measurements may not be always accurate. Sensitive, cost-
effective, easy to perform biomarkers are necessary particularly in
developing countries like India for detection of pregnant patients at
risk of developing preeclampsia. Blood or urinary biomarkers that
help in diagnosis of preeclampsia will help in easy detection and
subsequent management which helps in reducing preeclampsia
associated complications [10].

Platelet indices can be easily be obtained through routine blood
investigations and can used to predict preeclampsia. Early detection
or prediction of preeclampsia is imperative and non invasive diagnostic
methods based on biomarkers holds a potential use [11].

In India, preeclampsia is reported to be 8-10%. PC decreases while
MPV and PDW increase as pregnancy advances, and these changes
are more pronounced in preeclampsia than normotensive pregnancy
[12]. Another study by Singh A and Varma R performed on 150
pregnant women admitted in Obstetrics ward in India concluded that
platelet indices showed a significant variation along with the severity of
the disease [13]. Platelet indices, especially PDW and plateletcrit, can
be used along with PC to evaluate the severity of preeclampsia and
eclampsia instead of relying on PC alone.

There is a need for evaluation of markers of platelet activation in
cases of preeclampsia as it has been seen that platelet-related
parameters are not seriously analysed in cases having normal PC.
Evaluation of platelet indices can also help to asses such cases.
However, their functions as a tool for predicting and suggesting
the prognosis of preeclampsia have not been extensively studied
in developing countries specially in India. There is dearth of literature
regarding changes in platelet indices during pregnancy. Thus, the
purpose of this study was to compare PC, and platelet indices (MPV,
PDW, between preeclampsia and normotensive) pregnant women
and to assess their role in diagnosis and prediction of preeclampsia
development.

MATERIALS AND METHODS

A cross-sectional study was conducted in Department of Obstetrics
and Gynaecology at RL Jalappa Hospital and Research Centre,
Kolar, Karnataka, India, for a period of 20 months from October
2018 to July 2020. Normotensive and preeclampsia pregnant
females attending Outpatient Department (OPD) in Department of
Obstetrics and Gynaecology at RL Jalappa Hospital and Research
Centre, Kolar, Karnataka, constituted the study population. Study
was approved by Institutional human Ethics Committee (IEC) (No.
SDUMC/KLR/IEC/149). Informed written consent was taken from
all the participants and only those participants willing to sign the
informed consent were included in the studly.

Sample size calculation: The sample size was deduced based
on the data as per study between normotensive pregnant women
and preeclamptic women in the study [14]. A total of 132 patients
were divided into 66 each in group A and B were recruited by
convenient sampling.

Group A- Singleton pregnancy with hypertension developed after
20 weeks of pregnancy.

Group B- Singleton normotensive pregnant women.
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Inclusion criteria:
Pregnant women between 18-40 years of age.
- Hypertension developed after 20 weeks of pregnancy (group A).

Healthy normotensive pregnant women of >20 weeks gestation
with a live singleton foetus were eligible and approached for
recruitment (group B).

Exclusion criteria: Patient with coagulation disorders like idiopathic
thrombocytopenia, sickle cell disease, viral hepatitis, cholestatic
jaundice, acute fatty liver, malaria, drug induced hepatitis, dengue
chronic hypertension.

Study Procedure

A detailed clinical history along with the antenatal examination was
done. The BP recording was documented. Patient with hypertension
repeat BP recording after four hours were documented. Urine was
examined for protienuria. Complete blood count was sent for all the
patients and WBC, PC, MPV, PDW were documented in all patients.
Then a comparison was made between the platelet indices of
Normotensive (NT) pregnant women and women with preeclampsia.
An attempt was made to find out whether there was an association
between platelet indices and the severity of preeclampsia. Foetal
outcome and maternal outcome were considered as primary
outcome variable. Age, gestational age, PC, MPV (fl), PDW (fl) and
mode of delivery was considered as other study relevant variables.

Criteria for diagnosis of preeclampsia and NT pregnancy

Preeclampsia: Onset of a new episode of hypertension during
pregnancy, characterised by:

e  Persistent hypertension (Diastolic Blood Pressure (DBP)
>90 mmHg, which was measured manually by single observer)
and

e Substantial proteinuria (>0.3 g/24 hours) [15].

This disorder can have an early onset (preeclampsia starting before
34 weeks of gestation) or late onset (after 34 weeks of gestation)
and can be classified as mild or severe, depending on the severity
of the symptoms present.

Mild preeclampsia: Systolic 2140 mmHg or diastolic 290 mmHg,
over 20 weeks of gestation (in a woman with previously normal
blood pressure) and 24 hour urine collection protein >0.3 g (urine
dipstick test >1+).

Severe preeclampsia: Systolic >160 mm Hg or diastolic >110 mmHg
(on two occasions at least six hours apart; in a woman on bed rest)
and 24 hour urine collection protein >5 g (urine dipstick test >3+; in
two random urine samples collected at least four hours apart) [16].

Pregnancy Induced Hypertension (PIH) is defined as a Systolic Blood
Pressure (SBP) reading of at least 140 mmHg and/or a DBP reading
of at least 90 mmHg. According to the American College of Obstetrics
and Gynaecology (ACOG), PIH is attributed to four main conditions,
pre-existing chronic essential hypertension; gestational hypertension;
preeclampsia; and chronic hypertension exacerbated by preeclampsia
or gestational hypertension (ACOG Practice Bulletin., 2019). New-onset
hypertension that appears after 20 weeks of gestation in two episodes
at least four hours apart is mainly due to gestational hypertension
or preeclampsia. If this elevation in blood pressure is coupled with
evidence of systemic involvement, such as proteinuria, the patient is
said to be preeclamptic [17].

Normotensive (NT): Pregnant women who had SBP readings below
140 mmHg and DBP readings below 90 mmHg were considered
normotensive. Hypertensive: Hypertensive women (Group Il) were
diagnosed according to the American College of Cardiology (ACC)
criteria, with SBP of at least 140 mmHg and/or DBP of at least
90 mmHg (ACC criteria, 2018) [17].

The normal values for MPV are 8.4-12.0 fl, PDW 8.0- 14.0 fl, normal
PC 150,000-450,000 microlitre of blood [18].
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STATISTICAL ANALYSIS

The results were represented as Mean+SD (Standard Deviation),
categorical variables were represented as percentages. For normally
distributed quantitative parameters the mean values were compared
between study groups using independent sample t-test (two groups).
Categorical outcomes were compared between study groups using
Chi-square test. The p-value <0.05 was considered significant
statistically. Statistical analysis was done by using coGuide version
V.1.0 was used for statistical analysis [19].

RESULTS

A total of 132 participants were included in the final analysis with
66 participants in each group A (preeclamptic) and Group B
(normotensive). Out of 66 participants in group A, majority 43 (65.1%)
were in between 21-30 years of age and 52 (78.7%) in group B
were in between 18-25 years of age, as shown in [Table/Fig-1].

Study group
Age (years) Group A (N=66) Group B (N=66) Chi-square | p-value
18-20 13 (19.7%) 23 (34.85%)
21-25 27 (40.91%) 29 (43.94%)
26-30 16 (24.24%) 10 (15.15%) 6.840 0.145
31-35 8 (12.12%) 3 (4.55%)
36-40 2 (3.083%) 1(1.52%)

[Table/Fig-1]: Comparison of age between study group (N=132).

Comparison of platelet parameters across the groups: Mean and
SD of platelet parameters of the groups are shown in [Table/Fig-2].
The average platelet parameters showed a significant difference
among the categories of women. The mean PDW (fl) was 12.62+2.14
in group A and in group B it was 10.98+1.06. The mean MPV (fl)
was 10.27+1.11 in group A and in group B 9.81+£1.01. There was a
statistically significant difference in clinical parameters like PC, PDW
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Stud
udy group Chi- o
Group A (n=66) | Group B (n=66) | square | value

Mode of delivery
Vaginal 23 (34.85%) 26 (39.39%)

0.292 | 0.589
LSCS 43 (65.15%) 40 (60.61%)
Gestational age (weeks) 36.51+£3.16 36.22+3.89
Gestational age (weeks)
25-25+6 3 (4.55%) 5 (7.58%)
30-32+6 6 (9.09%) 5 (7.58%)
33-35+6 9 (13.64%) 6 (9.09%) 2.240 | 0.692
36-36+6 6 (9.09%) 10 (15.15%)
37-39+6 42 (63.64%) 40 (60.61%)
Primigravida
Primi Gravida 31 (46.97%) 25 (37.88%)
Gravida 2 21 (31.82%) 22 (33.33%)

2.310 0.511
Gravida 3 11 (16.67%) 12 (18.18%)
Gravida 4 3 (4.55%) 7 (10.61%)

[Table/Fig-3]: Comparison of obstetric parameters between preeclamptic (Group A)

and normotensive pregnant (Group B) women.

Study group
Foetal outcome Group A (n=40) Group B (n=13) p-value
IUGR 12 (30%) 3 (23.08%)
Foetal distress 12 (30%) 6 (46.15%)
Doppler changes 7 (17.5%) 1(7.69%) 0.818
Intrauterine foetal demise 6 (15%) 2 (15.38%)
Fetomaternal insufficiency 3 (7.5%) 1(7.69%)

[Table/Fig-4]: Comparison of foetal outcome between preeclamptic (Group A) and

Normotensive pregnant (Group B) women.
Chi-square test was used

(fl) and MPV (fl) between the study groups (p-value <0.05).
Study group .
Chi- p-
Preeclampsia Normotensive Maternal condition Group A (n=39) | Group B (n=26) | square | value
Parameters (Group A) (n=66) (Group B) (n=66) p-value Abruption 9 (23.08%) 2 (7.69%)
Platelet count Anaemia 9 (23.08%) 7 (26.92%)
50,000-1.5 lacs 26 (39.4%) 4 (6.1%)
Premature rupture of 8 (20.51%) 1(3.85%)
1.5 lacs-2 lacs 21 (31.8%) 13 (19.7%) <0.001# membranes ' ’ 9.116 0.105
>2 lacs 19 (28.8%) 49 (74.2%) Oligohydramnios 5(12.82%) 4 (15.38%)
Platelet count 173409.09+53296.84 | 222530.3+43418.61 <0.001* Hypothyroidism 5(12.82%) 6 (23.08%)
PDW (fl) 12.62+2.14 10.98+1.06 <0.001* Rh negative 3 (7.69%) 6 (23.08%)
MPV (fl) 10.27+1.11 9.81+1.01 0.018* [Table/Fig-5]: Comparison of maternal condition between preeclamptic (Group A)

[Table/Fig-2]: Comparison of clinical parameters between preeclamptic and

healthy pregnant women (n=132).
*Denotes Chi-square test; *denotes Independent Samples t-test

Comparison of mode of delivery between groups: Out of 66
participants in group A, 43 (65.15%) preeclamptic cases had
Lower Segment Caesarean Section (LSCS) whereas in group B,
40 (60.6%) healthy pregnant women had LSCS. Mode of delivery
was not statistically significant among two groups as shown in
[Table/Fig-3].

Comparison of foetal outcome between groups: In the present
study, adverse foetal outcomes were more in group A than group
B. In group A, 40 babies born to preeclamptic mothers showed
adverse outcomes. Foetal parameters did not show any significance
among groups [Table/Fig-4].

Comparison of maternal condition between groups: In group
A, 39 cases and in group B, 26 cases showed abnormalities.
There was no statistically significant difference noted in maternal
conditions among groups as shown in [Table/Fig-5].

Comparison of baby outcomes between groups: Neonatal Intensive
Care Unit (NICU) admission was reported more in preeclampsia group
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and normotensive pregnant (Group B) women.

as 28 (42.42%) compare to normotensive group as 25 (37.88%) where
as the baby outcomes shown statistically not significant difference
between two study groups (p-value=0.239) as shown in [Table/Fig-6].

Group
Preeclampsia Normotensive Chi p-
Baby outcome (Group A) (N=66) (Group B) (N=66) square | value
IUD # 6 (9.09%) 2 (3.03%)
Mothers side 32 (48.48%) 39 (569.09%) 2.860 | 0.239
NICU* 28 (42.42%) 25 (37.88%)

[Table/Fig-6]: Comparison of baby outcome between group (N=132).
#Intrauterine Foetal Demise; *Neonatal Intensive Care Unit;

Baby shifted to Mother’s side included neonates who did not need any active intervention or
needed any NICU admission

Comparison of indication for LSCS between groups: Among the
preeclamptic women (Group A) in study population, indication for
LSCS was previous LSCS for 6 (13.95%) participants, previous 2
LSCS for 2 (4.65%) participants, Foetal distress for 15 (34.88%)
participants, Severe preeclampsia with uncontrolled BP readings
for 4 (9.3%) participants, cephalopelvic disproportion for 3 (6.98%)
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participants, prolonged labour for 6 (13.95%) participants, placenta
previa for 1 (2.33%) participants, malpresentation for 2 (4.65%)
participants and maternal desire for 4 (9.3%) participants as shown
in the [Table/Fig-7].

The distribution of BP in the preeclamptic patients has been shown
in [Table/Fig-8].

Preeclampsia Normotensive
Indication for LSCS (Group A) (n=43) | Group B (n=40)
Previous LSCS 6 (13.95%) 6 (15%)
Previous 2 LSCS 2 (4.65%) 1(2.5%)
Foetal distress 15 (34.88%) 14 (35%)
Severe PE, with uncontrolled BP readings 4 (9.3%) 0 (0%)
Cephalopelvic disproportion 3 (6.98%) 6 (15%)
Prolonged labour 6 (13.95%) 4 (10%)
Placenta previa 1(2.33%) 1(2.5%)
Malpresentation 2 (4.65%) 4 (10%)
Maternal desire 4 (9.3%) 4 (10%)

BP (in mmHg) n %

140-149 6 9.09%

150-159 29 43.94%

160-169 24 36.36%

170-179 7 10.61%

180-190 0 0%
DISCUSSION

India contributes to large number of maternal deaths occurring
globally even with rapid economic progress in past two decades
because of many factors like less female literacy rate and lesser
access and use of reproductive health services [11]. The aim of this
study was to compare PC, and platelet indices (MPV, PDW, between
preeclamptic and normotensive pregnant women and assess their
role in diagnosis and prediction of preeclampsia development. In
the present study, adverse foetal outcomes were more in group A
than group B. In group A, 40 babies born to preeclamptic mothers
showed adverse outcomes. Twelve (80%) cases suffered IUGR.
In group A, 39 cases and in group B, 26 cases showed maternal
abnormalities and placental abruption and anaemia were the main
abnormalities observed in both the groups.

The majority of the subjects were in the age group of 21-30 years in
group A and 18-25 years in group B the present study. This finding
was in comparison to a cross-sectional study by Gogoi P et al., where
the mean age of the women with preeclampsia was 28.5+5.6 years
compared with 27.8+5.5 years in the control group (p>0.05)
[20]. In the present study majority 31 (47%) were primagravida in
group A and 25 (38%) in group B. This finding was in contrary to
a case-control study by Hassan HES et al., where 9 (22.5) out of
40 in group A (healthy patient) and 18 (40%) out of 45 in group B
(preeclampsia) were primagravida [21]. Primiparous women have
increased risk when compared with multiparous women because
immune tolerance will be developed during first pregnancy which
will be carried over to subsequent pregnancies. This is applicable
only when the first pregnancy is free from preeclampsia. This finding
was in similarity with a hospital based unmatched case control
study by Grum T et al., where primigravida was found to be risk
factor for preeclampsia on the multivariable analysis and the odds
of developing preeclampsia were 2.68 times higher in women with
primigravida comparing to the women with multigravida (AOR: 2.68
95% CI: 1.38, 5.22) [22].

This observation of low PC in women with preeclampsia was similar
to that found in studies like study by Mohapatra S et al., Annam V et
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al., [23,24] The PCs were lower while the MPV, PDW and PLCR were
increased in preeclampsia and eclampsia as compared to control
group, Dogru HY et al., prenatal thrombocyte counts were separated
into three groups as 150,000/mm? (Group 3), mean thrombocyte
volumes of groups were calculated 10.11+0.72 fl, 18+0.48 fl,
7.82+0.53 fl, respectively [25], Chirag Buch A et al., In severe grade,
the mean PC was on lower side than mild to moderate grade [26],
however, it was not statistically significant. Though, platelet indices
like MPV, PDW and PLCR are on higher side in severe grade of
preeclampsia as compared to mild to moderate grade, it was also
statistically insignificant and Freitas LG, et al., PDW was higher in
preeclampsia comparing to normotensive pregnant (p=0.028) and
to non pregnant women (p<0.001) [27]. MPV was higher in sPE
comparing to normotensive pregnant and non pregnant women
(p=0.05 and p<0.001, respectively. The main reason for decrease
in PC in preeclampsia is endothelial cell activation and dysfunction
which causes increased consumption of platelets.

Platelet activation causes morphological changes of platelets. These
changes include changes to spherical shape and pseudopodia
formation. Platelets with increased number and size of pseudopodia
differ in size thus increasing PDW. There was a significant difference
statistically in clinical parameters like PC, PDW (fl) between the study
groups in the current study. This finding of increased PDW in women
having preeclampsia was reported in studies by Mohapatra S et al.,
(2.38 lacs/mm*+0.33 in control group, 2.23 lacs/mm?é+0.19 in mild
PIH, 1.82 lacs/mm?3+0.45 in preeclampsia and 1.21 lacs/mm?3+0.49
in eclampsia) [23], Chirag Buch A, et al., In severe grade, the mean
PC was on lower side than mild to moderate grade, however, it was
not statistically significant [26]. Though, platelet indices like MPV,
PDW and PLCR are on higher side in severe grade of preeclampsia
as compared to mild to moderate grade, it was also statistically
insignificant and Freitas LG et al., platelet activation causes endothelial
dysfunction and increased platelet consumption during low grade
intravascular coagulation [27]. This results in release of younger
platelets by bone marrow which increases MPV because of their
larger size [28].

The increase in MPV associated with preeclampsia is reported in
study by Chirag Buch A et al., and in another study by Gioia S
et al., a study by Ozdemirci S, et al,, [26,29,30]. Another study
Kanat-Pektas M et al., concluded that when MPV of 10.1 or more
and PAPP-A MoM (pregnancy associated plasma protein) of 0.33
or less are conjoined as a threshold, the pregnancies can be
prediced with high sensitivity and specificity that they are at risk of
developing preeclampsia [31]. Another two studies by Yang SW et
al., and Bellos | et al., also reported MPV as a good predictor for
preeclampsia [32,33].

Out of 66 participants in group A, the mode of delivery was vaginal
for 34.8% participants and LSCS for 65.1% participants. Out of 66
participants in group B, the mode of delivery was vaginal for 39.3%
participants and LSCS for 60.6% participants. In a systematic
review by Amorim MMR et al., through Cochrane database system
concluded that there is no evidence from randomised controlled
trials to inform decisions regarding planned caesarean section
versus vaginal birth for severe preeclampsia [34].

On comparing the neonatal outcomes, it was found that IUGR was
noted in 30% in preeclampsia group as against 23% in group B
normal group. This finding was supported in a study by Odegard RA
et al., which concluded that severe and early onset preeclampsia
were associated with significant foetal growth restriction [35]. Foetal
distress was also noted to be in a greater number of participants
with preeclampsia.

There was not much difference in percentage of neonates shifted to
NICU after birth in two groups in the study. Twenty eight (42.42%) in
group A and 25 (37.88%) in group B were admitted to NICU.

The novelty in this study is the simultaneous use of a combination of
PC and MCV and PWD as markers for prediction of preeclampsia.
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These simple and relatively inexpensive markers can be used for close
prenatal monitoring, help earlier recognition of preeclampsia in high risk
cases and thus allow appropriate anti-hypertensive therapy. Further
insight into the pathophysiological role of platelets in preeclampsia
may facilitate a targeted strategy for preeclampsia prevention.

Limitation(s)
The main limitation was small sample size and generalisation of
results requires support of evidence from similar large studies.

CONCLUSION(S)

This study concluded that there is decrease in PC and increase in
the platelet indices like MPV, PDW in preeclampsia group compared
to normotensive group and the difference in laboratory findings of
platelet indices was significant among the groups. Platelet indices
can be used as a prognostic tool, for prediction of preeclampsia and
help in improving the feto-maternal outcome. Further multicenter
studies with large numbers of patients and prolonged follow-up are
required in this population to confirm these findings.
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