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ABSTRACT
Approximately one-third of patients with COVID-19 develop thrombocytopenia, and it is more commonly
seen in those with severe infection. We present a 66-year-old gentleman with confirmed COVID-19 who
developed severe thrombocytopenia during his admission. He was asymptomatic at diagnosis. He developed petechial rash over both arms, root of the mouth and under the tongue and was confirmed to have
thrombocytopaenia. This was managed by Platelet transfusion. Thrombocytopenia is usually mild in patients
with COVID-19 unlike our case. Nonetheless, a comprehensive evaluation of thrombocytopenia remains important as treatment of the underlying cause may reduce the risk of potentially catastrophic consequences.
Clinicians should remain vigilant of the association between COVID-19 and thrombocytopenia, and instigate
prompt supportive treatment accordingly.
Keywords: Brunei, COVID-19, Platelet transfusion, SARS-CoV-2, Thrombocytopenia.
Brunei Int Med J. 2021;17:40-44

ISSN 1560 5876 Print
ISSN 2079 3146 Online

Online version of the journal is available at www.bimjonline.com

Brunei International Medical Journal (BIMJ)
Official Publication of
The Ministry of Health
and
Universiti Brunei Darussalam

EDITORIAL BOARD
Editor-in-Chief

Ketan PANDE

Sub-Editors

Vui Heng CHONG
William Chee Fui CHONG

Editorial Board Members

Muhd Syafiq ABDULLAH
Alice Moi Ling YONG
Ahmad Yazid ABDUL WAHAB
Jackson Chee Seng TAN
Pemasiri Upali TELISINGHE
Pengiran Khairol Asmee PENGIRAN SABTU
Dayangku Siti Nur Ashikin PENGIRAN TENGAH

INTERNATIONAL EDITORIAL BOARD MEMBERS
Lawrence HO Khek Yu (Singapore)

Chuen Neng LEE (Singapore)

Wilfred PEH (Singapore)

Emily Felicia Jan Ee SHEN (Singapore)

Surinderpal S BIRRING (United Kingdom)

Leslie GOH (United Kingdom)

John YAP (United Kingdom)

Ian BICKLE (United Kingdom)

Nazar LUQMAN (Australia)

Christopher HAYWARD (Australia)

Jose F LAPENA (Philippines)
Advisor
Wilfred PEH (Singapore)
Past Editors-in-Chief
Nagamuttu RAVINDRANATHAN
Kenneth Yuh Yen KOK
Chong Vui Heng
William Chong Chee Fui
Proof reader
John WOLSTENHOLME (CfBT Brunei Darussalam)

ISSN 1560-5876 Print
ISSN 2079-3146 Online

Aim and Scope of Brunei International Medical Journal
The Brunei International Medical Journal (BIMJ) is a six monthly peer reviewed
official publication of the Ministry of Health under the auspices of the Clinical Research
Unit, Ministry of Health, Brunei Darussalam.
The BIMJ publishes articles ranging from original research papers, review articles, medical practice papers, special reports, audits, case reports, images of interest,
education and technical/innovation papers, editorials, commentaries and letters to the
Editor. Topics of interest include all subjects that relate to clinical practice and research
in all branches of medicine, basic and clinical including topics related to allied health
care fields. The BIMJ welcomes manuscripts from contributors, but usually solicits reviews articles and special reports. Proposals for review papers can be sent to the Managing Editor directly. Please refer to the contact information of the Editorial Office.

Instruction to authors
Manuscript submissions
All manuscripts should be sent to the Managing
Editor, BIMJ, Ministry of Health, Brunei Darussalam;
e-mail:
editor-in-chief@bimjonline.com.
Subsequent correspondence between the BIMJ and
authors will, as far as possible via should be conducted via email quoting the reference number.
Conditions
Submission of an article for consideration for publication implies the transfer of the copyright from the
authors to the BIMJ upon acceptance. The final
decision of acceptance rests with the Editor-inChief. All accepted papers become the permanent
property of the BIMJ and may not be published
elsewhere without written permission from the
BIMJ.
Ethics
Ethical considerations will be taken into account in
the assessment of papers that have experimental
investigations of human or animal subjects. Authors should state clearly in the Materials and
Methods section of the manuscript that institutional
review board has approved the project. Those investigators without such review boards should ensure that the principles outlined in the Declaration
of Helsinki have been followed.
Manuscript categories
Original articles
These include controlled trials, interventional studies, studies of screening and diagnostic tests, outcome studies, cost-effectiveness analyses, and
large-scale epidemiological studies. Manuscript
should include the following; introduction, materials
and methods, results and conclusion. The objective
should be stated clearly in the introduction. The
text should not exceed 2500 words and references
not more than 30.
Review articles
These are, in general, invited papers, but unsolicited reviews, if of good quality, may be considered.
Reviews are systematic critical assessments of

literature and data sources pertaining to clinical
topics, emphasising factors such as cause, diagnosis, prognosis, therapy, or prevention. Reviews
should be made relevant to our local setting and
preferably supported by local data. The text should
not exceed 3000 words and references not more
than 40.
Special Reports
This section usually consist of invited reports that
have significant impact on healthcare practice and
usually cover disease outbreaks, management
guidelines or policy statement paper.
Audits
Audits of relevant topics generally follow the same
format as original article and the text should not
exceed 1,500 words and references not more than
20.
Case reports
Case reports should highlight interesting rare cases
or provide good learning points. The text should not
exceed 1000 words; the number of tables, figures,
or both should not be more than two, and references should not be more than 15.
Education section
This section includes papers (i.e. how to interpret
ECG or chest radiography) with particular aim of
broadening knowledge or serve as revision materials. Papers will usually be invited but well written
paper on relevant topics may be accepted. The text
should not exceed 1500 words and should include
not more than 15 figures illustration and references
should not be more than 15.
Images of interest
These are papers presenting unique clinical encounters that are illustrated by photographs, radiographs, or other figures. Image of interest should
include a brief description of the case and discussion with educational aspects. Alternatively, a mini
quiz can be presented and answers will be posted in
a different section of the publication. A maximum of

Brunei Int Med J. 2021; 17 : ii

three relevant references should be included. Only
images of high quality (at least 300dpi) will be acceptable.
Technical innovations
This section include papers looking at novel or new
techniques that have been developed or introduced
to the local setting. The text should not exceed
1000 words and should include not more than 10
figures illustration and references should not be
more than 10.
Letters to the Editor
Letters discussing a recent article published in the
BIMJ are welcome and should be sent to the Editorial Office by e-mail. The text should not exceed
250 words; have no more than one figure or table,
and five references.
Criteria for manuscripts
Manuscripts submitted to the BIMJ should meet the
following criteria: the content is original; the writing is clear; the study methods are appropriate; the
data are valid; the conclusions are reasonable and
supported by the data; the information is important; and the topic has general medical interest.
Manuscripts will be accepted only if both their contents and style meet the standards required by the
BIMJ.
Authorship information
Designate one corresponding author and provide a
complete address, telephone and fax numbers, and
e-mail address. The number of authors of each
paper should not be more than twelve; a greater
number requires justification. Authors may add a
publishable footnote explaining order of authorship.
Group authorship
If authorship is attributed to a group (either solely
or in addition to one or more individual authors), all
members of the group must meet the full criteria
and requirements for authorship described in the
following paragraphs. One or more authors may
take responsibility ‘for’ a group, in which case the
other group members are not authors, but may be
listed in an acknowledgement.
Authorship requirement
When the BIMJ accepts a paper for publication,
authors will be asked to sign statements on (1)
financial disclosure, (2) conflict of interest and (3)
copyright transfer. The correspondence author may
sign on behalf of co-authors.
Authorship criteria and responsibility
All authors must meet the following criteria: to
have participated sufficiently in the work to take
public responsibility for the content; to have made
substantial contributions to the conception and de-

DISCLAIMER

sign, and the analysis and interpretation of the
data (where applicable); to have made substantial contributions to the writing or revision of
the manuscript; and to have reviewed the final
version of the submitted manuscript and approved it for publication. Authors will be asked to
certify that their contribution represents valid
work and that neither the manuscript nor one
with substantially similar content under their authorship has been published or is being considered for publication elsewhere, except as described in an attachment. If requested, authors
shall provide the data on which the manuscript is
based for examination by the editors or their assignees.

Financial disclosure or conflict of interest
Any affiliation with or involvement in any organisation or entity with a direct financial interest in
the subject matter or materials discussed in the
manuscript should be disclosed in an attachment.
Any financial or material support should be identified in the manuscript.
Copyright transfer
In consideration of the action of the BIMJ in reviewing and editing a submission, the author/s
will transfer, assign, or otherwise convey all copyright ownership to the Clinical Research Unit,
RIPAS Hospital, Ministry of Health in the event
that such work is published by the BIMJ.
Acknowledgements
Only persons who have made substantial contributions but who do not fulfill the authorship criteria should be acknowledged.

Accepted manuscripts
Authors will be informed of acceptances and accepted manuscripts will be sent for copyediting.
During copyediting, there may be some changes
made to accommodate the style of journal format. Attempts will be made to ensure that the
overall meaning of the texts are not altered. Authors will be informed by email of the estimated
time of publication. Authors may be requested to
provide raw data, especially those presented in
graph such as bar charts or figures so that
presentations can be constructed following the
format and style of the journal. Proofs will be
sent to authors to check for any mistakes made
during copyediting. Authors are usually given 72
hours to return the proof. No response will be
taken as no further corrections required. Corrections should be kept to a minimum. Otherwise, it
may cause delay in publication.
Offprint
Contributors will not be given any offprint of their
published articles. Contributors can obtain an
electronic reprint from the journal website.

All articles published, including editorials and letters, represent the opinion of the contributors and do not reflect the official
view or policy of the Clinical Research Unit, the Ministry of Health or the institutions with which the contributors are affi liated
to unless this is clearly stated. The appearance of advertisement does not necessarily constitute endorsement by the Clinical
Research Unit or Ministry of Health, Brunei Darussalam. Furthermore, the publisher cannot accept responsibility for the correctness or accuracy of the advertisers’ text and/or claim or any opinion expressed.

Case Report

Brunei Int Med J.2021;17:40-44

SEVERE THROMBOCYTOPENIA IN A
PATIENT WITH COVID-19: A CASE
REPORT AND REVIEW OF
LITERATURE.
Irenawati SAMAD1, Vui Heng CHONG2, Noorainun YUSOF1, Muhammad Syafiq Abdullah1,
Rosmonaliza ASLI1, Babu Ivan MANI2, Riamiza Natalie MOMIN2, Pui Lin CHONG1.
1

Raja Isteri Pengiran Anak Saleha Hospital, Jalan Putera Al-Muhtadee Billah, Bandar
Seri Begawan, BA 1710, Brunei Darussalam.
2
Pengiran Muda Mahkota Pengiran Muda Haji Al-Muhtadee Billah Hospital, Jalan Sungai
Basong, Tutong, TA 1341, Brunei Darussalam.

ABSTRACT
Approximately one-third of patients with COVID-19 develop thrombocytopenia, and it is more
commonly seen in those with severe infection. We present a 66-year-old gentleman with confirmed COVID-19 who developed severe thrombocytopenia during his admission. He was asymptomatic at diagnosis. He developed petechial rash over both arms, root of the mouth and under
the tongue and was confirmed to have thrombocytopaenia. This was managed by Platelet transfusion. Thrombocytopenia is usually mild in patients with COVID-19 unlike our case. Nonetheless,
a comprehensive evaluation of thrombocytopenia remains important as treatment of the underlying cause may reduce the risk of potentially catastrophic consequences. Clinicians should remain
vigilant of the association between COVID-19 and thrombocytopenia, and instigate prompt supportive treatment accordingly.
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INTRODUCTION

cytopenia have been observed in patients with

Coronavirus disease 2019 (COVID-19) is a

COVID-19. Thrombocytopenia is associated

novel infectious disease first reported in Wu-

with higher risk of severe COVID-19 disease

han, China in December 2019. Given its high-

and increased mortality.2 We report a case of

ly transmissible nature, COVID-19 was de-

severe thrombocytopenia in a patient with

clared a pandemic on 11th March 2020 by

COVID-19 who recovered with prompt treat-

1

WHO. COVID-19 is caused by severe acute

ment.

respiratory syndrome coronavirus 2 (SARSCoV-2) and is associated with flu-like symptoms and respiratory illness which may pro-

CASE REPORT

gress to pneumonia and acute respiratory

A 66-year-old retired army officer, normally fit

distress syndrome (ARDS). Haematological

and well, was admitted with confirmed COVID

changes such as lymphopenia and thrombo-

-19 (positive SARS-CoV-2 real time polymerase chain reaction on nasopharyngeal swab)
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MRCP Diabetes & Endocrinology, MD), Department of
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Hospital, Jalan Putera Al-Muhtadee Billah, Bandar
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Tel: +673 2242424 ext 6230

diagnosed as part of contact tracing. He was
asymptomatic and clinical examination was
unremarkable at the time of admission. Initial
laboratory results and chest radiograph were
normal.
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On day 7 of admission, he developed

normal

procalcitonin

and

normal

septic

a fever (38oC). Ground glass opacities in the

workup, antibiotic therapy was discontinued 4

left lower zone was observed on repeat chest

days after initiation. Thrombocytopenia con-

radiograph. Full blood count and procalcitonin

tinued to improve without the need for fur-

were normal (0.15ng/mL; normal range [NR]

ther platelet transfusion. Upon discharge on

<0.5), and C-reactive protein was 1.1 mg/dL

day 19, the platelet count was near normal

(NR

Lopinavir/ritonavir

(131x103/uL). Figure 1 illustrates platelet

(400mg/100mg 2 tablets twice daily) and

count trend during the period of hospitalisa-

intravenous amoxicillin-clavulanic acid (1.2g

tion.

0.0-0.9).

8-hourly) were started. Blood tests the next
day showed an uptrending CRP (1.9mg/dL),

lymphopenia

(absolute

lymphocyte

count

9

0.4x10 /L; NR 1.2-4.4) and thrombocytopenia (126x103/uL; NR 174-430). As fever per-

DISCUSSION
The

spectrum

of

clinical

presentation

of

COVID-19 varies from asymptomatic or mild

sisted, hydroxychloroquine (400mg twice dai-

disease to severe illness which may result in

ly day 1 and 200mg twice daily day 2-5) was

death. In a large Chinese series, the majority

added a day after the initiation of antiviral

of patients have mild disease (81%), 14%

and antibiotic treatment.

have severe disease and 5% were critically
ill.3 Thrombocytopenia can be associated with

On day 11, he developed a dry cough

any viral illness. Approximately 36.2% of pa-

with petechial rash over both arms, on the

tients with COVID-19 develop thrombocyto-

roof of his mouth and under his tongue.

penia and the rate rises further in those with

Thrombocytopenia worsened from 126x103/
3

severe disease (57.7.%).4 However, throm-

uL to 2x10 /uL requiring platelet transfusion.

bocytopenia encountered was generally mild

Further platelet transfusion was administered

rather than severe as in our patient.

the following day as severe thrombocytopenia
persisted.

Mechanisms underlying thrombocytopenia in COVID-19 remain unknown. It has

Relevant investigations include sterile

been postulated that direct infection of bone

blood and urine cultures, dengue (IgM, IgG

marrow cells with resultant abnormal haema-

NS1 antigen), and malarial screening, all of

topoiesis may decrease platelet production;

which were negative. Microcytic red cells, tar-

lung injury due to SARS-CoV-2 may cause

get cells and severe thrombocytopenia on a

platelet aggregation and consumption; and

background of thalassaemia trait were report-

increased autoantibodies and immune com-

ed on peripheral blood film. Lupus anticoagu-

plexes may lead to destruction of platelet.5

lant screen was absent whilst extractable nu-

Different

clear antigen antibodies (ENA) and antinucle-

have been reported, and Table I summarises

ar antibody (ANA) were negative. Prothrom-

the treatment and outcome of severe throm-

bin time was mildly elevated (12.6 seconds),

bocytopenia in patients with COVID-19 pub-

and activated partial thromboplastin time and

lished to date.6-15

treatments

of

thrombocytopenia

international normalised ratio were within
normal limits.

The likely cause of thrombocytopenia
in our patient is SARS-CoV-2 infection given

Although drug-induced thrombocyto-

the onset of thrombocytopenia in relation to

penia was unlikely, due to the severity of

the onset of viral symptoms, the absence of

thrombocytopenia, hydroxychloroquine was

pseudothrombocytopenia, the absence of au-

stopped after 3 days. With resolution of fever,

toimmune antibodies, and the absence of
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Figure 1: Trend of Platelet Count During Admission.

autoimmune antibodies, and the absence of

rin.17

other infection associated with thrombocytopenia. SARS-CoV-2 may inhibit haematopoie-

CONCLUSION

sis in the bone marrow leading to decreased

Clinicians must maintain a heightened aware-

platelet formation and thrombocytopenia. In
addition, lung injury secondary to viral infection may result in damaged pulmonary capil-

lary beds which impairs megakaryotecyte
rupture and indirectly, leads to decreased
platelet release into systemic circulation.5
Drug-induced thrombocytopenia has
been reported with lopinavir/ritonavir16, hydroxychloroquine17 and amoxicillin-clavulanic
acid18 use. However, such drug reaction is
rare and it is doubtful that these medications
were the cause of thrombocytopenia in this
case. Moreover, in the hydroxychloroquine
case report, the patient was also on hepa-

ness of thrombocytopenia in patients with
COVID-19 as its occurrence is associated with
severe COVID-19 disease and increased mor-

tality. Close monitoring and assessment for
the development of ARDS and organ dysfunction, with prompt treatment may reduce mortality. In addition, evaluation of underlying
causes of thrombocytopenia should be undertaken instead of attributing to viral infection
alone. Our patient developed severe thrombocytopenia requiring platelet transfusion and
recovered uneventfully. If left untreated, severe thrombocytopenia may lead to serious
bleeding complications and death.
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Table I: Summary of Severe Thrombocytopenia associated with SARS-CoV-2 infection.
Patient Age

Gender

Initial Presentation

Nadir Platelet

Thrombocytopenia
Treatment

Outcome

IVIG, Prednisolone and TPO-RA

Recovered

Platelet transfusion

Recovered

IVIG and Dexamethasone

Recovered

#14

65

F

Fatigue, fever, dry cough and abdominal discomfort

1 x 10x9/L

#25

31

F

Fever, dry cough and decreased
fetal movement (23 weeks gestation)

23 x 10x9/L

#36

12

F

Fever, dry cough, shortness of
breath, vomiting and haematuria

<10 x 10x9/L

#47

50

M

Epistaxis and generalised petechial
rash

0 x 10x9/L

IVIG

Recovered

#57

49

F

Gum bleeding
bruising

4 x 10x9/L

IVIG

Recovered

#67

91

F

Shortness of breath

3 x 10x9/L

IVIG

Death

<3 x 10x9/L

IVIG and Dexamethasone

Recovered

Recovered

and

generalised

#78

59

M

Oral mucosa petechiae, spontaneous skin haematomas, cough and
fever

#88

66

F

Petechiae, epistaxis, bleeding from
haemorrhoids, fever, shortness of
breath, cough, diarrhoea and vomiting

2 x 10x9/L

Platelet transfusion and Dexamethasone

#98

67

M

Fever, shortness of breath and
cough

3 x 10x9/L

Platelet transfusion

#109

16

M

Fever, generalised seizure and
haemodynamic shock
(Thrombocytopenia associated
multiple organ failure)

42 x 10x9/L

#1110

38

M

Cough, nasal bleed, fever and muscle aches

#12

11

57

2 x 10x9/L
9

16 x 10x /L

Plasma exchange

Recovered

IVIG and Dexamethasone

Recovered

No treatment

Recovered
Recovered

Recovered

F

Headaches and malaise

6 x 10x9/L

IVIG, platelet transfusion and
Methylprednisolone

9 x 10x9/L

IVIG and Dexamethasone

#1312

72

F

Productive cough and fever; history
of ITP on treatment

#1413

41

M

Petechiae, nasal bleed, cough and
runny nose

Death

IVIG – intravenous immunoglobulin; TPO-RA – thrombopoietin receptor agonist; ITP – idiopathic thrombocytopenic purpura
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