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Abstract  Case Report 

 

Severe thrombocytopenia poses a major anesthetic challenge due to high bleeding risk. We report an 81-year-old woman 

with myelodysplastic syndrome and refractory thrombocytopenia (<20,000/µL) requiring urgent iliac-to-mesenteric 

artery bypass for bowel ischemia. Despite transfusions, platelet counts remained low. General anesthesia with desflurane 

and remifentanil was maintained under strict hemodynamic and temperature control. Two apheresis platelet units were 

transfused, with an estimated blood loss of 200 mL. The surgery was completed uneventfully. This case demonstrates 

that major vascular surgery can be safely performed in patients with severe thrombocytopenia when individualized 

anesthetic planning, normothermia, and multidisciplinary communication are implemented. 
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INTRODUCTION 
Thrombocytopenia (<150,000/µL) is common 

in surgical patients and significantly increases bleeding 

risk. Severe thrombocytopenia (<50,000/µL) poses 

particular challenges when urgent surgery cannot be 

delayed (Nagrebetsky et al., 2019). Myelodysplastic 

syndrome frequently causes both quantitative and 

qualitative platelet dysfunction. This report describes a 

successful urgent vascular surgery in a patient with 

platelet counts <20,000/µL despite transfusion 

refractoriness. 

 

CASE REPORT 
An 81-year-old woman (158 cm, 46 kg) with 

myelodysplastic syndrome presented with ischemic 

colitis secondary to atherosclerosis of the superior 

mesenteric artery. Laboratory tests showed hemoglobin 

8.1 g/dL and platelet count 22,000/µL. Despite multiple 

platelet and red cell transfusions, the platelet count 

remained below 15,000/µL. As bowel ischemia 

worsened, urgent surgery was indicated. 

 

General anesthesia was induced with propofol 

and rocuronium and maintained with desflurane and 

remifentanil. Intubation was achieved on the first attempt 

using a McGrath® video laryngoscope. Invasive arterial 

pressure, ECG, SpO₂, BIS, and core temperature were 

continuously monitored. Ionized calcium levels 

remained stable without supplementation. 

Unfractionated heparin (2,000 IU) was administered 

before iliac artery clamping. Two units of apheresis 

platelets and 900 mL of balanced crystalloid were 

infused intraoperatively. Estimated blood loss was 

approximately 200 mL. Hemodynamics and temperature 

(36.2–36.8 °C) remained stable throughout. The patient 

was extubated uneventfully and transferred to the ICU 

awake and stable. 

 

DISCUSSION 
This case highlights how major vascular 

surgery can be safely performed in patients with severe 

thrombocytopenia, even when platelet transfusion is 

ineffective. Platelet transfusion refractoriness, often due 

to alloimmunization or marrow failure, limits correction 

before surgery (Nagrebetsky et al., 2019). In such cases, 

anesthetic management must aim to prevent bleeding and 

maintain physiological stability. 

 

Our strategy included: (1) continuous 

perioperative platelet transfusion initiated before 

anesthesia induction and maintained intraoperatively to 

achieve transient hemostasis (Metcalf et al., 2025), (2) 

preparedness for antifibrinolytic intervention with 

tranexamic acid (Cai et al., 2020), (3) strict blood 

pressure control to ensure hemodynamic stability and to 

prevent hypertensive or spontaneous bleeding (Saugel & 
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Sessler, 2021), (4) maintenance of normothermia and 

calcium homeostasis (Lier et al., 2008), and (5) close 

communication between anesthesiology and vascular 

surgery teams. These principles align with recent 

transfusion guidelines emphasizing individualized, 

multidisciplinary approaches. 

 

Previous reports rarely describe successful 

major surgery with platelet counts <20,000/µL. This case 

demonstrates that precise monitoring, atraumatic airway 

management, and minimal vascular punctures can enable 

favorable outcomes despite critical thrombocytopenia. 

 

CONCLUSION 
Urgent vascular surgery may be performed 

safely in patients with profound thrombocytopenia when 

individualized anesthetic management, normothermia, 

and careful interdisciplinary coordination are applied. 
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