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Bone marrow biopsy is considered diagnostic “gold standard” but negative biopsy does not exclude HLH.
There are no guidelines for management of HLH in pregnancy. In practice, immunosuppression remains the cornerstone of treatment. This is best done within a multidisciplinary team,
alongside advice from a specialist HLH MDT. Immunosuppression should be viewed as the starting point of treatment. Diagnosis should prompt further investigations to identify underlying
triggers, including a full immunological, histological and genetic work-up.
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