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Background
• Type 2B von Willebrand disease is an autosomal dominant inherited bleeding disorder caused by alteration in 

von Willebrand factor (vWF) that abnormally increases the binding affinity of vWF to GPIb on platelets

• The rise in vWF during pregnancy leads to worsening thrombocytopenia as pregnancy progresses due to 
platelets becoming increasingly bound to vWF

• Although type 2B vWD is widely recognized, its clinical variability poses significant challenges 
to peripartum management where thrombocytopenia and postpartum hemorrhage complicate care



Case
41-year-old G5P4 with type 2B von Willebrand disease who underwent intrapartum optimization for 

planned neuraxial anesthesia

Time

1st & 2nd Trimester
• 4 prior vaginal deliveries 

complicated by PPH requiring 
transfusion

• Antepartum hematology 
consultation

• Patient preferred epidural placement

3rd Trimester
Admitted for antepartum 

optimization.
Initial platelet count: 19,000

Epidural deferred after 
risk/benefit shared decision 
making. Additional platelet 

transfusions deferred due to 
poor response to transfusion 

and infection risk with platelet 
transfusion

12h prior to 
induction

Administered 
rvWF Viscoelastic testing 

VET showed 
adequate hemostasis

6h prior to induction
Transfused 

2 units of platelets 

Platelet 
count: 47,000 

Subsequent vaginal delivery with a 
QBL of 1085mL Lower uterine segment atony 

requiring placement of JADA and 
rectal misoprostol

                              Intrapartum PostpartumAntepartum

Transfused 
1 additional unit 

of platelets.

Platelet 
count: 58,000

• Continued on tranexamic acid (TXA) 
and rvWF 

• Pt discharged with oral TXA on PPD 4



Discussion
Conclusion

•Type 2B vWD complicates neuraxial and hemorrhage management 
•Platelet count alone does not reflect bleeding risk 
•Neuraxial may be considered with strict criteria and multidisciplinary 
care 
•VET may improve risk stratification and guide future decision making
•Due to growing evidence that VET can more reliably predict bleeding 
risk. In the setting of platelet disorders, VET may help strengthen 
decision making on safety of neuraxial

Proposed Treatment Plan

•12 hours prior to induction: Administer recombinant vWF (rvWF) 
•6 hours prior to induction: Transfuse 1 unit of platelets 
•3 hours prior to neuraxial placement : Administer rvWF + tranexamic acid 
(TXA) 
•Plan platelet transfusion during neuraxial placement 
•During epidural (if placed): rvWF every 12 hours, TXA every 8 hours, and 
Maintain platelet goal ≥80,000 
•Viscoelastic testing (VET) to support decision making

Figure 2. Patient TEG demonstrating clot 
formation and strength after treatment.

Figure 1. Reference TEG in pregnancy demonstrating 
typical clot formation and strength.
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