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The Unusual Presentation of HELLP Syndrome

Rachel Xue Ning Leea, c, Bini Ajayb

Abstract

HELLP syndrome is a serious pregnancy-related syndrome charac-
terised by hemolysis, elevated liver enzymes and low platelet count 
occurring in 0.5-0.9% of all pregnancies and in 10-20% of cases with 
severe preeclampsia. Typical presenting symptoms are right upper 
quadrant or epigastric pain, nausea and vomiting. Seventy percent of 
the cases develop antepartum, majority between the 27th and 37th 
gestational weeks. Thirty percent of the cases are diagnosed postpar-
tum, often within 48 h post-delivery. The occurrence of preeclampsia 
post-delivery is well established. However, in most reported cases, 
HELLP syndrome persisted since late pregnancy. We report a case of 
HELLP syndrome in combination with preeclampsia that developed 
2 days post-delivery in an uncomplicated pregnancy.
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Introduction

The HELLP syndrome is a serious pregnancy-related syn-
drome characterised by the presence of hemolysis, elevated 
liver enzymes and low platelet count in combination with 
preeclampsia/eclampsia [1]. It is currently regarded as a vari-
ant of severe preeclampsia or a complication. It occurs in about 
0.5-0.9% of all pregnancies and in 10-20% of cases with se-
vere preeclampsia [2]. Seventy percent of the cases develop 
antepartum, majority between the 27th and 37th gestational 
weeks. In 30% of the cases, it is diagnosed postpartum, often 
within 48 h after delivery [3].

The pathogenesis of the HELLP syndrome remains un-
known. Some theories proposed include complement activa-
tion with anaphylatoxin release, nitric oxide, genetic and hy-
dralazine-induced hepatocellular damage [4].

Typical presenting symptoms are right upper quadrant 
abdominal pain or epigastric pain, nausea and vomiting. The 

characteristic of the upper abdominal pain may be fluctuating 
and colic-like [3]. Diagnosis of HELLP syndromes have often 
been based on different criteria and this condition can be diag-
nosed based on biochemical evidence. Two commonly used 
classifications for HELLP syndrome are the Tennessee System 
classification and Mississippi classification [5].

The HELLP syndrome is associated with both maternal 
and neonatal complications. It is associated with serious ma-
ternal morbidity, especially when it arises in the postpartum pe-
riod. Severe maternal complications are cerebral hemorrhage, 
disseminated intravascular coagulation and subsequent severe 
postpartum bleeding [5]. Women with postpartum HELLP syn-
drome, have a significantly increased risk of renal failure and 
pulmonary edema compared to those with antenatal onset [6].

We report a woman with HELLP syndrome, who devel-
oped 2 days post-delivery in an uncomplicated pregnancy.

Case Report

A 25-year-old woman, gravida 3 parity 3, had a spontaneous 
vaginal delivery and postpartum hemorrhage at home. The pa-
tient’s medical history was completely uneventful and regular 
antenatal visits had shown no complications such as preec-
lampsia, eclampsia or hypertension. Her previous two preg-
nancies were uncomplicated, and modes of delivery were all 
by spontaneous vaginal delivery. The newborn’s perinatal pe-
riod was uneventful. Intramuscular vitamin K was given after 
delivery.

She was admitted for primary postpartum hemorrhage 
with estimated blood loss of 1.5 L. Examination under anes-
thesia and manual removal of placenta was performed with pa-
tient’s consent, and she received two units of packed red cells. 
She was stable postoperatively and was remained as an inpa-
tient for observations.

Approximately 30 h post-delivery, she experienced a 
sudden onset of headache, nausea and was feeling unwell. 
This was associated with hypertension (blood pressure (BP) 
163/109 mm Hg). Other vital signs such as heart rate, respira-
tory rate and oxygen saturation were within normal limits. She 
had backache and epigastric tenderness. She denied of any 
visual disturbances.

On examination, her abdomen was soft and non-tender. 
Uterus was at umbilicus. She had a normal upper and lower 
limb neurological examination and cranial nerve examination 
with no clonus.

Antihypertensive therapy with oral nifedipine 10 mg was 
initiated, and her BP decreased to 139/93 mm Hg. Oral par-
acetamol 1 g was prescribed. She was on hourly monitoring 
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for BP. Urine dip stick showed protein 3+ hence urine protein/
creatinine ratio was taken. Bloods were taken and laboratory 
results revealed that her platelet count dropped sharply from 
152 to 72 × 109/L, and total bilirubin increased from 9 to 41 
µmol/L. She had raised serum alanine aminotransferase of 534 
U/L, raised serum alkaline phosphatase of 319 U/L and raised 
serum lipase 31 U/L. She did not have any pre-pregnancy liver 
function tests to compare the results with.

The obstetric team diagnosed her as having postnatal se-
vere preeclampsia with impending eclampsia. Taking a multi-
disciplinary team approach, she had a computed tomography 
head scan which ruled out any incidental intracranial tumors, 
cerebral hemorrhage, cavernous sinus thrombosis and post-du-
ral puncture headache amidst the preeclampsia. She also had 
abdominal ultrasound scan of liver with portal vein Dopplers, 
which ruled out acute fatty liver of pregnancy and pancreatitis.

The patient was started on an intravenous magnesium sul-
phate regime. Her BP remained severely high hence requiring 
intravenous hydralazine 5 mg to further bring her BP down. 
Her pain worsened and she subsequently vomited, thus intra-
venous paracetamol 1 g and intravenous ranitidine 50 mg were 
administered.

Her BP normalized under continued antihypertensive ther-
apy with oral nifedipine 10 mg twice daily and subsequently 
oral amlodipine 10 mg once daily. Laboratory results returned 
to their normal range during the following days. On discharge, 
patient was completely recovered. She will have regular BP 
monitoring by the midwife and repeat blood test during a med-
ical review by the general practitioner in a week before attend-
ing a postnatal review by a specialist in 6 weeks.

Discussion

This case report suggests the postpartum development of a 
HELLP syndrome in combination with preeclampsia in a 
normal pregnancy. The occurrence of preeclampsia with he-
molysis, elevated liver enzymes and low platelet count after 
delivery is well established. However, in most reported cases, 
HELLP syndrome persisted since late pregnancy [1].

Our case emphasises on the importance of active diagnos-
tic investigations if preeclampsia should develop in the post-
partum periods. Liver enzymes and platelet count which are 
conclusive for HELLP syndrome should be considered.

The clinical presentations may vary between patients, and 
the leading symptom which is pain in the upper right abdomi-
nal quadrant may even be absent as illustrated by a case report 
[1]. This may cause a delay in the diagnosis leading to severe 
complications. Thus, it is also crucial to diligently monitor the 
patient’s BP regularly in the postpartum period.

Magnesium sulphate therapy should be rapidly initiated as 
it halves the risk of eclampsia, and probably reduces the risk 
of maternal death [7]. A review comparing the use of magne-
sium sulphate and other anticonvulsants such as phenytoin or 
nimodipine for women with preeclampsia reported that mag-
nesium sulphate remains the drug of choice for prevention of 
eclampsia. It has also been shown that there is no clear evi-
dence of this benefit having an effect on long-term outcome for 

either women or children [8]. From an economic perspective, 
magnesium sulphate is an inexpensive drug and is also appro-
priate for low-income countries.

Conclusions

Our case highlights the importance of active diagnostic in-
vestigations with consideration of liver enzymes and platelet 
count which are conclusive for HELLP syndrome if postpartum 
preeclampsia should develop. The HELLP syndrome is a seri-
ous condition with a wide range of complications associated 
with serious maternal morbidity, especially when it arises in the 
postpartum period. It is an uncommon complication of preg-
nancy and majority are diagnosed in the antepartum period.

Clinical presentations may vary between patients, hence 
it is crucial to diligently monitor a patient’s BP regularly in 
the antepartum period and carry out active investigations and 
rapid initiation of therapy when postpartum HELLP syndrome 
is suspected.

Magnesium sulphate is the drug of choice for prevention 
and treatment of eclampsia, and is also highly recommended 
by the Royal College of Obstetricians and Gynaecologists [9].
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