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1. ABSTRACT 
 
The acronym HELLP refers to a syndrome in pregnant and postpartum women that is 

characterised by Hemolysis, Elevated Liver enzymes and Low Platelet count [1]. It is 

thought to represent a severe form of pre-eclamspsia, but the relationship between these 

disorders remains controversial. HELLP may be a separate entity from pre-eclamapsia as in 

15-20% of cases no preceding history of hypertension or proteinuria is noted [2].  

 

It is one of the rare but serious disorder of pregnancy associated with high maternal and fetal 

mortality and morbidity. The mother is at risk of placental abruption, liver rupture, renal 

failure, shock lungs, disseminated intravascular coagulation (DIC) while neonatal 

complications are mainly related to gestational age at the time of delivery which is usually 

preterm. The timely diagnosis and management of HELLP syndrome reduce the maternal and 

perinatal mortality [3].  

 

The presentation can be of acute onset with rapid progression. There is usually a short history 

of acute upper abdominal pain with nausea, vomiting or malaise. The initial disease process 

can be asymptomatic, and the diagnosis can be made on abnormal biochemical markers.  

 

Our case demonstrates the asymptomatic presentation of a 36 years old pregnant patient who 

attended the health centre at 38 weeks of pregnancy for routine antenatal blood tests. Her 

initial complete blood picture showed thrombocytopenia. She had further investigations for 

low platelet count which revealed elevated liver enzymes and lactate dehydrogenase (LDH) 

levels with abnormal peripheral film indicative of intravascular hemolysis. She was referred 

to the obstetric/gynaecology emergency department and urgent delivery planned to prevent 

further progression of this syndrome and fatal outcomes. 
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 نبذة مختصرة:

ء انحٕايم ٔتؼذ انٕلادج ذرًٍض تاَحلال انذو ، ٔاسذفاع إَضًٌاخ انكثذ إنى يرلاصيح فً انُسا HELLPٌشٍش الاخرصاس 

(. ٌؼُرمذ أَّ ًٌثم شكلاً حاداً يٍ أشكال يمذياخ الإصاتح تانرٓاب انكهى ، نكٍ انؼلالح تٍٍ 1ٔاَخفاض ػذد انصفائح انذيٌٕح )

-11يا لثم الإكلايثسٍا حٍث أَّ فً  كٍاًَا يُفصلاً ػٍ يشحهح HELLPْزِ الاضطشاتاخ لا ذضال يثٍشج نهدذل. لذ ٌكٌٕ 

 (.2٪ يٍ انحالاخ نى ٌرى يلاحظح ذاسٌخ ساتك لاسذفاع ضغظ انذو أٔ تٍهح تشٔذٍٍُح )20

ْٕٔ أحذ اضطشاتاخ انحًم انُادسج ٔانخطٍشج انًشذثطح تاسذفاع يؼذل ٔفٍاخ الأيٓاخ ٔاندٍٍُ ٔاػرلانٓى. الأو يؼشضح 

نكهٕي ٔصذيح انشئرٍٍ ٔذًضق انكثذ تًٍُا ذشذثظ انًضاػفاخ انٕنٍذٌح تشكم نخطش الإصاتح تاَفداس انًشًٍح ٔانفشم ا

أساسً تؼًش انحًم ٔلد انٕلادج ٔانزي ٌكٌٕ ػادج لثم الأٔاٌ. إٌ انرشخٍص ٔانؼلاج فً انٕلد انًُاسة نًرلاصيح 

HELLP ( 3ٌمهم يٍ ٔفٍاخ الأيٓاخ ٔانفرشج انًحٍطح تانٕلادج.) 

حاداً يغ ذمذو سشٌغ. ػادج يا ٌكٌٕ ُْان ذاسٌخ لصٍش نلأنى انحاد فً اندضء انؼهٕي يٍ ًٌكٍ أٌ ٌكٌٕ انؼشض انرمذًًٌ 

انثطٍ يغ انغثٍاٌ ٔانمًء أٔ انشؼٕس تانضٍك. ًٌكٍ أٌ ذكٌٕ ػًهٍح انًشض الأٔنٍح تذٌٔ أػشاض ًٌٔكٍ إخشاء انرشخٍص 

 ػهى ػلاياخ تٍٕكًٍٍائٍح غٍش طثٍؼٍح.

يٍ  33ػايًا رْثد إنى انًشكض انصحً فً الأسثٕع  33حايم ذثهغ يٍ انؼًش  ذٕضح حانرُا ػشضًا تذٌٔ أػشاض نًشٌضح

انحًم لإخشاء اخرثاساخ انذو انشٔذٍٍُح لثم انٕلادج. أظٓشخ صٕسذٓا الأٔنٍح نهذو انكايم لهح انصفٍحاخ. كاٌ نذٌٓا يضٌذ يٍ 

انكثذ َٔضػح ٍْذسٔخٍٍ انلاكراخ  انرحمٍماخ لاَخفاض ػذد انصفائح انذيٌٕح انرً كشفد ػٍ اسذفاع يسرٌٕاخ إَضًٌاخ

(LDH يغ فٍهى يحٍطً غٍش طثٍؼً ٌشٍش إنى اَحلال انذو داخم الأٔػٍح. ذًد إحانرٓا إنى لسى طٕاسئ انرٕنٍذ / أيشاض )

 انُساء تحٍث ًٌكٍ انرخطٍظ نهٕلادج انؼاخهح نًُغ انًضٌذ يٍ ذطٕس ْزِ انًرلاصيح يًا ٌؤدي إنى َرائح يًٍرح.

 

 : يرلاصيح ٍْهة ، ذسًى انحًم ، اَحلال انذوتالكلماث المفتاحي

 

   

 

 

 

 

 

 

 



 
 
 

 

2. INTRODUCTION 

 

HELLP syndrome is a rare but one of the life-threatening complications of pregnancy with 

high maternal and fetal morbidity and mortality. It occurs in 0.5%-0.9% of all pregnancies 

and in 10-20% of women with severe pre-eclampsia [4]. Unfortunately, if the pre-eclampsia 

is not present, the diagnosis of HELLP is often delayed [5]. HELLP syndrome typically 

occurs between 27 weeks of gestation and delivery, or immediately in the postpartum period 

in 15%-30% of cases [6]. Various life-threatening complications such as placental abruption, 

pulmonary oedema, cerebral haemorrhage, hepatorenal failure and disseminated intravascular 

coagulation (DIC) can occur in these patients and fetal poor outcome could be related to 

preterm delivery. Early diagnosis and intervention can prevent these serious and life-

threatening complications.  

 

We present an unexpected asymptomatic case of HELLP syndrome with abnormal 

biochemical markers in which an early intervention led to the favourable outcome. 

Asymptomatic thrombocytopenia is common in pregnancy. The objective of this case report 

is to highlight the importance of having a low threshold for further urgent investigations if 

abnormal blood results including low platelet count are found on routine antenatal 

investigations. Early intervention can lead to early detection and prompt actions prevent the 

development of a serious medical illness with fatal consequences as in our case.  

 

 

3.CASE REPORT 

 

A 36 years old lady presented to the health centre for routine antenatal check-up at 38 weeks 

of gestation. Her pregnancy so far had been uneventful. She had no previous antenatal visits 

for the current pregnancy. This was her 3
rd

 pregnancy with no previous significant obstetric 

history.  



 
 
 

Her vital signs were normal including blood pressure of 110/76 mm of Hg. There was no 

evidence of protein in the urinary analysis. Obstetric examination revealed gravid uterus of 

36-38 weeks with regular fetal heart sounds and cephalic presentation.  

 

Routine antenatal screening tests were ordered including blood tests, urine tests and 

ultrasound scan. Her complete blood picture showed thrombocytopenia of 106,000 per mm
3
. 

Further investigations were ordered in view of low platelet count which revealed raised 

bilirubin of 36 micromol/L, Alanine aminotransferase (ALT) of 276 U/L and Aspartate 

aminotransferases (AST) 254 U/L. The lactate dehydrogenase (LDH) was 289 U/L.  

 

The peripheral film showed few target cells, 1-2 Schistocytes per high power field, 

thrombocytopenia, and toxic granules in neutrophils. 

  

A diagnosis of HELLP syndrome was made and she was urgently referred to an obstetric 

emergency department. Delivery was induced the following day, delivering a healthy male 

child weighing 2.9 kilogramme.  

 

4.DISCUSSION 

 

The Acronym HELLP syndrome was first used by Louis Weinstein in 1982. He reported the 

laboratory findings of this syndrome in 29 patients with eclampsia and pre-eclampsia [7].  

The precise aetiology of this disease entity remains an area of controversy to date. Few well 

known maternal risk factors are multiparity (>4), women living in rural areas, age > 35 years, 

pre-pregnancy hypertension and high BMI [8]. Interestingly, age less than 25 years has an 

inverse relation to the risk of developing HELLP Syndrome.  

 

Many experts consider HELLP syndrome as a part of the spectrum or a variant of eclampsia. 

It is considered to be a multi-system disease causing a generalised vasospasm, microthrombi 

formation and coagulation defects [2]. It is a disorder involving placenta that shares the 



 
 
histopathological, placental morphological features and changes in gene expression with the 

early onset pre-eclampsia [9].   

 

The trigger for HELLP syndrome is the endothelial damage causing activation of coagulation 

cascade and platelet aggregation that would explain the thrombocytopenia. Platelet-fibrin 

deposits in the capillaries are responsible for microangiopathic haemolysis as red blood cells 

pass through [10]. Similarly, the fibrin deposits within hepatic sinusoids leads to hepatic 

blood flow obstruction causing periportal necrosis. In more severe obstruction, this can lead 

to intrahepatic bleeding and or subcapsular haematoma formation. 

 

In two percent of patients with the HELLP syndrome, deficiency of  fetal long-chain 3-

hydroxyacyl CoA dehydrogenase (LCHAD) deficiency is noted,[11] however, screening with 

genetic analysis is not warranted as this does not change the management.  

  

The onset of HELLP syndrome is usually rapid [12]. Typical clinical presentation includes 

upper abdominal pain of acute onset, usually in the right upper quadrant or epigastric region 

with nausea and vomiting. Many Patients experience malaise few days prior to seeking 

medical attention [13]. 

Less common symptoms include headache, visual symptoms, jaundice and ascites. The initial 

disease process can be asymptomatic and in some patients the diagnosis is made on routine 

evaluation of unexplained thrombocytopenia as was in our case. 

 

The diagnosis of HELLP syndrome involves the presence of all three components including 

Hemolysis, Elevated Liver enzymes and Low Platelet count. Patients with evidence of all 

three components are diagnosed with complete/full HELLP syndrome. In incomplete/partial 

HELLP syndrome, only 1 or 2 components of the triad can be present [12]. 

 

There needs to be a high index of suspicion to avoid delay in the diagnosis of the HELLP 

syndrome and improve outcomes for both the mother and the foetus. This is particularly 

important in any pregnant patient in the second and third trimester or immediately in the 



 
 
postpartum period, who presents with symptoms of upper abdominal pain. The women with 

partial HELLP syndrome may not have typical symptoms and may develop less 

complications. However, it can progress to the complete form of the disease [12]. 

 

Platelet count is the best indicator of HELLP syndrome. Isolated thrombocytopenia may be 

one of the first clues to the diagnosis as discussed above. As was observed in our patient, 

thrombocytopenia was the first abnormality noted that led to further investigations and 

identification of abnormal liver functions, hemolysis and abnormal peripheral film.  

 

Other findings may include drop in haemoglobin, presence of Schistocytes and Burr cells, 

raised LDH levels, low haptoglobin and increased reticulocyte count-all pointing towards 

intravascular hemolysis [14,15]. Abnormalities of liver enzymes may indicate hemolytic 

process as well as liver involvement. Raised total bilirubin indicates hemolysis while elevated 

levels of ALT and AST mostly reflect liver injury. 

 

The definite treatment of HELLP syndrome is delivery of the fetus. If the pregnancy  is less 

than 34 weeks, delivery may be delayed to administer corticosteroids to improve fetal lung 

maturity. Blood pressure control is very important. Patients with postpartum HELLP 

syndrome may need plasma exchange. 

 

5.CONCLUSION 

 

This case report highlights the importance of investigating asymptomatic thrombocytopenia 

in pregnant females for the possibility of HELLP syndrome. Not all patients with HELLP 

syndrome tend to be symptomatic and HELLP syndrome should be excluded in any pregnant 

patient in the second/third trimester or the immediate postpartum period with 

thrombocytopenia. Prompt identification and early intervention can lead to the best outcome 

for mother and fetus. 
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