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HELLP Syndrome Detected in Remission of an ITP Patient in
Management of HELLP syndrome: A Case Report

Remisyondaki ITP Hastasinda Goriilen HELLP SendromuYoénetimi: Olgu Sunumu
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Ozet

HELLP sendromu preeklampsinin hayati tehdit eden bir formudur. Bu
¢alismada biz immiin trombositopeni ve siddetli preeklampsi ile kom-
plike HELLP sendromu olan bir olguyu sunuyoruz. Otuz sekiz yasinda
HELLP sendromlu 39 gebelik haftasinda olgu bulanti ve kusma nedeni-
yle bagvurdu. Hastanin ykiisiine gore 23 yil once ITP tanis1 almig ve
2 yildir herhangi bir tedavi almamaktadir. Bu olgu 6ncelikle, hemoliz,
artmis karaciger enzim diizeyleri ve diisiik platelet sayis1 gibi bulgular-
la HELLP sendromu kabul edildi. Ayni zamanda olguda hipertansiyon
ve idrarda 3+ protein saptandi. Gerekli medikal miidahalelerden son-
ra, fetal distress ve olgunun klinik duruma bagli sezeryan operasyonu
yapildi. Postoperatif 7. giiniinde destekleyici steroid tedavisi ile beraber
laboratuar testleri ve klinik durumu stabil idi. HELLP sendromunun
erken tanisi ve tedavisi maternal-perinatal mortalite ve morbiditeyi en-
gelleyebilmektedir.
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Abstract

HELLP syndrome is a life- threatening form of pre-eclampsia. In this
study we present a case of HELLP syndrome which was complicated
with severe pre-eclampsia and immune thrombocytopenia. A 38-year-
old pregnant woman with HELLP syndrome at 39 weeks of gestation
was admitted to our clinic with vomiting and nausea. Her medical his-
tory revealed was diagnosed with ITP twenty-three years ago and she
has had no treatment for 2 years. This case firstly, HELLP syndrome
were accepted with these laboratory findings such as haemolysis, ele-
vated liver enzymes and low platelet counts. In additon, she had severe
pre-eclampsia with hypertension and 3+ protein in urine. After the nec-
essary medical agents were administered, a cesarean section was per-
formed due to her clinic status and fetal distress. By the 7th day, the
clinical course and laboratory values of the patient normalized within
supportive steroid treatment. Early diagnosis and treatment of HELLP
syndrome may prevent maternal and perinatal mortality and morbidity.
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INTRODUCTION

HELLP syndrome (H = Haemolysis, EL = Elevated Liver en-
zymes, LP = Low Platelets) as a life- threatening form of pre-ec-
lampsia includes hemolysis, elevated liver enzymes and low
platelets and has a negative effect on both maternal and perinatal
outcomes (1). HELLP syndrome usually occurs related to pre-ec-
lampsia. However, about one fifth of HELLP syndrome cases may
not be related to pre-eclampsia. Clinical findings such as severe
epigastric pain, low platelet counts with high ALT and AST levels
may be considered suspicious for HELLP syndrome (2). Throm-
bocytopenia, which is defined as platelet count below 150x109/L
is the second most common cause of hematological abnormality
during pregnancy (3). The first and second common causes of
thrombocytopenia, respectively are gestational thrombocytope-
nia for 70%-80% of cases and immune thrombocytopenic purpu-
ra in approximately 3% of women defined as thrombocytopenic
at delivery (4). This study reports the successful management of
a primiparous case presenting with severe pre-eclampsia, HELLP
syndrome with term pregnancy and immune thrombocytopenic
purpura diagnosed at the age of 15, who underwent cesarean sec-
tion under general anesthesia.

CASE REPORT

A 38-year-old pregnant woman, gravida 1, was admitted to our
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clinic in the 392/7 week gestation, with vomiting and nausea, se-
vere pre-eclampsia and HELLP syndrome. In the medical histo-
ry, immune thrombocytopenia (ITP) had been diagnosed at the
age of 15. At the time of presentation, she had not been taking
any medication for ITP for 2 years. On examination, she was afe-
brile with blood pressure of 180/100 mm Hg, pulse of 92 beats
per minute and pretibial edema (3+) was detected. Nifedipine 60
mg/day was administered as a slow-release calcium channel in-
hibitor, after which blood pressure reduced to 140/80 mmHg. The
laboratory tests revealed 3+ proteinuria, elevated liver enzymes
(AST 1000 and ALT 1241 U/L, normal 7-45 U/L), elevated LDH
(1651 U/L, normal 140-280 U/L), low platelets (18 K//uL, nor-
mal 142-424 K//uL) and decreased fibrinogen level (164 mg/dL,
normal 175-400 mg/dL). The coagulation profile and other bio-
chemical parameters such as electrolyte values, ANA screen and
viral hepatitis panel were normal (Table 1). Obstetric ultrasonog-
raphy showed normal fetal growth and anatomy with estimated
fetal weight of 3186 g with normal amniotic fluid. Prednisone was
administered at 1mg/kg per day for ITP, and magnesium sulphate
for seizure prophylaxis (6 g in 20 minutes). Although low platelet
count was determined from the laboratory test results, the pe-
ripheral blood smear showed a platelet count of 50 K//uL. Initial
treatment was preoperative blood transfusion (2 units of packed
red blood cells, 1 unit of packed fresh plasma and 1 unit of packed
plateletpheresis). The non-stress test (NST) showed decreased
variability and non- reactivity, so an emergency cesarean section
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Table 1. Preoperative and postoperative follow-up laboratory results.
Laboratory tests Preoperative tests Postoperative follow-up tests
6h 9h 18h 27h
Hb (gr/dl) 13.3 11 8.4 7,5 6.5
Plt (x103/mm3) 18 15 31 25 20
Whbc (x103/mm3) 10.5 7.8 10 134 15.9
ALT (IU/L) 1241 1128 832 477 377
AST (IU/L) 1000 781 583 515 254
INR 1.12 1.45 1.17
BUN (mg/dL) 13 15 16 16 15
Cr mg/dL 0.6 0.7 0.7 0.6 0.5
LDH (U/L) 1651 1542 1350 1061 723
Fibrinogen (mg/dL) 164 - - - -

ALT: Alanine aminotransferase; AST: Aspartate aminotransferase; BUN: Urea nitrogen; Cr: Creatinine; d: day h: hour; Hb: Hemo-
globin; INR: International normalized ratio of prothrombin time; LDH: Lactate dehydrogenase; Plt: Platelet count; Wbc: White cell

count.

was performed under general anesthesia. A 3210-g female was
delivered with Apgar 8/9 at 1 and 5 minutes. Two units of packed
haemocomplettan 1 g and transexamic acid 1000 mg x 2 were
administered peroperatively. Magnesium sulphate infusion (2g/
hour/day) was also administered. The patient was admitted to
the intensive care unit for further observation and management.
Due to findings of anemia (hemoglobin 6.5 g/dL, normal 12-
18 g/dL) and thrombocytopenia (platelet count 18.5 K//uL) on
postoperative Day 1, 3 units of packed red blood cells and 1 unit
of packed plateletpheresis were transfused. The patient recovered
without any maternal complications and all laboratory tests nor-
malized at the 168th hour (7th day). She was discharged on the
7th day without any complications.

DISCUSSION

HELLP syndrome is seen in about 0.5% to 0.9% of all pregnan-
cies and in 10%-20% of pregnancies with severe pre-eclamp-
sia(5, 6). HELLP syndrome occurs before delivery in most cases
with a maximum frequency between the 27th and 37th week of
gestation; 10% develop before the 27th week-, and 20% beyond

the 37th weeks of gestation (7, 8). The majority of women with
HELLP are multiparous (9). Although there are differences in
development, the onset of HELLP syndrome is generally rapid
(10). Most women diagnosed with HELLP syndrome also have
hypertension and proteinuria, which may not be detected in
10%-20% of cases (11). Specific clinical symptoms include right
upper abdominal quadrant or epigastric pain, nausea and vom-
iting, with upper abdominal pain fluctuating, as in colic (11, 12).
The first step for the patient diagnosed with HELLP syndrome is
to examine and evaluate. It is necessary to determine the clinical
maternal status and should revise obstetric evaluation, the meth-
od of birth, ultrasonograpic evaluation, labaratory tests such
as complete blood cell count, PLT count, coagulation parame-
ters,AST, LDH and also fetal assessment tests (cardiotocography
and doppler examination) (13). Secondly, the aims of treatment
are to maintain the maternal clinical condition via supporting in-
travenous fluids, antihypertensive agents (e.g. labetalol or nifed-
ipine) for hypertension and magnesium sulphate to prevent
convulsions (5, 10, 11, 13). HELLP syndrome can be diagnosed
during pregnancy or in the postpartum period and is associated
with increased maternal risks such as liver hematoma, failure or
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rupture, pulmonary edema, renal failure, hemorrhagic complica-
tions and death. Perinatal prognosis is poor because of preterm
birth and growth restriction (8, 14, 15). As an important form
of severe pre-eclampsia, the definitive treatment for HELLP
syndrome is delivery of the fetus and removal of the placental
tissue (8). There is no specific treatment at present because the
full physiopathology remains unclear (16, 17, 18). To date, the
methods of treatment are limited to blood pressure regulation,
prophylaxis to prevent convulsions, and termination of the preg-
nancy (19). It is essential to have close monitoring of the mater-
nal vital signs and fluid balance in these patients (13). Thrombo-
cytopenia (platelets (PLTs) < 150x109/L) in pregnancy may be
associated with gestational thrombocytopenia (59%), ITP (11%),
pre-eclampsia (10%), and HELLP syndrome (12%) (20). The
method of delivery for a pregnant woman diagnosed with ITP
depends on the obstetric indications. Therefore, it should be con-
sidered the risk of cesarean-section for an every labour and gen-
eral recommendations should be suggested below 50x109/L (21).
To succeed in that aim, different combinations of IVIG, platelet
transfusions, and corticosteroids can be administered. The ad-
ministration of platelet transfusions before delivery in pregnant
patients diagnosed with ITP has been reported in 5%-18.9% of
cases from different patient populations and different practices
(22, 23). In cases where the maternal status worsens, immediate
caesarean section must be performed (24, 25).The largest clini-
cal study in 2005 reported no difference between the two groups
in respect of duration of hospitalization, improvement time for
laboratory or clinical values, complications or requirement for
blood transfusion. The findings were similar, even with follow-
ing analysis whether the patients were still pregnant or in the
postpartum period (26). A systematic review in the Cochrane
Library consisted of 11 randomized controlled studies which
compared corticosteroids (dexamethasone, betamethasone, or
prednisolone) administered during pregnancy, just after delivery
or in the postnatal period, or both before and after birth, with
placebo or no treatment. There was no clear evidence of any
effect of corticosteroids on significant clinical outcomes. It was
concluded that the evidence was insufficient to show better clin-
ical outcomes after the administration of steroids in the manage-
ment of HELLP syndrome. However, the usage of corticosteroids
was recommended because of clinicly confirmation of rapidly
increased platelet count in the recovery period (27).

In the current case, the medical history revealed immune throm-
bocytopenic purpura diagnosed at the age of 15 and all symp-
toms had a rapid onset two days prior to presentation at hospital.
The patient was admitted to our clinic with the complaints of
vomiting, nausea. Increased enzymes levels ( ALT, AST, LDH),
low platelet count, high hypertension and 3+ protein in the urine
were found. All of these findings considered HELLP syndrome.
Ultrasound examination revealed a normal fetal growth, but the
fetal non-stress test had decreased variability. The patient were
transfused red blood cells, fresh plasma, platelet pheresis and
administered antihipertension drugs and prednison. Although
the patient had a term pregnancy, decreased variability, pri-
migravida and HELLP syndrome clinic, a cesarean-section was
performed immediately. Postoperatively, the clinical course of
patient improved gradually, normalized on 168th hours and was
discharged on the 7th day without any complications.

In conclusion, when pregnant women present with vomiting,
nausea and hypertension and history of ITP, it should not be
forgotten that is one of the first findings of HELLP syndrome
and accompanying other hematological disorders. As women
with ITP had good pregnancy outcomes, women with HELLP
syndrome had poor pregnancy outcomes. Early diagnosis and

treatment will be able to prevent maternal and perinatal mor-
tality and morbidity. If the clinical status of the patient worsens,
the appropriate mode of delivery will be immediate caesarean
section.

REFERENCES

1. Sibai BM. The HELLP syndrome (hemolysis, elevated liver
enzymes, and low platelets): much ado about nothing? Am J
Obstet Gynecol 1990;162: 311-316

2. Sibai BM. Diagnosis, controversies, and management of the
syndrome of hemolysis, elevated liver enzymes, and low
platelet count. Obstet Gynecol 2004; 103(5Pt1): 981-9

3. 3. Sullivan CA, Martin JN Jr. Management of the obstetric
patient with thrombocytopenia. Clin Obstet Gynecol 1995;
38:521-534

4. Burrows RE Kelton JG. Fetal thrombocytopenia and its re-
lation to maternal thrombocytopenia. N Engl ] Med 1993;
329: 1463-1466

5. Geary M. The HELLP syndrome. Br ] Obstet Gynaecol 1997;
104: 887-891

6. Karumanchi SA, Maynard SE, Stillman IE, Epstein FH,
Sukhatme VP. Preeclampsia: a renal perspective. Kidney Int
2005; 67: 2101-2113

7. Sibai BM, Ramadan MK, Usta I, Salama M, Mercer BM,
Friedman SA. Maternal morbidity and mortality in 442
pregnancies with hemolysis, elevated liver nzymes, and low
platelets (HELLP syndrome). Am ] Obstet Gynecol 1993;
169: 1000-1006

8. Magann EE Martin JN Jr. Twelve steps to optimal manage-
ment of HELLP syndrome. Clin Obstet Gynecol 1999; 42:
532-550

9. 9. Barton JR, Sibai BM. Diagnosis and management of he-
molysis, elevated liver enzymes, and low platelets syndrome.
Clin Perinatol 2004; 31: 807-33

10. Martin JN Jr, Rose CH, Briery CM. Understanding and
managing HELLP syndrome: the integral role of aggressive
glucocorticoids for mother and child. Am J Obstet Gynecol
2006; 195: 914-934

11. Sibai BM. Diagnosis, controversies, and management of the
syndrome of hemolysis, elevated liver enzymes, and low
platelet count. Obstet Gynecol 2004; 103: 981-991

12. JG, Houthoff HJ, Weits ], Vellenga E, Huisjes HJ. A syn-
drome of liver damage and intravascular coagulation in the
last trimester of normotensive pregnancy. A clinical and his-
topathological study. Br ] Obstet Gynaecol 1986; 93: 145-155

13. Ertan AK, Wagner S, Hendrik HJ, Tanriverdi HA, Schmidt
W. Clinical and biophysical aspects of HELLP-syndrome. |
Perinat Med 2002; 30: 483-489

14. Magann EF, Bass D, Chauhan SP, Sullivan DL, Martin RW,
Martin JN Jr. Antepartum corticosteroids: disease stabiliza-
tion in patients with the syndrome of hemolysis, elevated
liver enzymes and low platelets (HELLP). Am ] Obstet Gy-
necol 1994; 171: 1148-1153

15. Vigil-De Gracia PE, Tenorio-Marofién RE, Cejudo-Carran-
za E, Helguera- Martinez A, Garcia-Caceres E. Differences
among preeclampsia, HELLP syndrome and eclampsia. Ma-
ternal Evaluation. Ginecol Obstet Mex 1996; 64: 337-382

16. Thiagarajah S, Bourgeois FJ, Harbert GM Jr, Caudle MR.
Thrombocytopenia in preeclampsia: associated abnormali-
ties and management principles. Am J Obstet Gynecol 1984;
150: 1-7

17. Yalcin OT, Sener T, Hassa H, Ozalp S, Okur A. Effects of
postpartum corticosteroids in patients with HELLP syn-

KSU Tip Fak Der 2015;10(3) :29- 32



Avci et al HELLP Sendromu

drome. Int ] Gynecol Obstet 1998; 61: 141-148

18. 18. Suresh MS. HELLP syndrome: An anesthesiologist’s per-
spective. Anesth Clin North Am 1998; 16: 332-348

19. O'Brien JM, Shumate SA, Satchwell SL, Milligan DA, Bar-
ton JR. Maternal benefit of corticosteroids therapy in pa-
tients with HELLP (hemolysis, elevated liver enzymes and
low platelets count) syndrome: Impact on the rate of region-
al anesthesia. Am ] Obstet Gynecol 2002; 186: 475-479

20. Parnas M, Sheiner E, Shoham-Vardi I, Burstein E, Yermi-
ahu T, Levi I, et al. Moderate to severe thrombocytopenia
during pregnancy. Eur ] Obstet Gynecol Reprod Biol 2006;
128: 163-168

21. Provan D, Stasi R, Newland AC, et al. International consen-
sus report on the investigation and management of primary
immune thrombocytopenia. Blood 2010; 115: 168-186

22. Webert KE, Mittal R, Sigouin C, Heddle NM, Kelton JG. A
retrospective 11-year analysis of obstetric patients with idio-
pathic thrombocytopenic purpura. Blood 2003; 102: 4306-
4311

23. Koyama S, Tomimatsu T, Kanagawa T, Kumasawa K, Tsutsui
T, Kimura T. Reliable predictors of neonatal immune throm-
bocytopenia in pregnant women with idiopathic thrombo-
cytopenic purpura. Am ] Hematol 2012; 87:15-21

24. Haddad B, Sibai BM. Expectant management of severe pre-
eclampsia: proper candidates and pregnancy outcome. Clin
Obstet Gynecol 2005; 48: 430-440

25. Paruk F, Moodley J. Maternal and neonatal outcome in early
and late-onset pre-eclampsia. Semin Neonatol 2000; 5: 197-
207

26. Fonseca JE, Mendez F, Catano C, Arias F. Dexamethasone
treatment does not improve the outcome of women with
HELLP syndrome: a doubleblind, placebo-controlled, ran-
domized clinical trial. Am ] Obstet Gynecol 2005; 193:
1591-1598

27. Woudstra DM, Chandra S, Hofmeyr GJ, Dowswell T. Cor-
ticosteroids for HELLP (hemolysis, elevated liver enzymes,
low platelets) syndrome in pregnancy. Cochrane Database
of Systematic Reviews. In The Cochrane Library, Volume 12.
2010.

KSU Tip Fak Der 2015;10(3):29- 32




