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Hepatic rupture with hemoperitoneum is 
a rare but devastating complication of 
pregnancy, mostly associated with the syndd
drome of severe gestational hypertension 
hemolysis, elevated liver enzyme levels, 
and low platelet count, known as the 
HELLP syndrome. We describe a young 
woman with HELLP syndrome and hepatic 
subcapsular rupture with hemoperitoneum. 
Increased physician awareness of this 
complication can lead to early diagnosis 
and better prognosis. 

Patient Description
A 25 year old primigravida was admitted 
to the delivery room at 35 weeks gestadd
tion because of elevated blood pressure 
(140/90 mmHg) and complaints of severe 
headache. Laboratory workup was unredd
markable except for uric acid 7.1 mg/dl 
and traces of protein in the urine. Treatdd
ment with magnesium sulfate was initiated 
to prevent eclampsia. After 8 hours of 
labor induction with no progress, cesarean 
section was performed. A healthy infant 
was delivered, with birth 
weight of 1700 g and Apgar 
score 9 and 10 at 1 and 5 
minutes respectively.

Six hours later, the 
patient complained of sedd
vere right upper quadrant 
pain and blurred vision. 
Repeated laboratory tests 
revealed elevated liver 
enzyme levels: aspartate 
transaminase 162 U/L and 
glutamatedpyruvate transdd
aminase 83 U/L, lactate dedd
hydrogenase 1800 U/L and 
bilirubin 1.2 mg/dl. Platelet 
count was 55,000/μl. 

Funduscopy revealed central serous 
retinopathy. An abdominal ultrasound 
scan demonstrated a crescentdshaped 
collection of echogenic fluid just beneath 
the liver capsule, consistent with subcapdd
sular hematoma [Figure A]. A diagnosis of 
hepatic capsular rupture and hemoperitodd
neum was made. At that point there was 
a sudden drop in blood pressure from 
170/90 to 90/60 mmHg, concomitant with 
an increase in pulse rate to 105 beats per 
minute. There was also a 2 g/dl decrease 
in hemoglobin level. The leading diagnodd
sis was hypovolemic shock due to liver 
subcapsular hematoma with suspected 
capsular tears. The operating room was 
immediately prepared for redlaparotomy. 
Shortly before surgery, the patient was hedd
modynamically stabilized using crystalloids 
and blood products and a decision was 
taken to postpone surgical intervention. 

The patient was admitted to the indd
tensive care unit where stabilization was 
maintained with repeated blood transfudd
sions of packed red blood cells (one/day) 

for 4 days. Thereafter, no further decrease 
in hemoglobin level occurred. On day 5, a 
large subcutaneous hematoma appeared 
on the right abdomen and back [Figure 
B]. 

Computed tomography scan revealed a 
large subcapsular hematoma with rupture 
of the hepatic capsule and free hemordd
rhagic fluid around the liver and spleen. 
A retroperitoneal hematoma anterior to 
the psoas muscle was also apparent, in 
addition to lacerations in the liver padd
renchyma at the right lobe and a large 
right abdominal wall hematoma. Bilateral 
hemorrhagic pleural effusion was noted. 

After conservative management for 3 
weeks the patient was discharged with 
normal laboratory parameters. Two weeks 
later, she was readmitted because of a 
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[A] Abdominal ultrasound scan demonstrating capsular hematoma. 
[B] Picture of the abdomen demonstrating 
an abdominal wall hematoma
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subclavian vein thrombosis in a previous 
central line puncture. Treatment consisted 
of fullddose heparin for 7 days. The padd
tient was discharged on low molecular 
weight heparin. There were no further 
complications. 

Comment
Spontaneous rupture of the liver was 
first described by Abercrombie in 1844. 
In pregnancy, liver rupture is usually 
associated with preeclampsia, with an 
incidence of 1/45,000 deliveries [1]. Aldd
though preeclampsia is more common in 
primigravidas, hepatic rupture has been 
reported more frequently in multigravidas 
[2,3]. Most patients complain of epigasdd
tric or back pain. Despite the practice of 
immediate delivery of the fetus in the 
presence of HELLP syndrome, patients 
are still at risk of liver hemorrhage. 
The use of bedside ultrasound enables 
prompt diagnosis of this complication. 
This is extremely important because 
relapsing hypotension may signal lifed
threatening rupture of the liver [4]. Uldd
trasound and computerized tomography 
are the modalities of choice for the diagdd
nosis of hepatic subcapsular hematoma, 
including the extent of the hematoma 
and free fluid in the abdomen. Magnetic 
resonance imaging is an option in nond
urgent cases or in pregnant patients. In 
cases where gestational hypertension is 

not the leading diagnosis, these findings 
can be found postdtrauma, direct or indidd
rect, or due to disseminated intravascular 
coagulation. 

There are two approaches to the 
management of liver rupture in HELLP 
syndrome. The surgical approach uses 
packing and drainage or hepatic artery 
ligation, either alone or in various comdd
binations. In stable patients, nondoperadd
tive management may be possible with 
intensive medical support and infusion 
of fluids and blood products, with or 
without radiographically guided arterial 
embolization [5]. 

In the patient described, although the 
liver hematoma seemed to expand during 
the first days of hospitalization, as condd
firmed by the CT scan showing extravasadd
tion of blood into the soft tissue of the 
abdomen and a retroperitoneal hematoma, 
the patient’s condition remained hemodydd
namically stable. The decision therefore 
was to continue with conservative mandd
agement, including strict hemodynamic 
followdup. The patient was admitted to the 
intensive care unit where stabilization was 
maintained with repeated blood transfudd
sions of packed red blood cells (one/day) 
for 4 days. Thereafter, no further decrease 
in hemoglobin level occurred. On day 5, a 
large subcutaneous hematoma appeared 
on the right abdomen and back [Figure 
B]. 

We present this case in order to alert 
physicians to the risk and appearance 
of this rare grave complication. Prompt 
diagnosis and treatment may spare the 
patient surgical intervention and improve 
outcome. 
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The past two decades have brought remarkable progress in the 
development of more effective chemotherapeutic drugs for breast 
cancer. Unfortunately, many of these drugs produce undesirable 
side effects, largely because they are delivered systemically – to 
vulnerable normal tissue as well as to the intended tumor target. 
The mammary gland provides an alternative route for tumor acdd
cess: the mammary ductal networks that terminate at the nipple. 
Indeed, the vast majority of human breast cancers arise in the 
epithelial lining of these ducts. Studying two rodent models, 
Murata and codworkers investigated whether mammary tumors 
could be prevented and treated by injection of chemotherapeutic 
drugs directly into the mammary ducts, a strategy that in principle 

would maximize drug concentrations around the premalignant and 
malignant cells, while sparing normal tissue. Intraductal delivery 
of derivatives of tamoxifen or doxorubicin – two of the most 
commonly used drugs for human breast cancer – was found to 
be equal or superior to intravenous delivery in suppressing tumor 
growth, and there was no evidence of systemic toxicity. Because 
the mammary ducts of rodents and humans are anatomically 
distinct, it is unclear whether a similar drug delivery protocol 
would be effective clinically, but these promising results should 
stimulate further work in this direction.
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