HELLP syndrome and hypertension in pregnancy

Understanding hypertensive disorders of pregnancy

Hypertensive disorders of pregnancy are not a single disease. They include
chronic hypertension that predates pregnancy or is diagnosed before 20 weeks,
gestational hypertension that appears after 20 weeks without clear end-organ
involvement, preeclampsia, and preeclampsia with severe features. Preeclampsia
classically involves new hypertension after 20 weeks plus proteinuria, but

modern diagnostic frameworks also recognize end-organ dysfunction such as
thrombocytopenia, kidney impairment, liver injury, pulmonary edema, or
neurologic symptoms even when proteinuria is absent.

Blood pressure thresholds matter. A reading at or above 140/90 mmHg is
generally considered hypertensive in pregnancy when confirmed appropriately.
Severe-range blood pressure, often defined as systolic at or above 160 mmHg or
diastolic at or above 110 mmHg, requires urgent assessment because it increases
the risk of stroke, placental complications, seizure, and organ injury.

Accurate measurement is essential: the right cuff size, proper positioning, and
repeated readings can influence decisions.

These conditions are common enough that clinicians routinely screen for them,
but they are never "routine" for the person living through them. Anxiety is



understandable. The goal of monitoring is not to alarm you; it is to catch
changes early enough to protect both the pregnant person and the baby.

What HELLP syndrome means

HELLP syndrome is named for its defining laboratory pattern: hemolysis,
elevated liver enzymes, and low platelet count. Hemolysis means red blood cells
are being damaged or broken down. Elevated liver enzymes suggest liver stress
or injury. Low platelets, also called thrombocytopenia, can increase bleeding
risk and may signal activation of the clotting and inflammatory systems.

HELLP most often occurs in the third trimester, but it can develop earlier and

may also present after delivery, particularly within the first days postpartum.

Many people with HELLP have preeclampsia, yet the presentation may be atypical.
Some patients do not have dramatic blood pressure elevation at first, and some
may not have obvious proteinuria. This is one reason symptoms and laboratory
evaluation are so important.

The condition is serious because it can worsen quickly. Potential complications
include liver hematoma or rupture, disseminated intravascular coagulation,
kidney injury, pulmonary edema, placental abruption, stroke, seizure, heavy
bleeding, and fetal compromise. These outcomes are not inevitable, but they
explain why clinicians usually manage suspected HELLP in a hospital setting.

Symptoms that can overlap with ordinary pregnancy discomforts

One of the hardest parts of HELLP and preeclampsia is that early symptoms can
resemble common pregnancy complaints. Nausea, fatigue, headache, swelling, and
upper abdominal discomfort may occur in uncomplicated pregnancies too. The
difference is often severity, persistence, timing, associated blood pressure
changes, and laboratory findings.

Symptoms that raise concern include:

Severe or persistent headache, especially if different from usual headaches or
not improving with clinician-approved measures.

Visual disturbances such as flashing lights, blurred vision, blind spots, or
temporary vision loss.



Pain in the right upper abdomen, epigastric pain, shoulder pain, or a feeling

of severe indigestion that does not fit typical reflux.

Nausea or vomiting later in pregnancy, particularly if sudden, intense, or
accompanied by abdominal pain or malaise.

Shortness of breath, chest pain, confusion, fainting, or severe weakness.

Sudden swelling of the face or hands, rapid weight gain from fluid retention,

or markedly reduced urination.

Reduced fetal movement or any sense that the baby’s usual movement pattern has
changed.

If you are unsure whether a symptom is "bad enough," it is safer to contact
your maternity unit, obstetric clinician, or emergency service. You are not
overreacting by asking for guidance.

How clinicians evaluate suspected HELLP or severe preeclampsia

Evaluation usually combines maternal symptoms, repeated blood pressure
measurements, urine testing, blood tests, and fetal assessment. Blood tests
often include a complete blood count with platelet count, liver enzymes such as
AST and ALT, kidney function tests including creatinine, and markers that may
suggest hemolysis such as lactate dehydrogenase, bilirubin, peripheral smear
findings, or low haptoglobin depending on local practice. Coagulation studies
may be needed if bleeding risk or disseminated intravascular coagulation is
suspected.

Urine assessment may include a protein-to-creatinine ratio or other testing for
proteinuria. However, absence of proteinuria does not always rule out a severe
hypertensive disorder if other end-organ features are present. Fetal assessment
may involve ultrasound for growth and amniotic fluid, fetal heart rate

monitoring, Doppler studies, or biophysical profile depending on gestational

age and clinical urgency.

Clinicians also consider alternative or overlapping diagnoses. Conditions such

as acute fatty liver of pregnancy, viral hepatitis, gallbladder disease,

thrombotic microangiopathies, immune thrombocytopenia, lupus flares, sepsis, or
severe gastrointestinal illness can share some features. The distinction

matters, but in real time the priority is stabilizing the pregnant or

postpartum person while clarifying the diagnosis.



Management principles: stabilization, surveillance, and delivery planning

HELLP syndrome is not treated with home remedies or watchful waiting alone. It
usually requires hospital care. The clinical team'’s first priorities are

maternal stabilization, prevention of seizures and stroke, assessment of
bleeding risk, and evaluation of fetal wellbeing. Treatment decisions depend on
gestational age, severity of disease, laboratory trends, maternal symptoms,

fetal status, and whether the person is already postpartum.

Delivery is considered the definitive treatment for HELLP syndrome because the
placenta is central to the disease process. However, the timing and mode of
delivery are individualized. If the pregnancy is near term or maternal or fetal
status is unstable, delivery is typically urgent. If the pregnancy is preterm

and both mother and baby are stable, specialists may sometimes use a short
period for corticosteroids to support fetal lung maturation, but this is a

closely monitored decision and not appropriate in every case.

Supportive treatments may include antihypertensive medication for severe-range
blood pressure, magnesium sulfate to reduce the risk of eclampsia, intravenous
fluids used cautiously, corticosteroids in selected contexts, pain and nausea
control, and blood product support such as platelet transfusion when clinically
indicated. The exact treatment plan should always be directed by the
responsible healthcare team.

Postpartum HELLP and blood pressure after birth

Birth often begins the recovery process, but it does not instantly eliminate

risk. HELLP syndrome and preeclampsia can first appear postpartum, and blood
pressure may worsen several days after delivery. This can be emotionally
jarring, especially for someone who expected to feel safer once the baby was
born. Persistent headache, vision changes, chest pain, shortness of breath,
severe abdominal pain, heavy bleeding, or very high blood pressure after
delivery should be treated as urgent.

Postpartum follow-up commonly includes blood pressure checks, medication
adjustment if antihypertensives are prescribed, review of symptoms, and repeat
laboratory tests until platelets, liver enzymes, kidney function, and hemolysis



markers improve. People who are breastfeeding should tell clinicians, because
many blood pressure medicines are compatible with lactation but choices should
be individualized.

Recovery can also be psychologically difficult. A high-risk birth, emergency
delivery, neonatal intensive care admission, or fear of serious complications
may leave lasting stress. Asking for mental health support, lactation help,
social work services, or debriefing with the obstetric team is a valid part of
recovery.

Prevention and long-term health considerations

Not all cases of preeclampsia or HELLP syndrome can be prevented. Still, risk
reduction and early detection can make a meaningful difference. Clinicians may
recommend low-dose aspirin for some higher-risk pregnant people, typically
started in early pregnancy according to local guidelines. This decision should
be made with a healthcare professional, because risk factors, timing, dose, and
contraindications need individualized review.

Healthy lifestyle measures can support cardiovascular health before, during,

and after pregnancy: balanced nutrition, appropriate physical activity if

cleared by a clinician, avoiding tobacco, managing diabetes or kidney disease,
attending prenatal visits, and using validated home blood pressure monitoring

when recommended. Home readings should be recorded and shared, but they should
not replace professional evaluation when symptoms occur.

A history of preeclampsia, HELLP, gestational hypertension, or severe pregnancy
hypertension is also a cardiovascular risk marker later in life. After the

postpartum period, primary care follow-up can help monitor blood pressure,
lipids, glucose, kidney health, and overall cardiovascular risk. This is not

meant to create fear; it is an opportunity for earlier prevention and long-term
support.



