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ABSTRACT
Introduction: Maternal mortality is higher in developing countries, due to pregnancy 
and/or puerperium complications, with hepatic rupture being the most catastrophic 
complication. Objective: To describe the characterization and management of 
subcapsular hepatic hematoma in patients with preeclampsia with severity criteria 
and HELLP syndrome. Methods: Observational, retrospective and descriptive study 
performed at the Instituto Nacional Materno Perinatal of Peru between 2003 and 
2020. Patients with preeclampsia with severity criteria and HELLP syndrome who 
presented subcapsular hepatic hematoma participated. Information was collected 
from the clinical history and the surgical technique was documented. Descriptive 
statistics were used in the data analysis. Results: During the study period, 53 patients 
with subcapsular liver hematoma were identified out of 342.000 deliveries attended. 
The most frequent symptoms were upper abdominal pain and headache; 37.7% 
were pregnant women and 62.3% were postpartum women. Surgical treatment 
by laparotomy and liver packing was performed in 94.3% of the cases. The most 
frequent complications were multiple organ failure, hypovolemic shock and acute 
renal failure. Survival rate was 81%. Conclusions: An incidence of 1.65 cases of 
subcapsular hepatic hematoma x 10.000 deliveries was found, with a mortality of ten 
cases (19%). Subcapsular liver hematoma should be suspected in pregnant women 
with preeclampsia with severity criteria who present symptoms of epigastric pain 
and headache, being more frequent in the postpartum period. Laparotomy and liver 
packing together with volume replacement contribute to the management of these 
patients, which should be performed promptly in unstable patients.
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RESUMEN
Introducción. La mortalidad materna es mayor en los países en desarrollo, 
por complicaciones del embarazo y/o puerperio, siendo la rotura hepática la 
complicación más catastrófica. Objetivos. Describir la caracterización y manejo 
del hematoma hepático subcapsular en pacientes con preeclampsia con criterios 
de severidad y síndrome HELLP. Métodos. Estudio observacional, retrospectivo y 
descriptivo, realizado en el Instituto Nacional Materno Perinatal de Perú, entre 2003 y 
2020. Participaron pacientes con preeclampsia con criterios de severidad y síndrome 
HELLP que presentaron hematoma hepático subcapsular. Se recogió información 
a partir de la historia clínica y se documentó la técnica quirúrgica. En el análisis 
de datos se utilizó estadística descriptiva. Resultados. En el periodo de estudio se 
identificaron 53 pacientes con hematoma hepático subcapsular entre 342,000 partos 
atendidos. El 37,7% fueron gestantes y 62,3% puérperas, siendo los síntomas más 
frecuentes dolor abdominal superior y cefalea. Se realizó tratamiento quirúrgico 
mediante laparotomía y empaquetamiento del hígado en el 94,3% de los casos. Las 
complicaciones más frecuentes fueron falla orgánica múltiple, shock hipovolémico 
e insuficiencia renal aguda. Se observó una sobrevivencia del 81% de pacientes. 
Conclusiones. Se evidenció una incidencia de 1,65 casos de hematoma hepático 
subcapsular x 10,000 partos, con una mortalidad de diez casos (19%). El hematoma 
hepático subcapsular se debe sospechar en aquellas gestantes con preeclampsia 
con criterios de severidad que presentan síntomas de dolor epigástrico y cefalea, 
siendo más frecuente en el posparto. La laparotomía y el empaquetamiento del 
hígado junto con la reposición de volumen contribuyen al manejo de estas pacientes, 
lo cual debe realizarse prontamente en pacientes inestables.
Palabras clave. Hígado, Rotura, Preeclampsia, Síndrome HELLP.
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IntroductIon

Maternal mortality is higher in developing coun-
tries, due to pregnancy and/or puerperium com-
plications(1). Hepatic rupture is described as the 
most catastrophic complication in pregnancy(2). 
Its incidence increases to 0.05% in cases of pre-
eclampsia, eclampsia and HELLP syndrome(3,4). 
Likewise, hepatic rupture is associated with ma-
ternal and fetal mortality in 50% and 80% of cas-
es, respectively(5).

The pathophysiology has been attributed to vas-
cular endothelial dysfunction in the liver lead-
ing to thrombin and fibrin deposits in hepatic 
arterioles and sinusoids. These deposits cause 
sinusoidal obstruction and intrahepatic vascu-
lar congestion, increased intrahepatic pressure, 
ischemia and periportal hemorrhagic necrosis, 
which finally lead to hepatic subcapsular he-
matoma(3,6,7). Rupture is caused by increased 
intra-abdominal pressure due to abdominal pal-
pation, uterine contractions during labor and 
even during transport of the pregnant woman. 
The most common symptom of hematoma or 
hepatic rupture is pain in the epigastrium or 
right upper quadrant of the abdomen, a com-
mon presenting feature of severe preeclampsia; 
other clinical manifestations include shoulder 
pain, vomiting and even sudden and massive cir-
culatory collapse(8,9).

The objective of this study is to describe the clin-
ical characterization, medical and surgical man-
agement of cases of hepatic rupture in women 
with preeclampsia with severity criteria and 
HELLP syndrome attended at the Instituto Na-
cional Materno Perinatal, Lima, Peru, between 
2003 and 2020.

Methods

This is an observational, retrospective and de-
scriptive study conducted at the Instituto Nacio-
nal Materno Perinatal (National Maternal-Peri-
natal Institute (NMPI) of the Peruvian Ministry of 
Health), which is a third-level care facility, cate-
gory III-2, and a national reference center.  

The study included pregnant women with a diag-
nosis of preeclampsia with severity criteria and/
or HELLP syndrome attended between 2003 and 
2020. All cases of pregnant women who present-
ed with ruptured and non-ruptured subcapsu-

lar hepatic hematoma and who had a record of 
their findings and description of the procedures 
in the clinical history were included. Those preg-
nant women without confirmed findings in the 
clinical record were excluded.

Subcapsular hepatic hematoma was defined as 
direct visualization of the hematoma through 
laparotomy and/or by means of diagnostic imag-
ing examination recorded in the clinical history. 
The steps recorded for the surgical management 
of the hepatic hematoma were collected, as well 
as the documented images of the same. 

To collect the information, the medical records of 
pregnant women with a diagnosis of preeclamp-
sia were identified in the institution's Statistics 
and Informatics Office, reviewing and verifying 
the diagnoses recorded by the attending phy-
sician and applying the inclusion and exclusion 
criteria. Information was collected on maternal 
age measured in years and classified as under 19, 
19 to 35 years and over 35 years of age; parity; 
obstetric morbidity such as severe preeclampsia, 
HELLP syndrome, eclampsia, placental abruption, 
placenta previa, intrauterine growth restriction or 
any other morbidity specified in the maternal his-
tory; route of pregnancy term (vaginal, cesarean 
section or cesarean section with hysterectomy); 
clinical symptoms and signs; diagnostic means 
to identify hepatic subcapsular hematoma (ultra-
sound, clinical, at cesarean section); laboratory 
tests; medical treatment received, surgical treat-
ment performed; postsurgical complications; re-
interventions; days of hospitalization and occur-
rence of maternal death.

The information was collected on an ad hoc form, 
taking the necessary precautions to guarantee 
the anonymity of the participants, by means of 
alphanumeric coding of their identity. 

In the statistical analysis, for the categorical vari-
ables, contingency tables were made with repre-
sentations of absolute frequencies and propor-
tional frequencies by column. For the numerical 
variables, measures of central tendency such as 
mean and median were used and, as measures 
of dispersion, standard deviation and ranges. 
The data were processed in R statistical soft-
ware version 4.0 and its R studio platform.

The research had the approval of the NMPI In-
stitutional Research Ethics Committee and the 
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corresponding institutional permission. The 
identity of the participants was protected by al-
phanumeric coding.

results

In the period from 2003 to 2020, 53 cases of 
ruptured and non-ruptured subcapsular hepat-
ic hematoma in patients with preeclampsia with 
severity criteria and/or HELLP syndrome were 
managed at the NMPI. There were between 0 
and 7 cases per year, with an average of 2.9 cas-
es per year. The years 2014, 2015 and 2017 han-
dled the highest number of cases, 7 per year. No 
cases occurred in 2004 and 2007 (Figure 1).

The majority of pregnant women, 29 cases 
(54.7%) were between 19 and 35 years of age, 
followed by 21 cases (39.6%) over 35 years of 
age and 3 cases (5.7%) under 19 years of age. 
The mean age was 32.3 years, with minimum 
and maximum values of 19 and 48 years. Of the 
pregnant women, 69.8% were multiparous and 
30.2% were nulliparous. The main obstetric con-
ditions presented by the pregnant women with 
subcapsular hepatic hematoma were severe pre-
eclampsia (97.2%), HELLP syndrome (67.9%), ec-
lampsia (11.3%) and placental abruption (11.3%). 
In 69.9% of the pregnant women, gestation was 
terminated by cesarean section and 13.2% vagi-
nally; in nine pregnant women, the termination 
was by cesarean section with hysterectomy (Ta-
ble 1).

Most cases of subcapsular hepatic hematoma 
occurred during the puerperium, with 33 cas-
es (62.3%); the other 20 cases occurred during 
pregnancy (37.7%). Diagnosis was by ultrasound 
(39.6%), during cesarean section (33.9%) or clin-
ically (26.5%). The most frequent symptoms in 

pregnant women with subcapsular hematoma 
were upper abdominal pain (41.5%), headache 
(26.4%), scotomas (7.5%); 23 cases had no symp-
toms (43.4%). On admission, laboratory tests of 
liver function (prothrombin time, partial throm-
boplastin time, glutamic oxaloacetic transam-
inases, glutamic pyruvic transaminases, total 
bilirubins, direct and indirect bilirubins) and cre-
atinine were increased, while hemoglobin and 
platelet count were below normal values (Table 
2).

Of the 53 pregnant women, conservative man-
agement was performed in three cases (5.7%) 
and in 50 patients (94.3%) it was necessary to 
perform some surgical intervention. The surgi-
cal intervention consisted of salvage laparotomy 
or damage control surgery, the basic surgery be-
ing hepatic packing (50 cases; 94.3%), followed 
by temporary abdominal closure (TAC) (Tables 3 
and 4) (Figure 2).

Of the 53 pregnant women, conservative man-
agement was performed in three cases (5.7%) 
and in 50 patients (94.3%) it was necessary to 
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Figure 1. AnnuAl number oF cAses oF pregnAnt women with hepAtic 
subcApsulAr hemAtomA. nAtionAl mAternAl-perinAtAl institute, 
limA, peru, 2003-2020.

Source: Own elaboration

Table 1. MaTernal characTerisTics of pregnanT woMen wiTh 
subcapsular hepaTic heMaToMa.

Maternal characteristics N = 53
n (%)Maternal age (years)

Less than 19 3 (05.7%)

19 - 35 29 (54.7%)

More than 35 21 (39.6%)

Age in years, mean (minimum - maximum) 32.3 (18 - 48)

Parity
Nulliparous 16 (30.2%)

Multiparous 37 (69.8%)

Obstetric morbidity*
Severe preeclampsia 42 (97.2%)

HELLP syndrome 36 (67.9%)

Eclampsia 6 (11.3%)

Placental abruption 6 (11.3%)

Twin pregnancy 3 (5.7%)

Previous placenta 1 (1.9%)

Fetal distress 1 (1.9%)

Fetal death 3 (5.7%)

Intrauterine growth restriction 1 (1.9%)

Pregnancy term
Vaginal 7 (13.2%)

Cesarean section 37 (69.9%)

Cesarean section with hysterectomy 9 (16.9%)
* The obstetric morbidity condition does not add up to 53 cases, since the same 
patient may have developed more than one obstetric morbidity.
Source: Own elaboration
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perform some surgical intervention. The surgi-
cal intervention consisted of salvage laparotomy 
or damage control surgery, the basic surgery be-
ing hepatic packing (50 cases; 94.3%), followed 
by temporary abdominal closure (TAC) (Tables 3 
and 4) (Figure 2).

Prior to liver packing, 10 patients (18.9%) received 
argon electrofulguration (Figure 3), to control a 
bleeding liver lesion. In two patients (3.8%) with 
persistent hepatic bleeding in napa, the first man-
agement consisted in the placement of collagen 
mesh and/or absorbent collagen sponge, basi-
cally used for small lesions, and then continued 
with hepatic packing. In one patient (1.9%) with a 
persistent bleeding lesion and poor response to 
electrocautery fulguration, hepatic suture was 
performed in a ruptured hepatic segment, and 
then continued with hepatic packing. In 37 cases 

Figure 2. intestines plAced in lApArostomy bAg.

Table 3. procedures in The surgical ManageMenT of hepaTic 
heMaToMa in pregnanT woMen wiTh preeclaMpsia wiTh severiTy 
criTeria and hellp syndroMe.

Surgical management of hepatic hematoma
Step 1. Adequate exposure of the liver

Wide median incision, from the pubis to the xiphoid appendix.
Section of the falciform ligament until reaching the area where the perito-

neal sheets divide in front of the vena cava.  
In cases where adequate exposure is not achieved, section the round 
ligament and the right coronary ligament until reaching the vena cava.

Step 2. Management of peritoneal cavity contents
Apply a surgical drape or compresses over the intestines. 

Then place the intestines in a bag (urine collection bag or laparostomy bag) 
(Figure 2).

Step 3. Electrofulguration with argon or electrocautery
The application of argon inert gas is for bleeding hepatic rupture; its use 

must be controlled, avoiding its extensive use (Figure 3).
In the absence of argon, proceed to the use of high frequency electrocau-
tery (200 W PRZ 200 - 400), ideally with bipolar mode. Direct the 'electro 
pencil' to the bleeding lesion, applying at a frequency between 40 to 50 

kilohertz, at a distance between 3 and 8 mm from the lesion.

Step 4. Liver packing
Application of compresses in an orderly and sequential manner, starting 
from the right lobe to the left, placing an average of 15 to 25 compresses. 

After reviewing the hemostasis, the abdomen is temporarily closed (TACE).

Step 5. Temporary abdominal closure (TAC)
Proceed to TAC with laparostomy bag (bag made from the laparoscopy 

sleeve, urine collection bag or Bogotá bag) (Figure 4), or alternatively with 
vacuum-assisted closure (VAC) (Figure 5).

Step 6. Removal of the liver packing and definitive closu-
re of the abdominal wall

On the fourth or fifth postoperative day and according to clinical evolution, 
carefully remove the hepatic packing, after washing the abdominal cavity 

and the compresses. 
Check hemostasis and then proceed to the definitive closure of the abdo-

minal wall. If bleeding occurs when removing the hepatic packing compres-
ses, repack and postpone the definitive surgery for another 4 to 5 days.

Source: Own elaboration

Table 2. clinical and laboraTory characTerizaTion of pregnanT 
woMen wiTh hepaTic subcapsular heMaToMa.

Clinical and laboratory characteri-
zation

Total = 53
n (%)

Hepatic subcapsular hematoma
Ruptured 50 (94.3%)

Not ruptured 3 (5.7%)

Pregnancy stage of diagnosis
Gestation 20 (37.7%)

Puerperium 33 (62.3%)

Diagnosis form
Ultrasound 21 (39.6%)

Clinical 14 (26.5%)

At cesarean section 18 (33.9%)

Symptoms 30 (56.6%)
Upper abdominal pain 22 (41.5%)

Headache 14 (26.4%)

Scotomas 4 (7.5%)

Tinnitus 4 (7.5%)

Right shoulder pain 1 (1.9%)

Asymptomatic 23 (43.4%)

Auxiliary entrance examinations Mean (min - max)
Hemoglobin (g/dL) 9.0 (3.3 - 13.6)

Platelets per mL
109.358 (16.000 - 

304.000)

Prothrombin time - PT (sec) 16.9 (10.0 - 54.0)

Activated partial thromboplastin time - aPTT (sec) 46.9 (22.8 - 292.0)

Glucose (g/dL)  114.9 (55.0 - 219.0)

Creatinine (g/dL) 1.4 (0.,5 - 4.3) 

Glutamic-oxaloacetic transaminase - GOT (U/L)  1.258 (28 - 6.925)

Glutamic-pyruvic transaminase - GPT (U/L)   872 (18 - 6.528)

Total bilirubins (g/dL) 2.9 (0.4 - 16.0)

Direct bilirubins (g/dL) 1.4 (0.06 - 11.4)

Indirect bilirubins (g/dL) 1.6 (0.2 - 10.3)
Source: Own elaboration
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(69.8%), after liver packing, temporary closure of 
the abdomen was performed with a laparostomy 
bag (Bogota bag) (Figure 4), which was fixed to the 
aponeurotic tissue or to the skin. In ten patients 
(18.9%), after initial surgical management and he-
patic packing, the TAC was performed with vacu-
um-assisted closure (VAC), which was replaced on 
some occasions between 48 and 72 hours after 
hepatic packing (Table 4) (Figure 5).

Of the 47 patients (94.3%) who underwent TAC, 
a laparostomy bag was used in 37 patients and a 
CAV system in 10 patients. These patients were 

reoperated in most cases between the 4th and 
5th day after liver packing. In the first three years 
of management of this type of patients, three of 
them underwent abdominal wall closure after 
liver packing; these women had a torpid evolu-
tion, as they developed compartment syndrome 
and multiorgan failure as a complication, ending 
days later with the death of two of them. 

In the 17 years reported in the present study, 
survival was achieved in 81% of the cases.

Figure 5. temporAry AbdominAl closure with vAcuum-Assisted 
closure.

Figure 4. temporAry AbdominAl closure (tAc) with lApArotomy bAg 
or bogotá bAg.

Figure 3. electroFulgurAtion with ArgonTable 4. characTerizaTion of TreaTMenT and coMplicaTions.

Characterization of treatment and 
complications

N = 53
n (%)

Medical treatment
Nifedipine 43 (81.1%)

Methyldopa 39 (73.6%)

Magnesium sulfate 36 (67.9%)

Inotropics 20 (37.,7%)

Globular bundles 50 (94.3%)

Platelet packs 45 (84.9%)

Fresh frozen plasma 44 (62.3%)

Cryoprecipitate 32 (60.4%)

Dialysis 15 (28.3%)

Mechanical ventilation 42 (79.3%)

Surgical treatment
Liver packing 50 (94.3%)

Liver packing + argon 10 (18.9%)

Liver packing + collagenous mesh 2 (3.8%)

Liver packing + liver suture 1 (1.89%)

Bogota exchange bag 37 (69.8%)

Vacuum assisted closure system 10 (18.9%)

Post-surgical complications
Multiple organ failure 33 (62.3%)

Hypovolemic shock 29 (54.7%)

Acute kidney failure 24 (45.3%)

Disseminated intravascular coagulation 22 (41.5%)

Lung injury 18 (33.9%)

Sepsis 16 (30.2%)

Operative wound infection 14 (26.4%)

In-hospital pneumonia 10 (18.9%)

Septic shock 5 (9.4%)

Eventration 4 (7.6%)

Reinterventions
Yes 50 (94.3%)

No 3 (05.7%)

Maternal death 10 (19%)

Days of hospitalization, average (minimum - 
maximum)

26.8 (1 to 89)

Source: Own elaboration
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dIscussIon

In the period studied, there have been 53 
cases of ruptured and unruptured hepatic 
subcapsular hematoma, a rare entity whose 
pathophysiology has not been elucidated. 
There were 342,000 deliveries in that period, 
giving an incidence of subcapsular hematoma 
of 1 in 6,450 deliveries. This was higher than 
that published by Karateke, of 1 in 40,000 to 
250,000 deliveries(10), and could be explained 
by the fact that our study was performed in a 
national reference facility.  

The highest number of cases was in women 
younger than 35 years, which represented 60% 
of the total number of cases and whose mean 
age was 32 years. This was similar to the find-
ings of Grand'Maison(11) with a median age of 
29 years and Escobar(7), who found a median 
age of 32 years. Regarding parity, multiparous 
women were more than twice as likely to be 
multiparous as nulliparous women, 70% ver-
sus 30%. This differs from the review by Dubey 
et al(12), in which primiparas were the majority 
group with 56% of the cases. However, it co-
incides with the findings of Vigil et al(8), where 
the majority group was multiparous with 57% 
of the cases.

The obstetric morbidity most associated with 
cases of subcapsular hepatic hematoma was 
preeclampsia with signs of severity in 97% of 
the cases, and HELLP syndrome in 68%. Dubey 
et al(12) found that the main associated cause 
was HELLP syndrome in 75%, and severe pre-
eclampsia in only 20%. This difference may be 
due to differences in population characteristics 
and care times, since most of the data come 
from studies carried out in developed coun-
tries.

The majority of gestations were terminated by 
cesarean section (87%), a figure higher than 
that reported by Araujo et al(13), with a rate 
of 60%, but close to that found in the review 
by Dubey et al(12) of 82%. These differences in 
time could be explained by the greater knowl-
edge we now have about how catastrophic 
the evolution of HELLP syndrome or pre-
eclampsia with signs of severity can be, and 
physicians no longer decide to wait longer for 
the occurrence of a vaginal delivery.

Hepatic rupture occurred more frequently in the 
postpartum period, with 62%. However, in the se-
ries of Araujo et al(13) they found only 10%; a slightly 
higher figure was reported by Henríquez et al(14), 
with 29% of the diagnoses in the puerperium.

Recognition of the symptoms may raise suspi-
cion of this condition. However, these are non-
specific and, in some cases, overlapping. Upper 
abdominal pain was present in 42%, being the 
most frequent; this was related to hepatic isch-
emia. Headache was present in 26% of cases, 
which could be due to hypertension and hypo-
volemia. Upper abdominal pain and headache 
were frequent symptoms reported in other 
studies(15,16). On the other hand, this study found 
that 43% of cases had no symptoms, higher than 
the 27% found by Gonzales et al(17).

The alteration of the ancillary tests was mainly 
manifested in hemoglobin, with a median value 
of 9 g/dL; the median platelet count was 109,358/
mL. Araujo et al(13) found lower figures, with medi-
an hemoglobin of 7.8 g/dL and platelets 91,300/mL. 
Glutamic oxaloacetic transaminase (GOT) and glu-
tamic-pyruvic transaminase (GPT) were found to be 
elevated, with medians of 1,258 U/L and 872 U/L, 
respectively; this is in agreement with most pub-
lished series(8,12). Indirect bilirubin is an approximate 
marker of hemolysis; the mean in our study was 1.6 
g/dL, similar to that found by Gonzales et al(17).

Due to the low incidence of the pathology, man-
agement is not standardized; however, it has 
been found that surgery significantly reduces 
mortality(8). This includes embolization of the 
hepatic artery, ligation of the hepatic artery and 
tamponade and drainage of the hepatic lesion, 
which will allow control of bleeding(9,18). In the 
present study, the main treatment was hepatic 
packing in 94% of the cases, which was accom-
panied by the use of direct argon fulguration in 
19%, collagen mesh and suture, both in 3.8%.  In 
the review by Dubey et al(12), this technique was 
used in 52% of patients. In other studies, occlu-
sion of the hepatic artery, either by surgical li-
gation or by embolization through intervention-
al radiology, was the main way of resolving the 
condition(11). However, the results were hit and 
miss during pregnancy, with complications such 
as elevated liver enzymes and acute gangrenous 
cholecystitis. Hepatic packing has been associat-
ed with 82% survival(10).
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In the world literature, there are several surgical 
approaches in cases of ruptured and non-rup-
tured hepatic subcapsular hematoma. However, 
the published series include very few patients, 
which makes it difficult to determine which sur-
gical techniques are most commonly used. The 
five series reviewed in the world literature with 
the largest number of cases include only three 
to eight(18-22).

The characteristics of the liver of a pregnant and/
or postpartum woman with severe preeclampsia 
and HELLP syndrome are different from those of 
a non-pregnant woman. These characteristics 
are the presence of physiological hepatomega-
ly, greater venous and arterial congestion and 
greater circulatory flow(3,6,7). For these reasons, 
the patients attended in the present study un-
derwent hepatic packing, with temporary clo-
sure of the abdomen, either with a laparostomy 
bag or with a vacuum-assisted closure system.

The review by Dubey et al(13) reports that the 
main complications were acute respiratory dis-
tress syndrome (29%), renal failure (10%) and 
abscess (14%). Whereas, the main complications 
observed in our study were multiple organ fail-
ure, hypovolemic shock, acute renal failure and 
disseminated intravascular coagulation and 
sepsis, many of them overlapping. On the oth-
er hand, mortality in our patients was 19%, very 
similar to the world literature (17%), despite the 
limited resources and tools for the management 
of this pathology(9,23). The present study pres-
ents the largest case report on the management 
of ruptured and unruptured subcapsular hema-
toma found in the world literature. 

With respect to the limitations of this commu-
nication, they correspond to those of a retro-
spective study in the collection of information. 
However, these data pertain to patients with a 
complete medical history, with supervision of 
data collection.  

conclusIons

In the study population there were 53 cases of 
hepatic subcapsular hematoma in patients with 
preeclampsia with severity criteria and HELLP 
syndrome, with an incidence of 1.65 cases x 
10,000 deliveries and a mortality of ten cases 
(19%). The identification of hepatic rupture/he-
matoma should be suspected in those pregnant 

women with preeclampsia with severity criteria 
who present symptoms of epigastric pain, head-
ache, sudden pallor and hypotension, either in 
the prepartum period, but more frequently in 
the postpartum period. Laparotomy and liver 
packing along with volume replacement contrib-
ute to the management of patients with hepatic 
subcapsular hematoma, which should be per-
formed promptly in unstable patients.   

It is recommended that pregnant women receive 
adequate prenatal care from the first trimester 
of gestation, in order to identify pregnant wom-
en at higher risk of preeclampsia, who should be 
referred to a health facility with a higher level of 
maternal and neonatal resolution capacity, in 
order to prevent severe maternal morbidity and 
maternal and perinatal mortality.
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