
Conclusion and Key Points: 
•  Acute fatty liver of pregnancy is a rare obstetric emergency 
•  Usually presents acutely with deranged liver function tests and 

associated coagulopathy and hypoglycaemia 
•  Current management is supportive and expeditious delivery 
•  Multidisciplinary team approach to management 
•  Patients may deteriorate in the post-partum period 

Introduction: 
Acute fatty liver in pregnancy (AFLP) is a rare obstetric 
emergency, occurring in approximately 5 in every 100,000 
births in the UK. Non-specific symptoms can make diagnosis 
challenging, and it is associated with a perinatal mortality of 
between 20 and 50%. We present a case of a patient with 
AFLP and discuss its diagnosis and management.  

 
 
 

 

 

Discussion: 
AFLP typically presents in the third trimester or early in the postpartum 
period. Risk factors include primigravidas, multiple pregnancies, low BMI 
and male babies. AFLP may be a variant of pre-eclampsia however it 
typically presents more acutely. Diagnosis may be difficult due to non-
specific symptoms and differentials include acute hepatitis, HELLP 
syndrome and obstetric cholestasis. Investigations demonstrate a 
transaminitis, hyperbilirubinaemia, hypoglycaemia, leukocytosis and 
coagulopathy. Disseminated intravascular coagulopathy occurs in 
approximately 75% of patients and acute renal failure may complicate 
severe cases. Thrombocytopenia is less common than in HELLP syndrome, 
however coagulopathy usually precludes regional anaesthesia. Ultrasound 
may demonstrate fatty infiltration of the liver, however false negatives 
are common. Management of AFLP is supportive and expeditious delivery 
due to high fetal mortality. Pre-operative management involves treatment 
of hypoglycaemia and correction of electrolyte and coagulation 
abnormalities. Patients may deteriorate in the postpartum period and 
should therefore be managed in a HDU/ ITU setting.  
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Case Report: 
•  35yr primigravada presents at 35+2 
•  PMH: polymyalgia, PCOS, migraine, BMI 20 
•  Abdominal pain, vomiting, increased thirst (drinking 6-8L/ 

day), reduced fetal movements 
•  O/E: tachycardic and exquisitely tender abdomen 
•  Initial impression: threatened pre-term labour 
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Diagnosis 

• Consultant obstetrician review 
• Diagnosis: Acute fatty liver of pregnancy 

•  (Atypical abdominal pain, deranged LFTs with assoc. AKI, 
hypoglycaemia, coagulopathy, diabetes insipidus) 

Management 

• Category 2 EmCS under general anaesthetic 
• Tranexamic acid on induction, stable intra-op, EBL 500ml 
• Transferred to HDU 

Post-
operative 

• MDT input (haematology, gastroenterology) 
• Commenced on NAC, further vitamin K, TXA for 3 days 
• Abdominal US confirmed fatty infiltration 
• Clinically stable, bloods slowly improved 
• Discharged 7 days post-delivery. No gastro follow-up 

Figure 1: Abdominal USS confirming fatty liver  Table 1: Blood results on admission  

Hb 120 Bil 55 

WCC 14.4 ALT 408 

Plat 234 AST 518 

Na+ 129 Alk Phos 438 

K+ 4.5 Albumin 23 

Ur 3.9 PT 17 

Cr 176 Thrombin Time 22 

eGFR 29 Fibrinogen 1.10 

Glucose 2.9 Paracetamol 18 


