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Introduction:
All surgical emergencies are known to take place 
during pregnancy. 0.2%to 1% of all pregnant 
women require non-obstetrical surgery.1 Docu-
mented incidence of acute abdomen during 
pregnancy is 1 in 500-635 pregnancies2 But as 
pregnancy brings about signifi cant anatomical 
and physiological changes in the body, diagno-
sis of an acute abdomen becomes more diffi  cult 
than in a non pregnant woman. Common pre-
senting symptoms are att ributed to pregnancy 
and hesitancy of clinicians for the use of radio-
logical investigations leads to delayed diagnoses 
and treatment of all common surgical disorders 
like acute appendicitis, cholelithiasis, acute cho-
lecystitis, intestinal obstruction and obstructed 
hernias, thus leading to increase morbidity of 
both mother and fetus. Th e acute abdomen in 
pregnancy remains a challenge for obstetricians, 

surgeons and all other att ending medical disci-
pline; therefore a multidisciplinary approach is 
needed in management of these patients.

Th is study was designed to analyze presentation, 
diagnosis and management of acute abdomen 
during pregnancy.

Materials and methods: 
Th is is a prospective descriptive study, conduct-
ed between June 2010 and July 2011 at Hamdard 
University Hospital. All pregnant patients who 
presented with an acute abdomen whether man-
aged surgically or conservatively were included 
in the study. Patients who were diagnosed with 
gynecological emergency like adnexal mass, 
ruptured ectopic pregnancy or uterine rupture 
were excluded from the study. 
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Where surgical procedures were performed, In-
formed consent was taken aft er explaining pos-
sible risk of anesthesia to the fetus and probabil-
ity of preterm labor and abortion to the patient 
and her spouse. Closed liaison was maintained 
with the obstetrician and a multidisciplinary ap-
proach was adopted.

Results:
During the study period, a total of 27 pregnant 
women were diagnosed with surgical condi-
tions. All patients were referred to general sur-
geon by the primary att ending obstetrician.(See 
Figure 1)

11 patients had acute appendicitis, which turned 
out to be the commonest problem. 3 patients 
were in 1st trimester of pregnancy whereas 5 pa-
tients in 2nd and 3 in 3rd trimester of pregnancy 
all underwent open appendicectomy. 

10 patients had cholelithiasis. 5 of these pre-
sented with acute cholecystitis while 2 patients 
had symptoms of chronic cholecystitis where 
as 3 had incidental diagnosis of cholelithiasis 
during routine antenatal ultrasound. One of the 
acute cholecystitis patients was diagnosed as 
empyema and one had recurrent att acks of acute 
cholecystitis both underwent open cholecystec-
tomy in 2nd trimester, All other patients were 
managed conservatively with an advice of lapa-
roscopic cholecystectomy aft er delivery. 

3 patient were diagnosed with irreducible inci-
sional hernia 2 through midline laparotomy scar 
while 1 through Pff anenstial incision.02 patients 
were in second trimester and surgical repair was 
undertaken due to pain and symptoms of intes-
tinal obstruction while 01 patient in third tri-
mester having hernia at previous C Section scar  
was operated at the time of delivery via Caesar-
ian Section.

 5 patients presented with intestinal obstruction, 
2 secondary to obstructed incisional hernia in 
second trimester they were operated as men-
tioned previously, whereas in another 3 patients 
the cause of intestinal obstruction was adhesion 
which resolved with conservative treatment.

Trimester wise distribution of patient’s diagno-
sis is shown in Table 1.

Discussion:
Each year up to 1% of pregnant women in United 
States require non obstetric surgery.3 Th e uterus 
enlarges approximately 20 times during preg-
nancy. Th erefore the classical symptoms and 
signs, normally associated with diff erent disor-
ders maybe altered or may mimic symptoms and 
signs associated with a normal pregnancy.4 Also 
because of the changes in the body the diagnos-
tic tests and laboratory values may be deviated.3 
And last but not the least the clinician is inclined 
to adopt a more conservative approach thus de-
laying both diagnosis and treatment, resulting in 
complications.

In this study we have evaluated presentation 
and management of common surgical problems 
which may complicate a normal pregnancy as 
well as the concerns regarding safe use of radiol-
ogy and anesthesia for the fetus as well as moth-
er, and the potential risk of abortion and pre-
term labor. Where possible, it is always prudent 
to delay surgical procedures till aft er delivery or 
at least avoid during the fi rst trimester.5 On the 
other hand complications arising from delayed 
surgical intervention can be more threatening 
both to mother and fetus. 

Ultrasonography is a safe investigation but it has 
limitations in visualizing deeper structures and 
hollow viscus. All our patients underwent ultra-
sound as baseline investigation supplemented 
by other investigations if required.

Intestinal obstruction 
secondary to adhesions 
Obstructed incisional 
hernia
irreducible incisional 
hernia without obstruction
incidental diagnosis 
of cholelithiasis

chronic cholecystitis 

acute cholecystitis 

acute appendicitis

Figure 1: Etiology of non obstetrical acute abdomen in 
Pregnancy
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During pregnancy, safety of anesthesia for both 
mother and fetus are important concerns. Fetus 
is at risk of teratogenic eff ects of the anesthetic 
drugs as well as the change in uterine blood fl ow 
and maternal acid base balance which may result 
in hypoxemia or asphyxia to the fetus. Th e most 
vulnerable period is the fi rst trimester and it is 
advisable to delay all semi elective procedures 
during this period.3 Almost all our patient pa-
tients requiring surgery were operated in 2nd 
trimester except for 3 patient with acute appen-
dicitis who were operated in fi rst trimester (as 
shown in Table 1); only one patient had spon-
taneous abortion in early postoperative period.

Th e commonest cause of abdominal pain in 
this study was acute appendicitis i.e. 39% cases.
Th e result matches other studies2,6 Abdelhadi 
mentioned in his review that  overall accuracy 
in diagnosing acute appendicitis in pregnancy 
is 60%, as compared to 80% in non-pregnant 
women.7 25% of operative indications for non 
obstetric surgery during pregnancy being acute 
appendicitis. According to Sheri. A Longo et 
al the fi ndings are no diff erent than the age ap-
propriate  non-pregnant patients. Common 
presenting symptoms are, right lower abdomi-
nal pain, nausea, common physical signs are ab-
dominal tenderness, and rebound tenderness.8,9 
Similarly Our patients with appendicitis com-
plained of lower quadrant pain, had right sided 
abdominal tenderness and rebound tenderness. 
Its highest incidence is seen in 2nd trimester 27 
to 60% followed by 1st trimester 19 to 36% and 
3rd trimester 15-33%.10,11,12 Th is is also observed 

in our study with highest incidence i.e. 45% was 
noted in second trimester while  27% of study 
population was  in 1st trimester and third tri-
mester each.

Once the diagnosis of acute appendicitis is evi-
dent, surgery should not be delayed; with delay 
in surgery of more than 24 hours aft er presenta-
tion chances of perforation are high. Tamir et al13 
reported a 66% incidence of perforation when 
surgery was delayed for more than 24 hours and 
Zhang et al4 have reported it to be 20.5%. With 
perforation, the fetal loss is also reported to be as 
high as 5.55% and without perforation only 1%.4 
None of our patients had perforation all were 
operated aft er clinical diagnosis and investiga-
tions in emergency.

Cholecystectomy for symptomatic cholelithia-
sis is second to appendicectomy as the most 
common non obstetric surgical procedure per-
formed during pregnancy.  Various studies have 
shown that 2 to 4% pregnant women may be 
found to have gall stones on ultrasound, but 
only 0.05 to 1% will be symptomatic. Tradition-
ally conservative treatment for symptomatic gall 
stones is adopted.3

In our study 35% patients were diagnosed with  
gallstone disease, out of these 50% had acute 
cholecystitis this is diff erent from study from 
university of California  in which 25% of pa-
tients had acute cholecystitis and vast majority 
had biliary colic.14

In our study one patient had  with empyema and 
one with recurrent acute cholecystitis under-
went open cholecystectomy. Both patients had 
smooth post operative recovery with full term 
normal delivery. All other symptomatic patients 
were managed conservatively, with regular fol-
low ups in surgical clinics.4 patients underwent 
laparoscopic cholecystectomy 6 weeks aft er de-
livery whereas 2 patients were lost to follow up.

Th e third most common non obstetrical cause 
of acute abdomen in pregnancy in our patients   
was intestinal obstruction. Reported incidence 
of small bowel obstruction during pregnancy 

Table 1: Time of Presentation

S.No Diagnosis Total Number 
of patients

1st tri-
mester

2nd tri-
mester

3rd tri-
mester

1 acute appendicitis 11 3 5 3

2 acute cholecystitis 5 2 3 -

3 chronic cholecystitis 2 - 2 -

4 incidental diagnosis of 
cholelithiasis

3 - 3 -

5 irreducible incisional her-
nia without obstruction

1 - 1

6 Obstructed incisional 
hernia

2 - 2- 2

7 Intestinal obstruction 
secondary to adhesions 

3 - 2 1
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is 1 in 1500 to 1700 pregnancies.15 Post opera-
tive adhesions because of previous abdominal 
and pelvic surgeries are the most frequent cause. 
Other reported causes include volvulus, intu-
susception, malignancy or hernias. Small bowel 
obstruction occurs commonly in 2nd and 3rd 
trimester. Symptoms consist of typical triad of 
abdominal pain, vomiting and constipation. 
Th ese symtomps are common in pregnancy 
and therefore att ribute to a delay in diagnosis. 
But these symptoms, associated with colicky 
abdominal pain should raise suspicion and be 
evaluated. If within 6-8 hours of non operative 
management there is no satisfactory response, 
laparotomy should be performed before bowel 
perforation or necrosis occurs.3 Among our 
study population 17% patients presented with 
intestinal obstruction. Out of these 40% sec-
ondary to obstructed incisional hernia in second 
trimester whereas in 60% patients the cause of 
intestinal obstruction was adhesions .

Conclusion:
With advances in anesthesia and surgical care, 
the risk to fetus and mother is far less due to in-
tervention as compared to the disease process 
and complications which result from delaying 
surgery. Th erefore pregnant women should also 
be managed on the same surgical principles as 
non pregnant population and timely surgical 
interventions carried out, while maintaining a 

close liaison with the obstetrician
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