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Acute Abdomen in Pregnancy; Our Experience
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Abstract: Acute abdomen in pregnancy is a Condition which affects both mother and fetus. It’s clinical
presentation may vary from normal. Diagnosis and management of this is very challenging. Delayed diagnosis
may lead to adverse outcome for both mother and fetus. We are discussing our experince of management of
acute abdomen in pregnancy and also try to review the different condition causing this.
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I.  Introduction

Acute abdomen defined as acute intra abdominal condition having pain , tenderness and muscular
rigidity, for which emergency surgery should be considered’. Acute abdomen in pregnancy presents a unique
diagnostic and therapeutic challenges due to wide range of cause and varied spectrum of clinical presentation.
Acute abdomen in preganancy may be due to obstetrics as well as non obsterics causes. About 0.5% to 2 % of
all pregnant women necessitate surgery for non obsterics acute abdomen.*>.

The diagnosis of acute abdomen in pregnancy is challenging due to both anatomical and physiological
changes occuring in pregnancy and also restricted use of radiological diagnostic modalities like X- ray and
CECT abdomen. Clinical examination of pregnant patients also not so easy, so clinical intrepretation also
becomes difficult.

Systemic approach is essential for an accurate and early diagnosis of potentially life threatening
condition for better treatment of both mother and fetus.

Causes of acute abdomen in pregnancy may be

1. Non Obstetrics

2. Obstetrics

3. Extra abdominal pain

1. Non obstetric cause may be due to following

Surgical

Acute appendicitis, Intestinal perforation, Gastric perforation, Intestinal obstruction, Cholecystitis, Acute
pancreatitis, Biliary colic, Trauma, Urolithiasis

Medical

Gastroentritis, Deep veinous thrombosis, Cystitis, Pyelonephritis, Hepatitis

2. Obstetrics causes are followings

Early pregnany

Abortion, Ectopic pregnancy, Molar pregnancy, Complicated ovarian cyst, Degenration of fibroid, Round
ligament pain

Late pregnancy

Abruptio placenta,Pre term labour, Labour pains, Rupture uterus, Polyhydraminos, Uterine torsion, Eclampsia
and preeclampsia, HELLP syndrome, Rupture rectus sheath, Abdominal pregnancy, Fibroid degenration

3. Extra abdominal etiology like cardiac pain, pleuritic pain, non specific abdominal pain

Here we are sharing our experience in managing acute abdomen in pregnancy.

Case 1

A 26 year old female presented with right lower abdomen pain with fever and vomitting from two days
. She was primaegravida of 10 week gestation period. She had no significant past history. She was
conscious,well oriented to time place and person. Her pulse rate was 98/ min and B.P.-118/79. She had

DOI: 10.9790/0853-1809142630 www.iosrjournals.org 26 | Page



Acute Abdomen In Pregnancy ; Our Experience

tenderness over rt.lower quadrant and local guarding and rigidity was present, She was vitally stable. Her blood
investigation was within normal limit excapt leucocytosis ( WBC - 14000). Her ultrasound abdomen was
suggestive of acute appendicitis with single live foetus in uterine cavity (Photograph 2). Patients was taken for
surgery and emergency open appendicectomy was done. Intraoperative appendix was thickened and inflammed,
which had features of acute appendicitis in histopathological examination (Photograph 1) . Patient was
discharged with normal fetus post operatively.
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Photo 2 showing fetus in utero in patient of acute appendicitis in sonography.
Case 2

A 24 year old female presented with whole abdomen pain with obstipation from two days . She was
primaegravida of 17 week gestation period. She had history of fever last month. She was conscious,well
oriented to time place and person. Her pulse rate was 108/ min and B.P.-108/79. She had generalised
tenderness over whole abdomen and guarding and rigidity was present, She was vitally stable. Fundus of uterus
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was palpable midway between umlicus and pubic symphysis. Her blood investigation were as Hb-12.6, TLC-
5,640, Plalet-2.6 Lakh, INR-1.3, ECG-WNL. USG whole abdomen was suggestive of gross free fluid in
peritoneal cavity with single alive foetus with 17 wk gestational period in the uterine cavity. Patient was taken
for emerency laparotomy. Per operative there was ileal perforation approxmately of asize 0.5 cm in diameter
and loop ileostomy was made under anesthesia. Patient was discharged ( Photograph 3).
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Photogfaph 3- showing ileal perforation in pregnant patient

Il. Discussion

Non obstetric cause- We will discuss following-
Acute Appendicitis

Hancock reported acute appendicitis complicating pregnancy first in 1848*. Approximately 0.04 % to
0.2% incidence of acute appendicitis in pregnant female is in the literature.® Acute appendicitis is the most
common non obstetric surgical emergency during pregnancy followed by cholecystitis , pancreatitis and
intestinal obstruction.>® Acute appendicitis is the most common cause for non obstetrics surgical intervention
performed during pregnancy, which is approximately 25% of non obstetric surgical intervention.” Acute
appendicitis can present in all trimester, most common in second trimester, while appendicular perforation most
frequent in third trimester. There is vaque clinical presentation. Patients presents as periumblical pain, which
shifts to right lower quadrant. There will be maximum tenderness at Mc Burney’s point. Alder’s sign and
Bryan’s sign may help in diagnosing acute appendicitis during pregnancy. Ultrasonography has sensitivity of 67
— 100% and specificity of 83 — 96% for acute appendicitis in pregnancy.? Contrast enhanced CT Scan has more
sensitivity and specificity, but there is inherent risk of radiation exposure. MRI has been recommended second
line of imaging in case of inconclusive USG for suspected appendicitis in pregnancy.® MRI is most useful in
detecting normal appendix. Management depends upon clinical presentation and investigation. Treatment is
surgery. Delay in diagnosis has increased risk of appendicular perforation, peritonitis and septicemia, which
may cause miscarrige , preterm labor and intrauterine death. 3 — 5 % fetal loss in unruptured appendix and 20 —
25 % fetal loss in perforated appendix and maternal mortality approx. 4%%. Some study showed that antibiotic
may be first line treatment and not inferior than surgery.® Since significant fetal loss risk due to delayed
diagnosis, early surgical intervention should be done. 35% risk of negative appendectomy rate in this, it is still
jusified.** Traditionally open appendicetomy was the procedure of choice in pregnancy.* It is a dictum that only
appendicitis should be managed and pregnancy should not be disturbed.

Calculus cholecystitis

It is second most common cause of surgical intervention during pregnancy. It present with pain at right
hypochondrium or epigastrium, bloating, nausea.”® Ultrasound is investigation of choice with a sensitivity of >
95%."* There is paucity of data regarding management of cholecystitis. Non operative management include
antibiotics like cephalosporin and clindamucin and pain management. NSAID should be used carefully after 32
weeks due to risk of developing oligohydraminos and ductus arteriosus narrowing. Traditionally definite surgery
is generally not preferred in uncomplicated cases. Elective cholecystectomy can be done post partum.™
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Acute pancreatitis

It is rare in pregnancy and mostly occurred in third trimester.'® Most frequent cause of pancreatitis in
pregnancy is gall bladder stone and congenital or acquired hypertriglyceridemia. Clinical presentation is similar
as non pregnant female. USG is done. CT scan is rarely done. Management is usually conservative with
adequate bowel rest, nasogastric aspiration, proper hydration, electrolyte correction and analgesic®”’.

Bowel obstruction and perforation

It is extremely rare in pregnancy. Adhesion is most common cause for intestinal obstruction. It occurs
mainly due to previous abdominal surgery including cesarean section. Adhesive obstruction generally occurred
in last trimester. Incidence are 6%, 28% , 45% and 21% during 1%, 2", 3™ and perperium. Rest causes are
volvulus, intussusceptions, hernia.’® It presents as features of obstruction like nausea, vomiting, increased
bowel sounds. Plain abdominal X - ray can be done. CECT and MRI abdomen can be used. Usually non
operative management is done for adhesive intestinal obstruction. Emergency exploratory laparotomy should be
done in failed conservative treatment"’.

Intestinal perforation is also very rare. We had managed one case of intestinal perforation. Patients
usually present with signs of peritonitis. Good ultrasound abdomen may suggest diagnosis. Plain X ray abdomen
can be done. CECT and MRI abdomen can be used. Management involves resuscitation followed by emergency
laparotomy. Depending upon patient condition primary repair of perforation or temporary diversion stoma may
be done.

Urinary stone

It is not very common. Patients may present as severe colicky flank pain, nausea and vomiting. USG of
abdomen may suggest diagnosis. Single shot intravenous pyelogram can be done in suspicious cases. Generally
patient is treated conservatively. Spontaneous passage of obstructing calculi occure in 85% patients®”.

Obstetric cause — There are many causes, but we will discuss following-
Ectopic pregnancy

Incidence of ectopic pregnancy is 1 -2%, 6% of maternal mortality due to rupture ectopic’®. Most
common site of ectopic pregnancy is in fallopian tube, rest in ovary, abdominal cavity, cesarean scar or cervix.
Ectopic pregnancy may be due to previous tubal surgery, previous ectopic, past history of pelvic inflammatory
disease or infertility treatment.® Patients generally present with vaginal bleeding, lower abdominal pain.
Diagnosis can be done by transvaginal or transabdominal ultrasound, beta hcg. Patient with ectopic pregnancy
treated by.methotrexate or surgically. Ruptured ectopic pregnancy is a grave emergency situation. Clincally
patient may present as hemorrogic shock with symptoms of ectopic pregnancy. Patient treatment involves
resuscitations and surgical exploration. Photograph 4 & 5 showing picture taking during ruptured ectopic
pregnancy’s surgical exploration.

Photograph 4 showing ruptured ectopic pregnancy
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Photograph 5 showing ruptured ectopic pregnancy

Uterine rupture

It is primary if occurs in intact uterus and secondary if occurs in previously scarred uterus. Uterine

rupture can be cause for significant perinatal mortality and morbidity.”> USG abdomen will be helpful in
diagnosis. Patient generally managed surgically which includes immediate laparotomy and repair of rent or
sometimes hysterectomy.
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