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ABSTRACT

Introduction: Acute abdominal pain in pregnancy poses a significant diagnostic challenge. The
differential diagnosis is wide, clinical assessment is difficult, and the use of conventional imaging
methods is restricted due to risks to the fetus. This can lead to delay in diagnosis, which increases the
risk of maternal and fetal harm. To curb the morbidity and mortality associated with delayed/missed
diagnosis, knowledge of the frequency, aetiologies, and clinical presentation of acute abdomen in
pregnancy is needed to aid us to make prompt and accurate diagnoses.

Objectives: To assess the aetiologies and review clinical profile of acute abdomen in pregnancy.
Methods: It was an observational study done over a period of 1year which included all the pregnant
women who presented with acute abdomen.

Results: A total of 118 pregnant women presented with acute abdomen during our study. The mean
age of the study participants was 28 years. Concerning gravidity, 27.11% of patients were
primigravida (first pregnancy). Most patients (66.94%) were multi-gravida (2 - 4 pregnancies) and
0.05% were grand multi-gravida (5 or more pregnancies). Most cases (65.25%) of acute abdomen in
pregnancy were observed during the first trimester of pregnancy. 28.81% and 5.94% occurred in the
2nd and 3rd.Gynaeco-Obstetrics aetiologies of acute abdomen in pregnancy comprise a vast majority
(83.05%) of causes. Acute appendicitis (3.38%) is the commonest non-obstetric surgical aetiology of
acute abdomen in pregnancy. The most consistent symptoms and signs were abdominal pain (100%)
and abdominal tenderness (96.61%) respectively. 76.27% had per vaginal bleeding, 25% had
nausea/vomiting, 23% had fever, and 18% presented with anorexia.16% of patients had signs of
peritonism.

Conclusion: Diagnosis and treatment of acute abdomen in pregnancy should be individualized. Good
clinical acumen is essential for ordering early diagnostic test in acute abdomen in pregnancy.
Appropriate intervention should be undertaken at the earliest to reduce the maternal and fetal
complications.
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Introduction:

Pregnancy is special. Let’s make it safe (WHO)

Acute abdomen in pregnancy remains one of the most challenging diagnostics and therapeutic
dilemmas today. An acute abdomen in pregnancy can be caused by pregnancy itself, be predisposed
to by pregnancy or be the result of a purely incidental cause.l Pregnancy increases the chances of
developing acute abdomen. 2 The diagnostic approach of acute abdomen during pregnancy can be
tricky owing to the altered clinical presentations brought about by the anatomical and physiological
changes of gestation along with the reluctance to use certain radiological investigations for fear of
harming the fetus. Leading problems in the diagnosis of acute abdomen during pregnancy are:
expanding uterus, which displaces other intra-abdominal organs and thus makes physical
examination very difficult, high prevalence of nausea, vomiting, and abdominal pain in the
normal obstetric population and general reluctance to operate unnecessarily on a gravid patient3.
Delay in diagnosis and treatment can lead to adverse outcomes for both the mother and fetus. Clearly,
the case of a pregnant patient with acute abdomen is a clinical scenario that overlaps specialties. There
should be no hesitation to involve a surgeon, an obstetrician/gynaecologist, and a special needed.
Surgical-fetal medicine when this challenging situation arises.

Patients who develop symptoms or signs of serious pregnancy related complications may seek
emergency care even in non obstetric settings.

The basic principles of dealing with obstetric emergencies are the same as for any emergency {
AIRWAY / BREATHING / CIRCULATION } , but remember in obstetrics we are dealing with two
lives — the mother and the baby ; and the fetus is very vulnerable to maternal hypoxia .

PRESENTATION OF ACUTE ABDOMEN
OBSTETRICAL CAUSES:

Abortion

Ectopic pregnancy (ruptured/ unruptured)
Conon-obstetricyst ruptucauses. Ectopicour
Chorionamnionitis

Abruption placentae

Preeclampsia / Eclampsia

GYNAECOLOGICAL CAUSES:
Adnexal torsion

Uterine rupture

Degenerating fibroid

Ovarian cyst rupture

Tubo-ovarian complex

NON-GYNAECOLOGICAL CAUSES:

LIVER: Hepatitis/ Hematoma/ hepatic rupture

GALL BLADDER: Biliary colic / Acute cholecystitis / cholangitis

PANCREAS: Pancreatitis

STOMACH: Peptic ulcer/ Gastritis / GERD

SPLEEN: of 2nic rupture / spleen artery aneurysm rupture

INTESTINES: Bowel obstruction / Perforated duodenal ulcer / Herniation/ Diverticulitis
RENAL: Hydronephrosis / Pyelonephritis / Cystits / UTI / Colic

APPENDIX: Appendicitis

Objective: To assess the etiologies and review clinical profile of acute abdomen in pregnancy
Methods:
It was an observational study done over a period of 1 year in the department of OBG SKIMS Soura.
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A total of 118 pregnant women who presented with acute abdomen during pregnancstudy included. A
detailed history and a thorough clinical examination were performed.
The necessary investigations apart from the routine antenatal tests were carried out
. Ultrasonography was performed in all. MRI was done when feasible or when diagnosis was
unclear. Case management was2001; 69:422ised, and surgical and medical team involvement was
made whenever needed. Surgical intervention was taken if indicated.

Results : A total of 118 women presenting with acute pain abdomen during pregnancy were
studied. Most of the women (52.54%) were of the age group of 25 to 30 years. The mean age was 28
years.

AGE GROUP DISTRIBUTION

AGE GROUP [FREQUENCY |PERCENTAGE
< 235 YEARS 9 7.62%

25-30 YEARS 62 52.54%
=31 YEARS 47 39.40%

Concerning gravidity 27.11% of patients were primigravida (first pregnancy). Most patients (66.94%)
were multi-gravida (2 - 4 pregnancies) and 0.05% were grand multi-gravida (5 or more pregnancies).

GRAVIDITY DISTRIBUTION
GRAVIDITY FREQUENCY |PERCENTAGE
PRIMIGRAVIDA 32 27.11%
MULTIGRAVIDA 79 66.94%
GRAND MULTIGRAVIDA il 0.05%

Most cases (65.25%) of acute abdomen in pregnancy were observed during the first trimester of
pregnancy. 28.81% and 5.94% occurred in the 2nd and 3rd trimesters.

TRIMESTER WISE PRESENTATION

TRIMESTER [FREQUENCY | PERCENTAGE
IST FF g 65.25%
2ND 34 28.81%
3RD 7 S.94%

Gynaeco-Obstetrics aetiologies of acute abdomen in pregnancy comprise a vast majority (83.05%)
of causes. Ectopic pregnancy (39.83%) was the most common obstetric cause of acute abdomen in
pregnancy. Acute appendicitis (3.38%) is the commonest non-obstetric surgical aetiology of acute

abdomen in pregnancy.
Frequency Distribution Of Aetiology

Aetiology | Frequency | Percentage

Obstetric

Ectopic Pregnancy 47 39.83
Miscarriage 39 33.05
Abruptio Placentae 3 2.54
Uterine Rupture 1 0.84
Non Obstetric

Urinary Tract Infection 10 8.47
Symptomatic Myoma 3 2.54
Pelvic Inflammatory disease 2 1.69
Appendicitis 4 3.38
Gastroenteritis 2 1.69
Ovwarian Cyst 3 2.54
Cholecytitis 3 2.54
Intestinal Obstruction 1 0.84

Total 118 100
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The most consistent symptoms and signs were abdominal pain (100%) and abdominal tenderness
(96.61%) respectively. 76.27% had per vaginal bleeding, 25% had nausea/vomiting, 23% had fever,
and 18% presented with anorexia.16% of patients had signs of peritonism.

Clinical Presentation
Signs & Symptoms Frequency Percentage

Abdominal Pain 118 100

Nausea/Vomitting 25 21.18
Fever 23 19.49
Anorexia 18 15.25
PerVaginal Bleeding a0 76.27
Abdominal Tenderness 114 96.61
Peritonism(Rebound,Gaurding/Rigidity) 16 13.55

Discussion:

The incidence of acute abdomen during pregnancy is 1 in 500-635 pregnancies.4 The frequency of
non-obstetrical acute abdomen is 0.39%, mostly multifactorial. 0.2% to 1.0% of all pregnant women
require non-obstetrical general surgery.5

Any cause for acute abdomen can occur coincident with pregnancy. Some clinical conditions are
more likely to occur in pregnancy; others are specific to pregnancy. Thus, a wide range of possible
differential diagnoses should be considered.In our study, we aimed to give an overview of the causes
of acute abdomen during pregnancy with special attention to the clinical presentation. It was an
observational study done over a period of 2 years which included all the pregnant women who
presented with acute abdomen. The study population included one hundred eighteen pregnant women
who presented with acute abdomen. The age distribution (years) showed majority of women (50%)
in the range of 25-30 years. The cases were analysed based on the trimester and clinical presentation
. Trimester-wise distribution showed 65.25 % women in first trimester, 28.81% women in second
trimester and 5.94% women in third trimester. Ectopic pregnancy was the most common obstetric
cause of acute abdomen in our study. This observation is consistent with the results of a number
of studies.6,7,8 Acute appendicitis was the most common non-obstetric surgical aetiology of acute
abdomen in our study. It agrees with the global picture where acute appendicitis in pregnancy is the
most common cause of emergency non-obstetric surgical abdomen affecting 1 in 1500
pregnancies .9,10Abdominal pain and abdominal tenderness were the most consistent symptom and
signs respectively. This finding was in line with that of Woodhead et al. 2019 11 Jan et al.12 who
reported that abdominal pain and tenderness were found in 100% of participants.

ALGORITHM BASED APPROACH

PATIENT IN REPRODUCTIVE AGE GROUP PRESENTS WITH SYMPTOMS OF ACUTE ABDOMEN

DO URINE PREGNANCY TEST

A 4
ULTRASONOGRAPHY l

¥ ™ ULTRASONOGRAPHY
INTRAUTERINE SUSPICIOUS / BASELINE
PREGNANCY SUGGESTIVE OF

VISUALISED ECTOPIC PREGNANCY

INVESTIGATIONS

FEATURES OF NON
GYNAECOLOGICAL
CAUSES OF ACUTE

NON VIABLE ABDOMEN
PREGNANCY PREGNANCY/
ABORTION MANAGE AS PER
J PROTOCOL

ANTENATAL CARE
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ECTOPIC PREGNANCY

SYMPTOMS CAN BE AMENORRHEA/ ABDOMINAL PAIN / BLEEDING P/V.

OR THE PATIENT MAY NOT BE AWARE AND THE SYMPTOMS MAY BE ABSENT UNTIL
RUPTURE OCCURS, SOMETIMES WITH CATASTROPHIC RESULTS.

PEARL: SUSPECT ECTOPIC PREGNANCY IN ANY FEMALE PATIENT OF REPRODUCTIVE
AGE WITH PELVIC PAIN, VAGINAL BLEEDING OR UNEXPLAINED SYNCOPE OR
HEMORRHAGIC SHOCK, REGARDLESS OF MENSTRUAL /CONTRACEPTIVE/SEXUAL
HISTORY AND EXAMINATION FINDINGS.

ECTOPIC PREGNANCY

< \

RUPTURED
ECTOPIC /
HEMODYNAMIC
INSTABILITY

UNRUPTURED ECTOPIC
WITH
HEMODYNAMICALLY

STABLE PATIENT

* RESUSCITATION SERIAL B-HCG TITRES

* EXPLORATORY '

LAPROTOMY
EXPECTANT MX

METHOTREXATE EXPECTANT MEDICAL MX SURGICAL
SURGICAL MX MANAGEMENT (METHOTREXATE) MANAGEMENT

Stable patient with

[[] Least preffered [] unruptured ectopic O g:t?::; leor ruptured
pregnancy =
[] Stable patient [] Family not complete [] Family complete
O :rze?‘% BHCG with falling [] Bheg < 5000 1U [] Bheg > 5000
ize of gsac <4cm wit Cardiac activity present wit
O Size of 4 ith 0 d h
absent cardiac activity . gsac > 4cm

0 Contraindication/ failure of
medical therapy

OVARIAN TORSION

Ovarian torsion results due to rotation of enlarged ovary on its supports.
Symptoms : Acute lower abdominal pain, nausea , vomiting

Complete occlusion Partial occlusion

MANAGEMENT
LAPROSCOPY / LAPROTOMY

Detorsion Oophorectomy

Venous + lymphatic Lymphatic
obstruction obstruction

Increased hydrostatic pressure
Massive edema + enlargement

4
|

Arterial thrombosis , ischemia

Ovarian
cystectomy
Ovarian

Preservation. biopsy or
oophorectomy is

warrented

If malignancy is
suspected , ovarian

and infarction, infection and
inflammation
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ULTRASOUND ‘
Observation
Follow up

Cyst resolved /

decrease in size

Observation
Follow up

PREGNANCY INDUCED HYPERTENSION

SIZE<7 cm

Folllow up with repeat
scan; CA 125 at 6-12
months

Increase in size

Laproscopic
Cystectomy/
Oopherectomy

gl SIZE>5 cm

e I SIZE>7 cm

Laproscopic
cystectomy/
Oophorectomy

Persisting
Cyst

Observation
with annual
scan or CA 125

ACUTE MATERNAL HYPERTENSION AND ECLAMPSIA ALGORITHMS 2024 HAVE BEEN

DEVELOPED BY ACOG (AMERICAN COLLEGE

OF OBSTETRICIANS AND

GYNAECOLOGISTS) WITH THE AIM TO IMPROVE THE IDENTIFICATION OF PATIENTS

AND READINESS OF EMERGENCY PRACTITIONERS

ACUTE HYPERTENSION IN PREGNANCY AND POSTPARTUM

Ask the patient :
“ARE YOU PREGNANT OR HAVE YOU BEEN PREGNANT IN THE LAST 6 WEEKS ?”

If yes , these symptoms may be related to pregnancy and can occur upto 6 weeks postpartum .

v

SBP>= 140 or DBP >= 90 ( with normal BP previously)

+ Monitor BP every 15 mins for upto 4 hours

+ Assess for signs / symptoms of impending eclampsia
¢+ Consider obtaining labs

NOTE : IF ANYTIME THE SBP > 160 OR DBP > 110, CONFIRM IN 15 MINS AND PROCEED DIRECTLY TO “ PRE-ECLAMPSIA

WITH SEVERE FEATURES .”

LABS TO CONSIDER

.« CBC

o LFT/KFT

+ LDH/URICACD

+ URINEPROTEIN
DIPSTICK
PROTEIN/ Cr RATIO
24HRS URINE PROTEIN

~
Q + SBP<140&DBP<90 SBP 140-159 OR DBP 90-109 ‘ ?
* Normal labs
* Nosymptoms + SBP 140-159 OR DBP 90- + SBP 140-159 OR DBP 90-
109 109
¢+ Normal labs ¢ Urine protein/ cr>0.3
L + No symptoms ¢ Urine dipstick >1
| NORMAL |
<
| GESTATIONAL HYPERTENSION Preedampsia
+ Noacute treatment
+ Create plan for follow up BP + Serial BP monitor + Serial BP monitor
assessment and 0BG ¢ 1f>37wks plan delivery + 0BG consultation
followup * <37 wks, 0BG follow up + Observe for Pre-eclampsia
and explain explicit return with  severe features /
precautions HELLP syndrome
/hypertensive emergency
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* SBP>1600RDBP>110
OR
* $BP140-159 OR DBP 90-109 WITH ANY LAB ABNORMALITIES
| SYMPTOMS

Preeclampsia with severe
features

* Initiate antihypertensives if persistent SBP>160 OR DBP >
110

+ Serial bp (every 15mins)

* Initiate MGSO4 therapy

+ Observe forHELLP syndrome

* 0BG evaluation or transferto afacility with OBG capability

Treatment Recommendations for Sustained Systolic BP = 160 mm Hg OR Diastolic BP = 110 mm Hg*

Antihyp treatment and mag sulfate should be ad d simul
antihypertensive treatment should be first prionity.

iy, f concurment is not possible,

Management Considerations — Chy yofthe three agents as primary antihypertensive b ider theolowing:
+ no 1V access il choose ndedipne
+ fthe patient has a history of asthma OR is bradycard, choose hydralarine o ndodiping as the ntial agent

LabetalolV as Primary
Antihypertensive

Hydralazine IV as Primary
Antihypertensive

Nifedipine PO as Primary
Antihypertensive

Initial dose: 20 mg labetalol IV

Initial dose: 5-10 mg hydralazine V
over 2 minutes

Initial dose: nifedipine 10 mg PO

over 2minutes immediate roloase (IR)

Repeat BP in 10 minutes Repeat BP in 20 minutes Repeat BP in 20 minutes

SBP 2160 or DBP » 110
Give hydralazine 10 mg IV over 2 minutes

$BP 2160 or DBP » 10
Givo nifedipine 20 mg PO (IR)

SBP 2 160 or DBP » 110
Give 40 mg labetalol IV over 2 minutes

Repeat BP in 10 minutes Repoat BP in 20 minutes Repeat BP in 20 minutes

SBP 2160 or DBP = 110
Convert to labetalol
Give labotalol 20 mg IV over 2 minutes
Obtain emergent consultation from
maternal-fotal medicine, if available, or
critical care

$8P 2160 or DBP 2110
Give nifedipine 20 mg PO (IR)

SBP 2 160 or DBP 2 110
Give 80 mg labetalol IV over 2 minutes

Repoat BP in 10 minutes Repoat BP in 20 minutes

$BP 2160 or DBP 2110
Convert to labetalol

SBP 2160 or DBP 2110

Convert to hydralazine Repeat BP In 10 minutes

Give hydralazing 10 mg IV over 2 minutes
0Obtain emergent consultation from
maternal-fotal medicine, if available,
or critical care

Repeat BP in 20 minutes

$BP 2 160 or DBP = 110
While awaiting additional support,
give hydralazine 10 mg IV over 2 minutes

Target 8P 130-150/00-100 vm Mg

o 1t any port BP 5 160/1N0 readmnater anthypertensves

Eclampsia Algorithm

Known or suspected pregnancy
OR

S$BP 2160 or DBP = 10
While awaiting additional support,
give labetalol 40 mg IV over 2 minutes

Repeat BPin 10 minutes

$8P 2160 or DBP 2110
While awaiting additional support,
gve labetalol 80 mg IV over 2 minutes

Once BP fwoshokd i achved, stop antiypertensives ind mond 6P
o (200 minten for 1 hour then -9 QU5 minusen for | howr thee < Q00 minutes for 1 hour then - Q1 howt for 4 howns

Possible pregnancy within the last 6 weeks

. 2

Initial Intervention: Presumed Eclamptic Seizure
= Perform usual seizure patient care
- If pregnant, try to position patient in left lateral decubitus position, head of bed down
- Prepare to initiate medical therapy
- Request immediate obstetric consultation

Administer
Magnesium Sulfate

-« Administer magnesium sulfate

First-line therapy for suspected

Py for 5g IM every 4 hours
eclamptic seizure

reduce discomfort

seizures

If no IV access (not available or
cannot be established):

intramuscularly (IM) — 10-g loading
dose (5 g in each buttock) followed by

- The medication can be mixed with
1mL of a 2% xylocaine solution to

« There are no data on 10 administration
of magnesium sulfate in eclamptic

Magnesium Initial
Treatment

1) Loading dose: 4-6 g IV over
20-30 minutes, then start
maintenance dose

2) Maintenance dose: 1-2 g/h

Consult pharmaceutical refer:

consultant for specifics

If altered renal function (creatinine

=1mg/dL), maintenance dosing of

magnesium will need to be adjusted.
ce

or request guidance from obstetric

Give labetalol 20 mg IV over 2 minutes
Obtain emergent consultation from
maternal-fotal medicine, if available, or
critical care

Repeat BP in 10 minutes

$BP 2160 or DBP » 10
Whilo awaiting additional support,
give labetalol 40 mg IV over 2 minutes

Repeat BP in 10 minutes

SBP » 160 or DBP 2 10

While awaiting additional support,
give labotalol 80 mg IV over 2 minutes
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Persistent or recurrent seizure after magnesium
sulfate loading dose:

Continue magnesium sulfate maintenance infusion, administer one of the following
medications, and prepare for possible intubation

Preferred next If still seizing: If persistent,
medication class: + Fosphenytoin 20 mg + Levetiracetam 60 mg/
benzodiazepines PE/kg IV at 150 mg kg IV, max 4,500 mg

+ Lorazepam 4 mg IV PE/min + Consider intubation
over 3-5 minutes, OR with propofol

+ Diazepam 5-10 mg and consultation
IV slowly with neurology,

. Ifno IV access, can anesthesia, critical
administer midazolam care, or maternal-fetal
10mgIM medicine.

Resolution of Seizure

1) Assess BP —if SBP =160 0or DBP =110,  5) Obtain head CT
initiate Acute Hypertension Algorithm ) perform thorough neurological

2) OB evaluation ASAP examination to evaluate for focal deficits

3) If seizure responds to magnesium 7) Preparation should be made for delivery,
sulfate and the patient is maintained on as applicable; mode and timing of delivery
magnesium sulfate (and unable to be depend on obstetric circumstances

urgently transported to an obstetric unitfor gy For potential magnesium toxicity

further evaluation and treatment
7 i ) a. If serum magnesium > 9.6 mg/dL,

a. Continue magnesium sulfate infusion the infusion should be stopped
at1-2g/h
b. Re-start when the level decreases to
b, Monitor serum magnesium levels <84 mg/dL
every 4 hours (first level at 4 hours 5
after therapy initiated — therapeutic
range: 4.9-8.5 mg/dL)
¢. Observe for possible toxicity

¢. Calcium gluconate or calcium
chloride should be readily available for
impending respiratory depression
+ Calcium gluconate: 10% solution, 10 mL
4) Maintain magnesium sulfate infusion for at (1000 m(:) or1g) IV over 3 minutes
least 24-48 hours after the last seizure or

. C: %
after delivery, whichever s later Calcium chloride: 10% solution,

5 mL (500 mg) IV over 5-10 minutes

Conclusion:

Diagnosis and treatment of acute abdomen in pregnancy depends on the specific situations.
Individualized approach is the best while evaluating a pregnant woman.
Diagnosis should be confirmed with appropriate investigations to prevent delay in the
management. Higher order imaging like MRI can be wused as MRI is considered
to be safe in pregnancy. Early intervention isrecommended to reduce the maternal fetal
complications.
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