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ABSTRACT 

BACKGROUND 

Acute abdomen during pregnancy is often worrisome for an obstetrician owing to the diagnostic and management challenges. A 

strong index of suspicion, clinical expertise and a multidisciplinary approach can go a long way to tackle such cases. 

The aim of this study is to analyse the presenting clinical features and the causes of acute pain abdomen during pregnancy and 

the management of such cases. 

 

MATERIALS AND METHODS 

A descriptive study was performed on 55 pregnant women presenting with acute pain abdomen admitted in Silchar Medical 

College and Hospital between July 2016 and June 2018. A detailed history and a thorough clinical examination was done. Women 

with labour pains were excluded from the study. 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 was 

individualised, and surgical and medical team involvement was made whenever needed. Surgical intervention was taken if 

indicated. All women were followed up. Data was analysed with Microsoft Excel. 

 

RESULTS 

41.8%, 32.7% and 25.5% of the women were of the age group of 25 to 31 years, 18 to 24 years and 32 to 38 years respectively. 

49.1% were Muslims, 20% were Hindus and 14.5% were Christians. 34.5% were booked cases. 81.8% were from rural areas. 

36.4% of patients each presented with pain in the second and third trimester of pregnancy. The presenting symptoms were pain 

(100%), diminished appetite (45.5%), nausea (32.7%), bleeding per vagina (27.3%), increased urinary frequency (18.2%), 

backache (18.2%), shortness of breath (7.3%), diarrhoea (3.6%) and constipation (3.6%). In 89.1% women, pain was of less than 

24 hours duration. 45.5%, 40% and 14.5% came with diffuse, lower and upper abdominal pain respectively. 87.3% complained of 

continuous dull pain, while 10.9% had intermittent, colicky pain. Anaemia (54.5%) and hypotension (49.1%) were the common 

associated findings. 29 (52.7%) cases were diagnosed to have an obstetrical cause of pain which included ectopic pregnancy 

(27.6%), miscarriage (20.7%), molar gestation (17.2%), ruptured uterus (17.2%), abruptio placentae (10.3%) and acute 

polyhydramnios (6.9%). In 26 (47.3%) cases the cause of pain abdomen was non-obstetrical which included acute appendicitis 

(19.2%), acute cholecystitis (15.4%), ureteric colic (15.4%), acute urinary tract infection (11.5%), acute pancreatitis (7.7%), 

intestinal obstruction (7.7%), acute peptic ulcer (7.7%), torsion of ovarian tumour (7.7%), blunt trauma with splenic rupture 

(3.8%) and red degeneration of uterine fibroid (3.8%). 82.8% of the women with obstetrical cause required surgical management. 

Amongst the 26 cases with non-obstetrical origin of pain, 8 (30.8%) underwent surgery- laparotomy (5) and laparoscopy (3). 

Significantly, higher number of surgeries were carried out in the second trimester (p < 0.05). The complications among women 

with non-obstetrical abdominal pain were- wound infection and preterm labour, amongst those treated surgically; preterm labour 

and intrauterine foetal death, amongst those managed conservatively. 

 

CONCLUSION 

Acute abdomen in pregnancy poses a diagnostic and therapeutic dilemma to the obstetrician. Prompt diagnosis and management is 

critical in such situations. 
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BACKGROUND 

Acute abdomen refers to an intra-abdominal process that is 

characterised by abdominal pain, tenderness and muscular 

rigidity, for which emergency surgery must be considered.[1] 

Acute abdomen in pregnancy remains one of the most 

challenging diagnostic and therapeutic dilemmas today.[2] 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.[3] 

The diagnostic work-up of an acute abdomen may be 

more difficult in pregnant than in non-pregnant women due 

to the normal anatomical and physiological changes that 

occur during pregnancy.[4] Non-obstetric surgical 

emergencies may be difficult to recognise in pregnant 
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patients, whose normal physiologic state is altered by 

pregnancy.[5] Numerous physiologic changes in pregnancy 

may affect the presentation of abdominal pain in pregnancy. 

Acute abdominal pain in pregnant women poses a diagnostic 

challenge as gastrointestinal, genitourinary and gynaecologic 

diseases. They may all manifest with non-specific symptoms, 

which could lead to a delay in diagnosis. Guarding in the 

setting of peritonitis may not occur, because of loss of 

elasticity in the abdominal wall musculature.[6] Displacement 

of intra-abdominal organs including the appendix by the 

gravid uterus may also confound the clinical presentation.[6] 

The enlarged uterus may also compress the urinary tract 

leading to hydroureter and hydronephrosis.[7] In addition the 

high progesterone concentration during pregnancy decreases 

lower oesophageal sphincter tone, small bowel and colonic 

motility, gallbladder emptying and ureteral tone.[8] 

Missed diagnosis of these acute abdomens forms the basis 

of their gravity in terms of both maternal and foetal 

prognosis.[9] Delayed diagnoses and treatment may have 

more serious consequences for pregnant women than for 

other patients.[4] A high index of suspicion must be used when 

evaluating a pregnant patient with abdominal pain.[10] 

Requisite diagnostic imaging and interventions should be 

performed as indicated, since delay in diagnosis and 

treatment can increase maternal and foetal/ newborn 

morbidity and mortality.[11] 

Graded compression ultrasonography is the preferred 

initial imaging technique to evaluate for acute appendicitis in 

pregnant patients, since it is safe and readily available.[12] CT 

carries the risks of radiation-induced carcinogenesis.[12] Use 

of computed tomography should not be delayed when there 

is a need for early diagnosis. MRI is the preferred second-line 

modality in the pregnant population, as it provides excellent 

soft-tissue resolution and anatomic detail.[12] 

Moreover, the presence of a foetus may modify the 

management. It is well known that abdominal interventions 

in this period carry out a higher risk of miscarriage or 

premature labour.[13] Laparoscopic surgery should be 

performed in the second trimester when possible and 

appears as safe as laparotomy. Conservative management 

during pregnancy with surgical management postpartum 

appears reasonable in most cases. 

The present study was done with an aim to evaluate the 

presenting clinical features and the causes of acute pain 

abdomen during pregnancy and the management of such 

cases. 

 

MATERIALS AND METHODS 

A descriptive study was performed in which fifty-five (55) 

pregnant women, irrespective of gestational age, presenting 

with acute pain abdomen requiring hospitalisation in the 

antenatal OPD or emergency labour room or casualty of 

Silchar Medical College and Hospital over a period of two 

years between July 2016 and June 2018 were included. A 

thorough history was taken. The onset, nature, location of 

pain with exacerbating or relieving factors were noted along 

with other symptoms related to bowel or micturition habits, 

bleeding per vagina, features of preeclampsia and perception 

of foetal movement. A detailed obstetrical, gynaecological, 

medical and surgical history was taken. Each patient was then 

subjected to general and abdominal examination keeping in 

mind that the typical signs might be absent, obstetrical 

assessment, vaginal and/or rectal examination if indicated. 

Women with labour pains were excluded from the study. 

Depending on the case, the necessary investigations apart 

from the routine antenatal tests were carried out such as 

blood grouping and cross matching, liver and renal function 

tests, serum electrolytes, serum lipase and amylase, blood 

coagulation profile, peripheral smear, swab or blood culture, 

urine routine examination and culture sensitivity, ECG in 

atypical epigastric pain. Ultrasonography was performed in 

all cases to aid in obstetrical as well as surgical diagnosis. MRI 

was done when feasible or when diagnosis was not certain. 

Case management was individualised, and a multidisciplinary 

approach was taken. Emergency surgery was performed if 

indicated; however, the second trimester was usually 

preferred for surgical intervention. All women were followed 

up till the time of discharge. Data was analysed with 

Microsoft Excel. 

 

RESULTS 

A total of 55 women presenting with acute pain abdomen 

during pregnancy were studied. Table 1 shows the 

demographic characteristics. Most of the women (41.8%) 

were of the age group of 25 to 31 years. The mean age was 

26.31 years with a standard deviation of 4.1 years. 49.1% 

were Muslims, 20% were Hindus and the rest were 

Christians. 34.5% were booked cases. 81.8% were from rural 

areas. An equal number of women (36.4% each) presented 

with pain in the second and third trimester of pregnancy. 

The presenting clinical features have been discussed in 

Table 2. While pain was a constant symptom in all cases, 

diminished appetite, nausea and bleeding per vagina were 

the other frequently associated symptoms. 89.1% women had 

a history of pain of less than 24 hours duration. 45.5% had 

diffuse abdominal pain, while 40% and 14.5% had pain 

localised to lower and upper abdomen respectively. 87.3% 

complained of continuous dull pain, while the rest had 

intermittent colicky pain. Anaemia (54.5%) and hypotension 

(49.1%) were the common associated findings. 

Table 3 shows the diagnosis. 29 (52.7%) women were 

diagnosed to have an obstetrical cause of pain, while in 26 

(47.3%) women the cause of pain abdomen was non-

obstetrical. The common obstetrical causes were ectopic 

pregnancy, miscarriage, molar gestation and ruptured uterus. 

The common non-obstetrical causes included acute 

appendicitis, acute cholecystitis and ureteric colic. 

Table 4 outlines the management. 82.8% of the women 

where pain was attributed to obstetrical cause required 

surgical management. Amongst the 26 cases with non-

obstetrical origin of pain conservative management was done 

in 18 (69.2%) women, while 8 (30.8%) underwent surgery. 

Of these, laparotomy was performed in 5 women (2 for acute 

appendicitis, 2 for ovarian torsion, 1 for blunt trauma with 

splenic rupture) and laparoscopy was done in 3 women (2 for 

acute appendicitis, 1 for acute cholecystitis). Number of 

surgeries carried out in the second trimester were 

significantly higher (p < 0.05). 

The complications among women with non-obstetrical 

abdominal pain have been shown in Table 5. It included 

wound infection in 1 (Had laparotomy for acute appendicitis) 

and preterm labour in 1 (Had laparotomy for blunt trauma) 

amongst those treated surgically; preterm labour in 2 (Both 

had urinary tract infection) and intrauterine foetal death in 1 
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(Diagnosed with acute pancreatitis) amongst those managed 

conservatively. 

 

Demographic Variable Number Percentage 

Age 

18 to 24 years 

25 to 31 years 

32 to 38 years 

 

Religion 

Muslim 

Hindu 

Christian 

 

Socioeconomic Status 

Rural 

Urban 

 

Booked/ Unbooked Status 

Booked 

Unbooked 

 

Gestational Age at Initial 

Presentation 

0 to 12 weeks 

> 12 weeks to 28 weeks 

> 28 weeks to 40 weeks 

 

18 

23 

14 

 

 

27 

20 

8 

 

 

45 

10 

 

 

19 

36 

 

 

 

15 

20 

20 

 

32.7 

41.8 

25.5 

 

 

49.1 

36.4 

14.5 

 

 

81.8 

18.2 

 

 

34.5 

65.5 

 

 

 

27.2 

36.4 

36.4 

Table 1. Demographic Characteristics 

 
 

Clinical Presentation Number Percentage 
Symptoms 

Abdominal pain 
Diminished appetite 

Nausea 
Bleeding per vagina 

Increased urinary frequency 
Backache 

Breathing difficulty 
Diarrhoea 

Constipation 
 

Duration of Symptoms 
<24 hours 

>=24 hours 
 

Location of Pain 
Upper abdomen 
Lower abdomen 

Diffuse 
 

Nature of Pain 
Continuous, dull 

Intermittent, colicky 
 

Associated Findings 
Anaemia 

Hypotension 
Hypertension 

Jaundice 
Diabetes mellitus 

 
55 
25 
18 
15 
10 
10 
4 
2 
2 
 
 

49 
6 
 
 

8 
22 
25 

 
 

48 
7 
 
 

30 
27 
2 
1 
1 

 
100 
45.5 
32.7 
27.3 
18.2 
18.2 
7.3 
3.6 
3.6 

 
 

89.1 
10.9 

 
 

14.5 
40 

45.5 
 
 

87.3 
12.7 

 
 

54.5 
49.1 
3.6 
1.8 
1.8 

Table 2. Clinical Presentation 
 

 
 

Diagnosis 1st Trimester 2nd Trimester 3rd Trimester Total 
Percentage of all 

Cases 
 

Obstetrical Cause 

 
     

Percentage of  

all Obstetrical 

Causes 

Ectopic pregnancy 

Abortion 

Molar pregnancy 

Ruptured uterus 

Abruptio placentae 

Acute polyhydramnios 

7 

4 

- 

- 

- 

- 

1 

2 

5 

- 

- 

1 

- 

- 

- 

5 

3 

1 

8 

6 

5 

5 

3 

2 

14.5 

10.9 

9.1 

9.1 

5.5 

3.6 

27.6 

20.7 

17.2 

17.2 

10.3 

6.9 

Non-Obstetrical Cause 

 
     

Percentage of  

all Non-

Obstetrical 

Causes 

Acute appendicitis 

Acute cholecystitis 

Ureteric colic 

Acute urinary tract infection 

Acute pancreatitis 

Intestinal obstruction 

Acute peptic ulcer 

Torsion of ovarian tumour 

Blunt trauma                   

(Splenic rupture) 

Red degeneration of uterine 

fibroid 

1 

- 

1 

1 

 

- 

- 

1 

- 

 

- 

- 

3 

2 

1 

1 

 

- 

1 

- 

2 

 

- 

1 

1 

2 

2 

1 

 

2 

1 

1 

- 

 

1 

- 

5 

4 

4 

3 

 

2 

2 

2 

2 

 

1 

1 

9.1 

7.2 

7.2 

5.5 

 

3.6 

3.6 

3.6 

3.6 

 

1.8 

1.8 

19.2 

15.4 

15.4 

11.5 

 

7.7 

7.7 

7.7 

7.7 

 

3.8 

3.8 

Table 3. Diagnosis 
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Management Number  
Pain due to 

obstetrical cause 
 

Percentage of 
obstetrical causes 

Conservative 
Surgical 

5 
24 

17.2 
82.8 

Pain due to non-
obstetrical cause 

 
Percentage of non-
obstetrical causes 

Conservative 
Surgical 

Laparotomy 
 

Laparoscopy 

18 
8 

5 (3-2nd trimester, 
2-3rd trimester) 

3 (3-2nd trimester) 

69.2 
30.8 
19.2 

 
11.5 

Table 4. Management 
 

Complications Number 
Following surgical management 

Wound infection 
Preterm labour 

 
Following conservative management 

Preterm labour 
Intrauterine foetal death 

 
1 
1 
 
 

2 
1 

Table 5. Complications among Patients diagnosed with 
Non-Obstetrical Cause 

 

DISCUSSION 

The incidence of acute abdomen during pregnancy is 1 in 

500-635 pregnancies.[14] 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.[15] Appendicitis is the most common cause of acute 

abdomen during pregnancy[14,16] occurring with a usual 

frequency of 1 in 500 - 2000 pregnancies, which amounts to 

25% of operative indications for non-obstetric surgery during 

pregnancy.[14] It affects as many as 1 in 766 pregnancies.[17,18] 

The incidence of acute appendicitis during pregnancy is 1 in 

every 1,500, while approximately 4.5% of pregnant women 

have asymptomatic cholelithiasis and 0.05% acute 

cholecystitis.[13] Upto 40% of these patients will require 

surgery during pregnancy.[13] Asymptomatic stones are seen 

in 3.5% to 10% of pregnancies, while the incidence of 

gallbladder disease in pregnancy is 0.05% to 0.3%. It is 

recommended to perform laparoscopic cholecystectomy in 

the first, second and early third trimester if indicated, 

because it is safe for both mother and the foetus.[19] Bowel 

obstruction in pregnancy is uncommon with a prevalence of 1 

in 2500 to 16,709 deliveries.[20] 

The non-obstetric causes of acute abdomen in pregnancy 

in one study[21] were biliary ascariasis (28%), peptic ulcer 

disease (24%), acute urinary tract infection (10%), acute 

pyelonephritis (6%), acute gastroenteritis (6%), acute 

cholecystitis (6%), acute appendicitis (6%), acute 

pancreatitis (2%), choledocholithiasis (3%), ovarian solid 

mass (2%), twisted ovarian cyst (2%), renal colic (4%) and 

renal calculus (1%). 

Laparoscopic approach is safe and effective in the 

diagnosis and treatment of acute abdominal pathology during 

pregnancy.[2,13] The advantages over conventional open 

surgery have made many surgeons and gynaecologists 

change their criteria in favour of laparoscopy and this is now 

often their first choice of treatment.[13] 

Unal A et al[22] in their study of 20 patients requiring 

surgery during pregnancy found the mean age to be 32 years 

with a significant higher rate of emergency surgery in the 

second trimester (p < 0.05) similar to our study. 100% 

presented with abdominal pain, while 80% had nausea. 

Ultrasonographic evaluation was done in all women, while 

MR imaging was done in 30% women. USG and MRI findings 

were found to be consistent with surgical findings in 55% and 

83% cases respectively. Commonest diagnosis was 

appendicitis (30%) followed by small bowel obstruction. The 

postoperative complications were wound infection (10%), 

preterm delivery (5%), paralytic ileus (5%) and foetal loss, 

almost similar to our study. 

In one study, it was noted that foetal loss after 

laparotomy in pregnancy was 23% and was more likely in the 

presence of peritonitis or when surgery on the ovary was 

done in the first trimester.[23] 

Surgical delay due to delayed diagnosis results in 

increased maternal morbidities (p < 0.05) and poor foetal 

outcome; better perinatal outcome (p < 0.001) and decreased 

maternal morbidity (p < 0.05) are seen in those with early 

surgical intervention.[15] 

 

CONCLUSION 

Acute abdomen during pregnancy is an entity commonly 

encountered in obstetrical practice. Precise diagnosis is often 

difficult. The differential diagnosis should be kept in mind. 

Timely judicial management with the aid of surgeons and 

physicians is needed to tackle such cases. 
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