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INTRODUCTION
Acute abdomen in pregnancy (AAP) represents a unique diagnostic 
and therapeutic challenge. The term acute abdomen refers to any 
serious acute intra-abdominal condition accompanied by pain, 
tenderness, and muscular rigidity, for which emergency surgery should 
be contemplated.1 It is often indicative of a clinical course of 
abdominal symptoms that can range from minutes to hours to weeks 
and is commonly used synonymously for a condition that requires 
immediate surgical intervention.2 The wide range of causes and varied 
spectrum of clinical presentations pose a formidable diagnostic and 
therapeutic challenge.

Acute abdominal pain in pregnancy can be due to obstetric as well as 
non-obstetric etiologies. The physiological changes of pregnancy 
increase the risk of developing an acute abdomen. As for non-obstetric 
causes, any gastrointestinal (GI) disorder can occur during pregnancy. 
About 0.5%–2% of all pregnant women require surgery for non-
obstetric acute abdomen.3,4 The diagnostic approach of AAP can be  
tricky owing to the anatomical as well as the dynamic physiological 
changes brought about by gestation and the reluctance to use 
radiological diagnostic modalities such as X-ray or computed 
tomography (CT) scan and a low threshold to subject the patient to an 
emergency surgical procedure. Physical examination of the abdomen 
itself can be difcult in the pregnant state. Consequently, this has a 
bearing on clinical presentations, interpretation of physical ndings, as 
well as a shift in the normal range of laboratory parameters. For 
example, even in the absence of any infection, pregnancy alone can 
usually produce white blood cell counts ranging from 6,000 to 
30,000/μL, thus mimicking an acute infection. The need for a 
systematic approach is necessary for an accurate and timely diagnosis 
of potentially life-threatening conditions, which otherwise could be 
precarious for both the mother and fetus.

Causes.
Adhesions are the commonest cause of IO in pregnancy and account 
for more than half the causes found at laparotomy.The incidence and 
complication rates increase with gestational age, particularly in the 
third trimester. The risk of gestational IO increases as the uterus 
enlarges. Other causes include volvulus (23%), intussusception (5%), 
hernia (3%), carcinoma (1%), appendicitis (1%), and idiopathic“ileus” 
(8%) .

Diagnosis
The diagnosis of IO in pregnancy is difcult.Signs of acute abdomen 

may not be as prominent in the pregnant abdomen when compared to 
the nonpregnant one  due to the stretched anterior abdominal wall 
being less sensitive to parietal peritoneal irritation. The symptoms 
include nausea, vomiting (82%), abdominal pain (98%), and absolute 
constipation (30%). Abdominal distension may be difcult to assess, 
especially late in pregnancy. Bowel sounds may be hyperperistaltic to 
start with and progressively become hypoperistaltic, which is an 
ominous sign denoting the onset of strangulation. Investigations Plain 
abdominal radiographs have been reported to be positive in 
82%–100% of pregnant women with intestinal obstruction and, 
therefore, may provide necessary information when there is a high 
clinical suspicion. CT and MRI are also being increasingly used to 
diagnose small bowel obstruction in pregnancy. In suspected intestinal 
obstruction, CT, rather than MRI, has recently emerged as the 
diagnostic modality of choice. In contrast to MRI, CT involves 
ionizing radiation, whereas MRI requires gadolinium contrast, with an 
uncertain safety prole in pregnancy. However, CT is justied as the 
risks of radiation are outweighed by the maternal-fetal risks of missing 
the diagnosis.
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ABSTRACT
Acute abdomen in pregnancy represents a unique diagnostic and therapeutic challenge. Acute abdominal pain in pregnancy can occur due to 
obstetric factors as well for reasons that are unrelated to pregnancy. 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. Delay in diagnosis and treatment can lead to adverse outcomes for both the mother 
and fetus Intestinal obstruction occurs rarely in pregnancy. The incidence is not increased in pregnancy as compared to non pregnant state. When a 
pregnant patient presents with abdominal pain we often consider obstetric causes like preterm labour, abruption or other common surgical 
problems but rarely suspect surgical conditions leading to intestinal obstruction. A delay in diagnosis and treatment can lead to serious problems in 
mother and fetus. 
In this article, we attempt to review and discuss the various etiologies, the current concepts of diagnosis, and treatment, with a view to developing a 
strategy for timely diagnosis and management of pregnant women presenting with acute abdominal pain due to intestinal obstruction.
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Management 
Management of Intestinal obstruction  in pregnancy is similar to 
nonpregnancy. Clinical suspicion is vital and joint management 
between surgeons and obstetricians is crucial.The basis  of treatment is 
timely surgery, minimising delays in decision.

The initial treatment consists of nasogastric aspiration with aggressive 
IV uids to correct electrolyte disturbances. CT with contrast gives the 
most diagnostic information on the level and cause of obstruction. 
Failure of conservative treatment and demonstration of complete 
obstruction on CT are indications for early surgery as persistence will 
contribute to an increase in mortality and morbidity. Perinatal death 
from hypoxia secondary to maternal hypovolaemia, sepsis, and 
peritonitis has been reported . Maternal nutritional deciencies can 
occur if the patient is kept nil per oris (NPO) for a protracted period.

Surgery should be performed via a midline incision to allow adequate 
exposure and complete exploration of abdomen with minimal 
manipulation of uterus.The entire bowel must be examined for other 
areas of obstruction and viability. Segmental resection with or without 
anastomosis may be necessary in the presence of gangrenous bowel. If 
fetal distress is present or if there is inadequate exposure at laparotomy, 
delivery by caesarean section should precede the relief of 
obstruction.There was also a potential dilemma that the primary 
abdominal incision closure would not be possible, therefore exposing 
the fetus to risks of ensuing sepsis and peritonitis, necessitating an 
early caesarean section.

Fortunately, after retrograde decompression of the small bowel, 
closure was possible.

Role of laparoscopy in pregnancy
over the years, various studies have shown an increasing trend toward 
acceptance of laparoscopy during pregnancy as a feasible, safe, and 
effective therapeutic option. A report by Gurbuz and Peetz was one 
among initial reports demonstrating the safety of laparoscopic 
technique for acute non-obstetric abdominal pain during pregnancy, 
without additional risk to the fetus. 

Although earlier it was suggested that laparoscopic surgeries should be 
done preferably during the second trimester, recent evidence suggests 
laparoscopic surgery can be done during any trimester, with very low 
rates of maternal and fetal morbidity.

For gaining access to the abdominal cavity, the open access is 
considered to be safer than the closed technique to avoid inadvertent 
injury to the uterus and displaced viscera.

The preferred insufation pressure is 8–12 mmHg as it reduces the 
possibility of uterine hypoperfusion and maternal pulmonary events. 
Therefore, laparoscopic appendectomy and cholecystectomy can be 
recommended during pregnancy if the need for surgery arises. The 
updated guidelines for the role of laparoscopy in pregnant women have 
been published by The Society of American Gastrointestinal and 
Endoscopic Surgeons.Laparoscopy has limited role in Intestinal 
obstruction operation during pregnancy.

DISCUSSION 
Intestinal obstruction in pregnancy is a rare condition. Reported 

incidence varies between 1 in 1500 to 66,431 pregnancies. Although it 
is uncommon, intestinal obstruction in pregnancy carries signicant 
maternal mortality of 6-20%  and fetal mortality of 20-26%. 

Often, this is due to delay in diagnosis and treatment. Furthermore, 
there is a reluctance to utilise radiation-based investigations. 
Adhesions remain the single most common cause for intestinal 
obstruction. Adhesions usually occur due to previous abdominal 
surgeries including previous cesarean section. Usually, there are three 
time periods associated with the increased frequency of developing an 
intestinal obstruction in pregnancy, that is, 16th–20th week, the 36th 
week, and immediate puerperium. 

Adhesive obstruction occurs more commonly in advanced pregnancy. 
Reported rates are 6%, 28%, 45%, and 21% during the rst, second, 
third trimesters, and puerperium, respectively. The other causes 
include volvulus (25%), intussusceptions (5%), hernia (3%), 
carcinoma (1%), and idiopathic “ileus” (8%). Volvulus occurs more 
commonly during pregnancy (23%–25%) than in the nonpregnant 
state (3%–5%).
Intestinal obstruction is generally classied as dynamic type and 
adynamic type. In dynamic type peristalsis works against a mechanical 
obstruction (e.g. adhesions/stricture) and in adynamic type there is no 
mechanical obstruction and peristalsis is absent or inadequate (e.g. 
paralytic ileus).Dynamic intestinal obstruction is classied into small 
bowel obstruction-high /low and large bowel obstruction. The nature 
of presentation will be inuenced by whether the obstruction is 
complete or incomplete. The cardinal clinical features of acute 
obstruction are abdominal pain, distension, vomiting, and absolute 
constipation.

CONCLUSION
Intestinal obstruction  in pregnancy is rare. A high degree of suspicion 
is crucial,especially in patients with previous abdominal surgery. The 
high morbidity and mortality rates meant that radiological 
investigations and surgery should not be delayed. An additional 
learning point is that in an obstetric patient without any surgical history 
who presents with abdominal pain, one should always consider rarer 
surgical causes.
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