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Letter to the editor – Surgical diseases during
pregnancy, a teamwork of professionals
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Although in the most cases pregnancies progress
without complications until the term, in a small
number of cases surgical diseases may occur.
The incidence of surgical diseases in pregnancy
is comparable with that in non-pregnant women. It
is estimated that 1.5-2% of pregnancies, from the
first trimester to term, could be diagnosed and need
surgery for non-obstetric reasons [1,2,3].
Diagnosis of surgical diseases in pregnancy is
more difficult due to the fact that symptoms of surgical gastro-intestinal diseases (nausea, vomiting)
may be confused with signs of the onset of pregnancy [4].
In the second or third trimester of pregnancy,
enlarged uterus and anatomical changes may make
clinical examination difficult and the classical signs
of a surgical disease may be difficult to reproduce
and to support an early diagnosis.
The most frequent surgical diseases encountered during pregnancy are appendicitis, cholecystitis, ovarian or adnexal torsion, breast cancer, cervical cancer.
Not only the clinical examination is difficult during pregnancy, but the laboratory findings too. Pregnancy is accompanied by physiological changes
(leukocytosis) that could make difficult the evaluation of a surgical patient, especially in case of a suspected infection.
Imaging investigations are very useful to help
establishing a diagnosis. Ultrasonography is familiar to the obstetrician but not for a gastro-intestinal
pathology (cholecystitis, appendicitis, intestinal obstruction). So, the implication of an imaging specialist (US, MRI, and CT) is mandatory. Of all these in-
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vestigation, US and MRI are considered safe for
fetus. Computed tomography is recommended
when it is the only available imaging machine or
benefits of the investigation is exceeding the risks.
The opinions on anesthesia practice for non-obstetric surgery during pregnancy are clearly expressed by the Committee on Obstetric Practice
American College of Obstetricians and Gynecologists and the American Society of Anesthesiologists.
The current used anesthetics agents, given in standard doses, have no teratogenic effects or negative
effects on developing fetal brain, at any gestational
age [5].
A medically indicated surgery will not be postponed or denied because of fetal or maternal risks
[5]. Because surgical procedures during pregnancy
could be associated with a risk of premature delivery, corticosteroids should be given in the second
and early third trimester to speed up fetal lung maturity [6,7].
The risk of venous thromboembolism being
higher during pregnancy, pregnant patients undergoing non-obstetric surgery should receive LWMH,
as prophylaxis, in adequate doses, according to
their risk.
It is imperative that surgery must be done in a
hospital with neonatal service. Monitoring the fetus
is recommended pre and postoperatively.
Some surgical diseases need emergency surgery,
as in the case of adnexal torsion, peritonitis, hemoperitoneum or intestinal obstruction. If in the case of
adnexal torsion misdiagnosis or delay of surgical
treatment could have as consequence adnexal necrosis with the loss of ovarian function, infertility
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and possible loss of pregnancy, misdiagnosis or delay of surgery, in case of hemoperitoneum, peritonitis or intestinal obstruction, could even cost the
woman’s life.
In case of doubt, laparoscopy could be a useful
surgical tool for diagnosis, especially in the first and
second trimesters of pregnancy. It is especially recommended in case of suspicion of acute appendicitis, when the risk of gangrene and perforation impose mandatory appendectomy, while moderate
inflammation of the appendix could be treated conservatively [8].
In the third trimester most of appendectomies
are performed by open abdominal approach due to
the risk of uterine injury produce by the trocar and
changing the anatomical position of the appendix.
Clinical diagnosis of acute cholecystitis in pregnancy could be difficult and in case of acute pain in
the right upper quadrant or epigastrium, HELLP
syndrome, placental abruption, acute fatty liver, or
uterine rupture must be taken into consideration as
differential diagnosis [9].
In pregnant patient with the first biliary colic,
the first therapeutic option recommended is sup-
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portive care. US examination should be promptly
offered to know if gallstones are present. In case of
repeated biliary colic and in the presence of gallstones, cholecystectomy is strongly recommended.
This is the second indication for non-obstetrical surgery in pregnant patients after appendectomy.
There are few cases when pregnant patient presents to the emergency room with tachycardia and
hypovolemic shock. If US reveals fetal heart activity
an exploratory laparotomy should be performed as
soon as possible, together with blood analysis and
resuscitation. Diagnosis will be revealed during surgery and could be uterine rupture or placental
abruption [5].
Caring for a pregnant woman during pregnancy,
in case of a surgical disease, is based on teamwork
that involves obstetricians, internal medicine specialists, gastroenterologists, surgeons, anesthetists,
imaging specialists, neonatologists, laboratory and
blood bank. Their prompt action and professionalism will be essential to the health of the mother and
fetus.
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