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Introduction: Identifying acute appendicitis during pregnancy is particularly challenging, especially in the third trimester, as its
symptoms may resemble typical gestational discomfort. While surgery remains the standard treatment, conservative treatment is being
considered more often, especially when surgical intervention can pose risks to either the mother or the fetus.

Case Presentation: We report the case of a 30-year-old woman at 33 weeks of gestation who presented with right lower quadrant
pain initially misattributed to round ligament strain. Her condition deteriorated over several days with worsening abdominal pain,
fever, and leukocytosis. Imaging confirmed an acute uncomplicated appendicitis. After multidisciplinary evaluation and counseling,
the patient declined surgery due to concerns over fetal safety. A conservative approach with intravenous antibiotics was initiated,
resulting in complete clinical resolution. The patient delivered a healthy infant at term, without complications or recurrence.
Conclusion: This case demonstrates that conservative management of appendicitis during the third trimester can be a safe and effective
alternative for highly selected patients. This underscores the importance of individualized care, shared decision-making, and close clinical
monitoring, particularly when standard surgical treatment has declined. As the conversation around non-operative strategies evolves, this
case adds meaningful support for expanding tailored management options during pregnancy in resource-limited settings.

Keywords: appendicitis in pregnancy, conservative management, third trimester, round ligament pain, non-operative treatment,

maternal-fetal safety

Introduction

Acute appendicitis is the most frequently encountered non-obstetric surgical emergency during pregnancy and represents
a key cause of acute abdominal pain in this population. It is defined as the inflammation of the vermiform appendix. It is
reported to occur at a rate comparable to that in the general population, with an estimated incidence of 1 in 1,250-1 in
2,000 pregnancies.'? Diagnosing appendicitis in pregnancy is challenging because common symptoms like nausea,
vomiting, and increased white blood cells often overlap with normal pregnancy changes.**

As the uterus grows, it pushes the appendix upward, changing where pain appears and making physical exams less
reliable.”® Ultrasound is safe and commonly used, though it becomes less accurate later in pregnancy.” MRI offers better
accuracy, but access and cost can be limiting.®’

Delays in diagnosis increase the risk of complications like perforation, which occurs in up to 43% of pregnant
patients.'®'" Although maternal death is rare, it may still occur, especially with perforation or sepsis.® Recently, non-
surgical treatment with antibiotics has been considered in selected cases, particularly in late pregnancy to avoid surgical
risks.'> On a global scale, appendicitis during pregnancy affects approximately 0.05% to 0.07% of women, with
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the second trimester showing the highest reported incidence.'®'? In the United States, it remains a leading indication for
emergency surgical intervention among pregnant individuals.®

In recent years, there has been a growing interest in the non-operative management of acute appendicitis during
pregnancy, particularly in the third trimester when surgical intervention may pose greater risks to both the mother and fetus.
Emerging evidence, including studies by Nakashima et al'* and Ceresoli et al'®> has demonstrated favorable outcomes in
carefully selected patients managed conservatively with antibiotics alone. While current international guidelines do not
universally recommend this approach, the accumulating data suggest it may represent a viable alternative in specific clinical
contexts, especially where surgical access is limited or patient preference is a key consideration.

Data from middle-income countries such as Turkey report similar rates, with an incidence close to 1 in 1000.'®
However, in resource-limited settings, diagnostic delays, limited imaging availability, and reduced access to multi-
disciplinary care are associated with increased maternal and fetal morbidity.'” In this case report, we describe a patient
diagnosed with acute appendicitis at 33 weeks of gestation who was successfully treated with a conservative approach.

Case Presentation

A 30-year-old gravida 4, para 2+1 woman at 33 weeks and 2 days of gestation presented with a 3-day history of right
lower quadrant abdominal pain accompanied by nausea and vomiting. On initial evaluation, her vital signs were stable,
with a blood pressure of 105/67 mmHg, heart rate of 78 bpm, and a blood glucose level of 102 mg/dL. Obstetric
ultrasound confirmed a viable singleton pregnancy in cephalic presentation, appropriate for the gestational age (Figure 1).
Given the absence of alarming features and musculoskeletal distribution of pain, round ligament discomfort was
considered the most likely cause, and the patient was discharged with paracetamol for symptomatic relief.

Three days later, the pain worsened and was accompanied by persistent fever and constipation. Nausea persisted
despite the administration of analgesia. There were no urinary symptoms, gastrointestinal bleeding, or signs of labor. The
fetal movements remained reassuring. Notably, her medical history included a previous postpartum hemorrhage
and second-trimester pregnancy loss.

Upon re-evaluation, the clinical picture changed. The temperature was elevated at 39.2°C, heart rate was 113 bpm,
respiratory rate 28/min, and blood pressure dropped to 90/50 mmHg. Blood glucose remained stable at 95 mg/dL, and the
neurological status was intact with a GCS score of 15/15. Abdominal examination revealed tenderness in the right lower
quadrant and suprapubic region with a positive Rovsing’s sign. There was no rebound, guarding, costovertebral angle
tenderness, or uterine fundal tenderness observed. The fetal heart tones were reactive, and no uterine contractions or
cervical changes were noted. Laboratory tests showed leukocytosis (14.1 x 10[9]/L) and moderate anemia. Urinalysis and
liver function test results were within normal limits. Viral screening results were negative (Table 1).

Figure | Ultrasound showing a viable singleton fetus at 33 weeks’ gestation in cephalic presentation.
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Table |1 The Laboratory Investigations Results

Tests Reference Range | On Admission | On Ward | On Discharge
White cell count (WBC, *109 /L) | 4.00-10.00 14000 19000 9
Hemoglobin (HB, g/dl) 12.0-16.0 8.6 9.4 9.8
Platelet (PLT, *109 /L) 100-300 293 400 360
Neutrophil % 0.500-0.700 0.937 0.666 0.550
Lymphocyte % 0.200-0.400 0.08 0.06 0.05
Eosinophil % 0.005-0.050 0.018 0.002 0.050
C-reactive protein (CRP, mg/L) 2.5-10 290 250 20
Aspartate transaminase (AST-U/L) | 6-38 19.2 22 29
Alanine transaminase (ALT, U/L) 640 9.6 19.6 25.2
Creatinine (Creatinine, mg/dl) 0.4-1.4 0.28 0.5 1.2
Blood urea (Blood urea, mg/dl) 10-50 33.6 27.3 234
Sodium (Na+, mmol/l) 135.0-145.0 140.3 142.2 139.6
Potassium (K+, mmol/l) 3.5-55 43 3.6 39
Calcium (Ca+, mmol/l) 2.12-2.62 2.0l 226 2.24

A repeat abdominal ultrasound revealed a non-compressible, blind-ended tubular structure in the right iliac fossa
measuring 16.2 mm in diameter, with surrounding free fluid findings consistent with acute appendicitis (Figure 2).
Obstetric ultrasonography confirmed an appropriately grown fetus in the right occiput anterior position (Figure 3). The initial
treatment was started at the emergency department include ceftriaxone 2 g intravenously for once then 1 g for twice daily at the

Figure 2 Abdominal ultrasound revealing a dilated, non-compressible appendix (16.2 mm) with surrounding free fluid, consistent with acute appendicitis.
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Figure 3 Obstetric ultrasound confirming appropriate fetal growth and right occiput anterior position.

ward and metronidazole 500 mg intravenously for once then 500 mg for three times a day at the ward, 1 liter for Ringer lactate
intravenous fluid, paracetamol solution 1009 mg/100mL and super-hema oral Solution 5 mL at night. On hospital day 2
(33 + 4 weeks’ gestation) her white-blood-cell count rose slightly and right-lower-quadrant pain persisted. A bedside multi-
disciplinary review, involving the consultant obstetrician (chair), consultant general surgeon, anaesthesiologist, senior
radiologist and ward general practitioner, recommended early appendectomy. The patient declined surgery because she feared
losing her baby. As she remained haemodynamically stable and ultrasound showed a non-perforated appendix without
abscess, the team continued conservative management, switching intravenous therapy from ceftriaxone to amoxicillin—
clavulanate and maintaining close monitoring; the discussion and written consent were filed in the paper case notes.

At follow-up one-week post-discharge, she reported complete resolution of symptoms, except for mild residual
cramping. Her pregnancy progressed uneventfully, and at 40 weeks, she had a spontaneous vaginal delivery of a healthy
baby. Postpartum ultrasonography confirmed complete resolution (Figure 4), and surgical consultation concluded that no
further intervention was necessary.

Discussion

This case highlights the potential of conservative management as a safe and effective alternative to surgery for treating
acute appendicitis during the third trimester of pregnancy. At 33 weeks and 2 days of gestation, the patient presented with
symptoms that closely mimicked common pregnancy-related discomfort, nausea, vomiting, and lower abdominal pain.
These symptoms, often associated with benign causes, such as round ligament pain, make early diagnosis particularly
difficult. As described in previous studies, the clinical presentation of appendicitis in pregnancy is frequently obscured by
physiological changes during gestation, including leukocytosis and altered pain perception due to the anatomical
displacement of the appendix by the enlarging uterus.'®'®!'? In this case, the initial misdiagnosis and delayed diagnosis
underscore the real-world challenges that clinicians face when evaluating abdominal pain in pregnant patients.

The choice to manage this patient conservatively was made following multidisciplinary discussions between the
obstetrics and general surgery teams. Her stable condition, late gestational age, and clear ultrasound findings supported
a non-operative approach. Additionally, the patient’s active involvement in the decision-making process, including her
refusal of surgery due to concerns about fetal risk, was central. This case underscores the importance of collaborative
care and shared decision-making in managing complex surgical conditions during pregnancy.
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Figure 4 Postpartum ultrasound showing complete resolution of appendiceal inflammation.

Non-operative treatment is best suited for hemodynamically stable patients with imaging-confirmed, uncomplicated
appendicitis and no signs of peritonitis or systemic infection. Reliable access to follow-up care is also essential. In
pregnancy, decisions should also consider gestational age, fetal status, and the risks of anesthesia and preterm labor. This
case illustrates that when these criteria are met, conservative management can be safely pursued under close inpatient
observation.

According to the 2020 guidelines by the World Society of Emergency Surgery (WSES), conservative management is
not routinely recommended for appendicitis during pregnancy due to limited supporting evidence and concern for
adverse outcomes.>’ However, this case adds to a growing body of literature suggesting that in highly selected patients,
especially those in late pregnancy who decline surgery or lack access to timely operative care, non-surgical management
may still be considered under close clinical supervision.

What makes our case especially noteworthy is the combination of factors rarely reported: a third-trimester diagnosis of
appendicitis initially mistaken for round ligament pain, refusal of surgery due to maternal preference, and complete clinical
resolution through conservative treatment alone. While similar cases exist, few have documented successful outcomes with
advanced gestational age (33+ weeks), and most include surgical backup plans or eventual appendectomy.’*! Our case shows
that full-term resolution without recurrence is achievable in highly selected patients, even when surgery is discontinued.

In this patient, ultrasonography confirmed a non-compressible, dilated appendix with peri-appendiceal fluid, consis-
tent with acute appendicitis. Although MRI was not used in this case, it showed high diagnostic accuracy during
pregnancy, with a sensitivity of 90—-100% and specificity of 94-98%, making it a valuable second-line imaging modality
when the ultrasound findings are inconclusive. However, access to MRI may be limited in resource-constrained settings,
which can affect timely diagnosis and treatment decisions.”? CT scans, while highly sensitive, are generally avoided
during pregnancy due to fetal radiation exposure concerns.'**?

In our setting, MRI was not pursued because of a combination of clinical certainty based on ultrasound findings, the
patient’s stable condition, and local resource limitations, highlighting a common barrier in many low-income and middle-
income countries.”* This underscores the importance of strong clinical judgment and the need for accessible diagnostic tools.

Surgical removal of the appendix has long been considered the standard approach for appendicitis during pregnancy,
as it prevents progression to perforation, peritonitis, or sepsis, all of which pose serious risks to both the mother and the
fetus.®'¢ However, a growing body of evidence now supports the use of conservative (non-surgical) antibiotic treatment

in selected cases, particularly in late pregnancy, when surgical intervention may increase the risk of preterm labor and
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fetal compromise.'> '>!7 Recent studies reinforce the feasibility of this approach. Nakashima et al reported that among
pregnant patients with appendicitis in Japan, those managed non-operatively had outcomes comparable to those of those
who underwent appendectomy, with similar low rates of fetal loss and no maternal deaths. Similarly, a 2025 population-
based analysis by Ceresoli et al concluded that nonoperative management can be a viable option in appropriately selected
patients, potentially avoiding surgical complications and allowing for faster recovery.'>

In our case, after a thorough multidisciplinary consultation and discussion of the risks and benefits, conservative
management was pursued in light of the patient’s stable clinical status and preference to avoid surgery. The patient responded
well to intravenous antibiotics, with gradual resolution of fever and pain. This outcome aligns with other reports demonstrating
favorable maternal and fetal outcomes following conservative management during late gestation.'”** For example, a similar
case documented full resolution of appendicitis at 31 weeks of gestation with antibiotic therapy alone, supporting the
feasibility of this approach in carefully monitored scenarios."® Ajjarapu and Moreira recently described successful non-
surgical management of a third-trimester appendicitis, resulting in symptom resolution and a term delivery without recurrence,
further bolstering evidence for conservative management in well-selected patients.*'

While conservative treatment during pregnancy has been described, most cases involve earlier gestational stages or include
contingency plans for surgery. For instance, Edwardes and Sud reported conservative treatment at 31 weeks but maintained
surgical readiness." Ajjarapu et al similarly documented symptom resolution without surgery, though they raised concerns
about recurrence risk.?' In contrast, our patient was successfully managed medically through term without recurrence or
complications, offering a unique insight into the feasibility of strictly non-surgical care in advanced pregnancy.

However, conservative management is not without risks. Delayed or failed antibiotic treatment can lead to disease
progression, including perforation and sepsis, which dramatically increase morbidity.** This caution is underscored by
a recent national study of Cheng et al analyzed over 33,000 pregnancy admissions and found that non-operative
management was associated with significantly higher odds of preterm labor and pregnancy loss compared to immediate
appendectomy.®® For this reason, strict inpatient observation, availability of emergency surgical intervention, and close
fetal monitoring are essential components of nonoperative management protocols. Moreover, patients must be carefully
selected those with signs of complicated appendicitis, systemic instability, or equivocal imaging findings may not be
suitable candidates for conservative treatment.®”"'®

Long-term considerations also include the potential for recurrence and the need for interval appendectomy. Although
our patient remained stable throughout the remainder of her pregnancy and postpartum period, we maintained a close
follow-up to confirm full resolution, as recommended in similar reports of conservative management.”'” The absence of
recurrence and successful term delivery in this case further supports the role of conservative therapy as a viable option in
appropriately selected patients.

This case underscores the diagnostic challenges of acute appendicitis in late pregnancy, where symptoms may closely
resemble benign conditions like round ligament pain, contributing to delayed recognition. In select cases during the third
trimester, when surgical intervention is declined and imaging confirms an uncomplicated presentation, conservative
management may offer a safe and effective alternative. A multidisciplinary approach, vigilant clinical monitoring, and
shared decision-making centered around the patient’s values and clinical stability are critical to achieving favorable non-
operative outcomes especially in low resources setting.

This single-patient case limits generalizability and lacks long-term follow-up to assess recurrence risk. Conservative
management was guided by patient preference and clinical stability in a resource-limited setting, which may not be
applicable universally. The absence of MRI also restricted diagnostic precision.

Future studies should include larger cohorts with extended follow-up to assess outcomes and recurrence. In low-
resource settings, we recommend the development of context-specific protocols and multicenter registries to guide safe,
selective use of conservative management in pregnancy-related appendicitis.

The patient remained clinically stable throughout the remainder of her pregnancy and achieved a full-term vaginal
delivery without complications. Postpartum ultrasonography confirmed complete resolution of the appendiceal inflam-
mation. Although the potential for recurrence exists with conservative treatment, particularly in the absence of interval

appendectomy, this case demonstrated that with appropriate monitoring, favorable long-term outcomes are achievable.
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Conclusion

While appendectomy remains the standard treatment for appendicitis during pregnancy, this case illustrates that conservative,
non-operative management may be a safe and effective alternative in highly selected third trimester patients. Our experience
emphasizes the value of multidisciplinary teamwork, shared decision-making, and personalized care tailored to maternal
preferences and clinical context. With growing global interest in non-surgical strategies, this case supports the need for
prospective studies, multicenter registries, and structured guidelines to better define criteria and optimize outcomes for
conservative management of appendicitis during pregnancy, not as an exception but as a valid treatment pathway.
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