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Abstract 

Background: Gynecological disorders related to general surgery may be considered in five themes: 1) Acute 

abdomen. 2) Unexpected and gynecological disorders discovered during exploratory laparotomy. 3)  Pain during 

pregnancy. 4) Pregnancy and urinary disorders and 5) cancer of gynecological cause. Being the first two disorders 

which more often a general surgeon faces.  

Material and Methods: In order to determine the incidence of gynecological disorders attended for genera

surgeons, and iterative appendectomies resulting in cases of acute abdomen in fertile women  was conducted a 

retrospective, observational cohort analysis over a period of 4 years in a secondary hospital under newly created with 

exploratory laparotomy and clinical symptoms of acute abdomen and / or probable acute appendicitis.  

Results. During the study period were surgically intervened 126 women of childbearing age in our country (between 

11 and 45 years of age) with acute abdomen and probable acute appendicitis of which 19 met the criteria for 

admission to study due to gynecoobstetric disease without acute appendicitis. There was only one case of morbidity 

(textiloma) and no mortality.  
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Discussion. In our work we found an incidence of 15% for acute appendicitis diagnostic fails which is below 

international standards and is known generally from 6 to 25% of operations for acute appendicitis they reveal a 

normal appendix and this number rises to 30 to 40% in the case of women of childbearing 
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1. Background

Surgeons who began to specialize in the treatment of gynecological diseases were the first to form a separate group 

of general surgeons, in such a way that specialized hospitals were created in women and from there the development 

of their own techniques, notably by the school Of Dr. Víctor Booney, [1] where the bases of the gynecological 

surgery were established. However, the resulting isolation prevented brainstorming so many gynecologists are 

poorly trained in general surgery and general surgeons ignore gynecology. 

The acute abdomen in the fertile woman may be due to the following: ectopic pregnancy, acute salpingitis, ovarian 

cysts (twisted, hemorrhagic, ruptured), and complicated abortions, and 2. Unexpected gynecological disorders in 

exploratory laparotomy such as endometriosis, tumors ovarian and uterine myomatosis [2]. 

It is known that abdominal pain constitutes 4% to 8% of adults admitted to hospital emergency services, of which 

the majority are valued by general surgeons on duty and in those with pain in the right iliac fossa the primary 

presumptive diagnosis is of acute appendicitis. 

The inconsistency between the severity of the disease and the physical findings is greater in elderly patients and in 

women of reproductive age in relation to the other age groups, in addition, inconsistency increases in women fertile 

due to gynecological pathologies that simulate a picture of acute abdomen and acute appendicitis. 

Therefore, the diagnosis and treatment of acute abdomen in these women is a challenge for general surgeons and for 

gynecological obstetricians. 

However, the general surgeon may face some of these pathologies and intervene in circumstances where these 

women undergo exploratory laparotomy for acute abdomen with suspicion of acute appendicitis [3-7]. 

2. Materials and Methods

In order to know the incidence of gynecological disorders attended by general surgeons and the resulting iterative 

appendectomies in cases of acute abdomen in fertile women, a retrospective, observational cohort analysis was 

performed during a 4-year period in a second-level hospital Of new creation submitted to exploratory laparotomy 

with acute abdomen clinical picture and / or probable acute appendicitis. Inclusion criteria: women between 11 and 

45 years of age with acute abdomen and suspicion of acute appendicitis surgically operated by exploratory 

laparotomy by general surgeon and with complete file. Exclusion criteria: all appendectomies performed in women 

younger than 11 years and older at 45 years with preoperative diagnosis of acute abdomen and / or acute 

appendicitis as well as female cases of all ages with preoperative diagnosis and postoperative appendicitis acute 

confirmed. 
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3. Results 

During the study period, 126 women (100%) of childbearing age in our environment (between 11 and 45 years of 

age) were operated on for acute abdomen and probable acute appendicitis, of which 19 (15%) met the admission 

criteria Study for presenting gynecologic pathology without acute appendicitis. Regarding the age of the patients, the 

lowest age was 11 years old and the highest age was 40 years, range of 29, mean of 24 and fashion and median of 22 

years with an SD of ± 8 years; The time of evolution of the clinical picture was 6 hours the minimum and 120 hours 

the maximum, with a range of 114, the mean of 50, fashion and median of 24 and ED of ± 40 hours; The diagnosis 

of admission was of 12 cases (63%) with acute appendicitis and 7 cases (37%) with diagnosis of acute abdomen; 

The vaginal touch was not performed in 13 cases (69%), was deferred in 2 cases (10%) and performed in 4 cases 

(21%); In relation to the pregnancy test was not performed in 12 cases (64%), did not apply in 2 cases (10%) (for 

obvious pregnancy) and was performed in 5 cases (26%), giving 3 positive and 2 negative cases For pregnancy; The 

hematological biometry showed a mean value of 8,000 leukocytes / mm3, maximum of 22,000 / mm3, 14.1 mil / 

mm3 range with fashion, mean and median of 14.5 mil / mm3 and SD of ± 4.2 leukocytes / mm3; Neutrophilia with 

a minimum value of 65%, a maximum of 86%, a range of 21%, a mean of 77%, a median of 79% and a fashion of 

65%, and an SD of 7.7% of segmented neutrophils. As diagnostic support for imaging, there were 11 abdominal 

ultrasounds that reported 8 cases (73%) false-positive for acute appendicitis and 3 cases (27%) true-negative to rule 

out appendicitis and in 8 cases this study was not performed. The consultation with gynecology and obstetrics was 

not performed in 14 cases (74%), in 1 case it was requested and obtained, and there was joint surgical management 

(surgeon-gynecology) in 4 cases. The most frequent pathologies, the surgeries performed and the final diagnosis are 

presented in Figure 1 and Table 2, (in all cases, prophylactic appendectomy was performed, 18 for open surgery and 

one for laparoscopy). There was only one case with morbidity (textiloma) and there was no mortality. 

 

4. Discussion 

In our study we found a 15% incidence of diagnostic failure for acute appendicitis which is within international 

standards since it is known that in general 6 to 25% of operations for acute appendicitis reveal a normal appendix 

and this number Raises up to 30 to 40% in cases of women of childbearing age where we are below the international 

mean for this group of patients [8-10]. 

 

The mean age in our analysis was 24 years, which is the age group with a high fertility. It is noteworthy that in the 

physical examination in this group, the vaginal and / or rectal touch was omitted by the general surgeon and in 13 

cases it was not performed, it was deferred in two cases (patients 11 and 13 years of age) and only In four patients 

was performed when there was consultation with the obstetrical obstetrics service. Similarly, in relation to the 

pregnancy test, this is mandatory in every fertile woman with acute abdomen who goes to the emergency room, was 

omitted in 12 patients which may be misleading towards an evolving obstetric problem. 

 

Regarding laboratory tests (leukocytosis with neutrophilia), they were found in agreement with what was observed 

in other studies and only C-reactive protein, which has proved useful in cases of intra-abdominal inflammatory 

processes, should be included [11, 12]. 
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Of the same the most used imaging study was the ultrasound because of its advantages of economy and availability, 

but it was only performed in 11 cases with a high index of diagnostic failure due to the equipment-operator 

dependence, which makes it of limited value in these cases, likewise, this study was not performed in 8 cases. 

Currently modern medicine depends on laboratory analysis and imaging results, hence the merit of physical 

examination has declined but in cases of acute abdomen the technology can´t replace the experience and clinical 

judgment of the surgeon through of a good anamnesis and the complete physical examination. 

 

The utility of imaging is beyond doubt to both ultrasound (the most accessible), tomography and magnetic 

resonance, especially when there is an overlapping of symptoms between gastrointestinal and gyneco-obstetric 

conditions and are very useful in cases of diagnostic doubt. Similarly, the combination of transvaginal ultrasound 

with abdominal ultrasound is very useful in these cases, usually in the hands of the obstetrician. 

 

It is noteworthy the lack of consultations with the obstetrics and gynecology department, since in our study in 14 

cases (74%), it was not requested by the emergency department or the general surgeon, and only in one case was it 

requested and obtained. However, there were 4 cases where there was interaction between both services during the 

diagnosis and treatment of cases with acute abdomen that was also negative for acute appendicitis. Therefore, in our 

series 12 cases were admitted to the operating room with a diagnosis of acute appendicitis and 7 cases with a 

diagnosis of acute abdomen. 

 

The resolution of these cases of acute abdomen was by laparotomy in 18 cases and by laparoscopy one case 

(pediatric), however, currently with the generalization of laparoscopic surgery it is advisable to make more liberal 

use of this technique, especially in cases of diagnostic doubt and availability of the resource [17, 18]. 

 

The gynecologic pathology found is consistent with that found in the literature and general surgeons should be able 

to resolve them if they do not have a gynecologist and in other cases to work together with them for the complete 

resolution of acute abdominal pictures in this population group. 

 

Regardless of the pathology found and resolved, in all cases of our study, it was performed an iterative 

appendectomy, a controversial behavior, but it was performed in cases of acute abdomen with exploratory 

laparotomy with a healthy appendix in our institution [19, 20]. Finally, in this review, the morbidity index was 

minimal although the only case was significant (textiloma, resolved at another institution a month later). 

 

5. Conclusions 

1. In this study found a 15% incidence of diagnostic failure for acute appendicitis in women of childbearing 

age, which is below international standards, as this number rises to 30 to 40% and is in line with that 

percentage of failure in the general population for the same diagnosis. 

2. General surgeons should be trained to solve basic gynecological and obstetric disorders found during an 

exploratory laparotomy and do not have an OB / GYN. 

3. Interconsultation with the gynecoobstetric is mandatory in this population group because diagnosis failure 

is possible and collaboration between both occasional specialties. 
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