Double Midgut Volvulus in Pregnancy: A Case Report of a Rare
Intestinal Obstruction
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Intestinal obstruction secondary to volvulus is uncommon in pregnancy. Women with volvulus in pregnancy may present with vomiting,
epigastric pain, and constipations which may mimic physiological changes in pregnancy or other common disorders such as malaria in
pregnancy. In addition, there may be challenges with investigations such as ultrasound, X-ray, and magnetic resonance imaging which may not
be readily available in low-resource settings, thereby further delaying the diagnosis. We report the case of a young woman who presented with
epigastric pain and abdominal distention at 36-week gestational age. Urgent ultrasound scan revealed a viable gestation at 35 weeks with grossly
distended bowels and increased peristalsis. A diagnosis of intestinal obstruction in pregnancy was made. She had an exploratory laparotomy
and emergency Caesarean section. She was delivered of a live female baby and was found to have fibrous adhesions between a segment of
the terminal ileum, the uterus and the right appendages, the terminal ileum and proximal jejunum were also twisted, respectively, and a strip
segment of ileum was gangrenous. Adhesiolysis, detorsion of the two volvulus, and resection and anastomosis of the bowel were done. Ten-day
post exploration, she developed a complete wound dehiscence which was immediately repaired and she was eventually discharged home after
eight days. She was seen at the postnatal and surgical outpatient clinics on two occasions at two and six-week postoperation, respectively, with
no complaint and her wound had healed. She was discharged from the outpatient clinic by the 6™ week post surgery.
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INTRODUCTION dementia and schizophrenia.’®! Due to relaxin, produced in
pregnancy and upward displacement of the bowel by the gravid
uterus, there is decreased bowel peristalsis and a possible
malrotation and eventual volvulus.!" Its nonspecific symptoms
in pregnancy often lead to delayed presentation and missed
diagnosis.”! A high index of suspicion together with the use of
modern imaging techniques and prompt surgical interventions
is necessary to prevent a catastrophic outcome.!

Volvulus occurs when there is an abnormal twisting of a
segment of the intestine around its own mesentery.l' It is
a common cause of bowel obstruction in the non obstetric
population but rarely occurs in pregnancy. The incidence
of intestinal obstruction in pregnancy is reported to be
1:1500-1:66431 deliveries.! Intestinal obstruction is usually
life threatening and is associated with high maternal and
fetal morbidity and mortality.”) Some of the common causes 11 the past 30 years, only few cases of midgut volvulus
of intestinal obstruction in pregnancy include appendicitis, ~ 1l Pregnancy were reported.!'’ Although there are cases of
intussusception, adhesions, malignancies, and volvulus.>* intestinal obstruction in pregnancy reported in Nigeria,!”!
Volvulus can oceur in most sites of the gastrointestinal tract;  literature search did notreveal any report of midgut volvulus in
however, midgut volvulus accounts for 25% of all cases ) ;
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pregnancy. Therefore, we present this case to draw the attention
of practicing physicians and surgeons to the possibility
of double midgut volvulus in pregnancy and some of the
challenges associated with its management.

Case RepPoRrT

A 28-year-old gravida 3 para 2 + 0 (2 alive) woman at
36 weeks of gestation was referred to our hospital as a case of
suspected intestinal obstruction in pregnancy. She complained
of epigastric pain for seven days and abdominal distention
for five days. The epigastric pain started gradually and later
became generalised. It was colicky and non-radiating; there
was no relieving or aggravating factor. She was not a known
peptic ulcer disease patient. The abdominal distension started
two days after the epigastric pain. It was generalised and
associated with pain. There was anorexia, constipation,
and vomiting during the six days before presentation. The
vomitus was projectile, of large volume, non bloody, initially
containing recently ingested meal but subsequently appeared
to contain fecal matter. She vomited 8—10 times per day before
presentation. She booked at a health facility with no adverse
event until the onset of present symptoms. She was regular
on her antenatal care visits and routine medications. There
was no prior history of surgery and her previous pregnancies
were uneventful.

Examination at presentation showed that she was
afebrile (36.8°C), not pale, anicteric, but in respiratory
distress with flaring of alar nasi and some dehydration. The
partial pressure of oxygen ranged between 95% and 97% in
room air. The pulse rate was 104 beats/min, regular and of
moderate volume, blood pressure was 110/70 mmHg, and the
heart sounds were first and second only. Her respiratory rate
was 34 cycles/min and the chest was clear clinically.

The abdomen was grossly distended; there was guarding,
rebound tenderness with difficulty in palpating intraabdominal
organs due to marked tenderness. The bowel sounds were
hyperactive while percussion was not performed due to marked
tenderness.

A diagnosis of intestinal obstruction in pregnancy was made.
Immediate resuscitation was commenced. She was started
on nil per oral. A urethral catheter and nasogastric (NG)
tube were passed for urine output monitoring and gastric
decompression, respectively. Fifty milliliters of concentrated
urine was drained through the urine bag while the NG tube
yielded two liters of bilious effluent. Samples were taken
for investigations and results were as follows: packed cell
volume of 33% and haemoglobin concentration was 11 g/
dl, the white blood cell count was 13.4 x 10°L, while the
platelet count was 180 x 10%/L. The serum urea, electrolyte,
and creatinine were within the normal limits. The serological
screenings for hepatitis B and HIV were both negative and
the urinalysis was normal. Ultrasound scan demonstrated
fluid-filled distended bowel loops with increased abdominal
gas and bowel peristalsis with no ascites, the liver, both

kidneys, spleen, pancreas, and urinary bladder were within
the normal limits. There was a singleton intrauterine live
fetus in longitudinal lie with breech presentation at 35 weeks
and 3 days. The estimated fetal weight was 2.4 kg, the liquor
volume was adequate, and the placenta was posteriorly
located. The conclusion of the ultrasound scan was that of
features of intestinal obstruction and a viable singleton fetus
at 35 weeks and 3 days. Prophylactic intravenous antibiotics
were commenced after the initial investigation samples were
taken. She was co-managed with the surgical team as a case
of intestinal obstruction in pregnancy. She was worked up for
an emergency exploratory laparotomy and Caesarean section.

She had an exploratory laparotomy and emergency Caesarean
section. First, emergency Caesarean section was done and
she was delivered a female baby with nuchal cord, by the
breech with APGAR scores of six and eight in the first and
fifth minutes, respectively. After the Caesarean section, the
abdominal cavity was explored and the following were found:
fibrous adhesions between 10-cm segment of the terminal
ileum (50 cm from the ileocecal junction) and the uterus, right
fallopian tube, and broad ligament. The terminal ileum was
twisted approximately 270° on its mesentery near the point
of adhesions [Figures 1 and 2]. There was also twisting of the
proximal jejunum and ileum (a second volvulus) at 150 cm
from the ileocecal junction. There was a strip segment of
gangrenous ileum in the volvulus. While attempting to untwist
the second volvulus, the ileum was perforated [Figure 3] and
three liters of fecal matter was evacuated from the site of
perforation. She had adhesiolysis, detorsion of small bowel
volvulus with resection, and anastomosis and repair of ileal
perforation. Peritoneal lavage was done with warm saline and
abdominal drain was inserted. The estimated blood loss was
1.7 L and she had two units of blood transfused intraoperatively.

She developed high-grade fever that ranged from 38.5°C
to 39.7°C, with associated restless and irrational talk, 72 h
postoperatively. She also developed purulent discharge from
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Figure 1: Twisted and distended bowel adhered to the right lateral uterine
wall

Nigerian Journal of Medicine | Volume 32 | Issue 2 | March-April 2023 -




Ahmed, et al.: Double volvulus in pregnancy

Figure 2: Adhered and twisted bowel with proximal distention

the drain and operation site on the sixth-day postoperation.
Alternate sutures were removed and she had complete wound
dehiscence on day 10 postoperation following removal of
the remaining sutures. She was resuscitated with oxygen
and intravenous fluids and subsequently had an emergency
laparotomy. Pelvic abscess was discovered at laparotomy but
uterine and intestinal sutures were intact. She had a lavage
of the peritoneal cavity and closure of the abdomen with
tension sutures. Postoperatively, her clinical condition was
satisfactory and she was discharged home eight days after the
second surgery. Two-week postdischarge, she presented to the
postnatal and surgical outpatient clinics with no complaint. The
wound was well apposed, clean, and dry. She was then seen
four weeks later with no complaint. There was no problem
with the surgical scar. Her baby was immunised to date and
she was discharged from the postnatal clinic and referred to
family planning clinic.

Discussion

Intestinal obstruction in pregnancy was first reported
by Houston in 1830 and is still uncommon. The most
common causes are adhesions (60%), volvulus (25%),
intussusception (5%), carcinomas (3.5%), and hernia (1.5%).
Cases of intestinal obstruction in pregnancy have been reported
in Nigeria; most of them are due to intussusception. No case
of volvulus in pregnancy is reported in Nigeria.

Intestinal volvulus usually presents in the second and third
trimesters.[!! This is because the rapidly enlarging gravid
uterus distorts the anatomical location of the intra-abdominal
viscera mainly between 16-20 and 32—-36 weeks of gestational
life.[1131 Furthermore, relaxin, a hormone which is released
during pregnancy increases tissue pliability and decreases
motility of the gastrointestinal tract.) Both of these factors
when combined in individuals already susceptible to volvulus
predispose to midgut volvulus in pregnancy. Despite this higher
propensity in the third trimester, as in the case presented, there
have been reports of this complication developing in early
pregnancy as well as the puerperium. Sherer and Abulafia
described a case of postpartum volvulus after caesarean
delivery.l'
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Figure 3: Perforated bowel noticed during untwisting of the second
volvulus

The clinical presentation of midgut volvulus in pregnancy
usually consists of a triad of generalised abdominal pain,
bilious vomiting, and constipation.!"! There is usually an
overlap with common symptoms during pregnancy which
together with its low incidence often leads to delay in diagnosis
and definitive treatment.!'! Our patient presented with a triad
of complaints and symptoms.

Prompt diagnosis relies on sound clinical assessment (history
and examination) and effective use of laboratory and
radiological investigations. A hesitation to pursue radiological
investigations in pregnancy has been cited as a major barrier
in achieving a definite diagnosis.!"

Radiological investigations such as ultrasonography and
magnetic resonance imaging (MRI) have been reported to be
safe in pregnancy with no associated risk to the fetus and as
such can be used to aid diagnosis.["") Ultrasound and MRI can
show dilated loops of bowel and the characteristic “whirlpool
sign” demonstrating mesenteric torsion in addition to closed
loop obstruction with transition points.['>®! Ultrasonography
is widely used to aid the diagnosis of intestinal obstruction
although its accuracy is operator dependent. Furthermore, the
ultrasound rays are affected by air or gas within the bowel. Our
patient presented with distended bowel due to obstruction. This
may have affected the diagnosis made by the radiologist, in
the case presented. Our patient did not have MRI because of
its unavailability in our facility, cost, and time factors.

Other modalities that rely on ionising radiation such as
abdominal X-ray and computed tomography have also been
used in the diagnosis of volvulus.!') With an abdominal X-ray,
the evidence of dilated small bowel with multiple air-fluid
levels should heighten the suspicion of intestinal obstruction.
It is said to be confirmatory if a “bent inner tube” sign or
a “coffee bean” sign are seen.!'>!¢] Despite being the most
readily available form of radiological imaging, abdominal
X-ray is seldom used due to the fear of radiation exposure to
the fetus.l! However, evidence abounds that the amount of
radiation exposure to the fetus is negligible (0.00007 rad).!®
Therefore, when the benefit outweighs the risk, an X-ray can
be done on pregnant woman.
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The management of midgut volvulus in pregnancy involves
a multidisciplinary approach. The basis of therapy is early
surgical intervention after resuscitation. Surgery should be
performed through a midline vertical laparotomy to have
sufficient exposure because of the enlarged uterus.!'”? The
entire bowel should be examined for intestinal viability and
other areas of obstruction.l'”? Surgical interventions may
include adhesiolysis, detorsion, and segmental resection
with anastomosis. If there are areas of gangrene, resection of
such segments either as primary or as two-stage procedure
is recommended depending on the patient’s health status.!'”’
Short gut syndrome is a recognised complication of extensive
bowel resection, in which the patient would require life-long
total parenteral nutrition with associated significant short- and
long-term morbidity.["]

Other maternal complications include strangulation, gangrene,
perforation, peritonitis, sepsis, and recurrent volvulus.!'®!
While fetal complications include, preterm delivery, birth
asphyxia, neonatal sepsis, and intrauterine fetal death.["¥] The
mortality rate of women with midgut volvulus in pregnancy
is significantly higher (3—15%) when compared to the general
population. It is a surgical emergency and if not diagnosed
early carries a high mortality rate for both mother (6%—-20%)
and fetus (20%—26%).013:1%

Intestinal volvulus can be managed conservatively in cases
with mild-to-moderate symptoms, especially if it occurs
in early gestation or remote from term. In severe cases,
exploratory laparotomy with or without Caesarean section can
be done to save the life of the mother and her fetus. Caesarean
section was done in the case presented because the pregnancy
has reached viability with no added benefit of continuing the
pregnancy in the face of potential complications from the
volvulus. Our patient suffered complete wound dehiscence
despite the antibiotics and blood transfusion she received.
This could be prevented with adequate peritoneal lavage and
use of potent antibiotics. The dehiscence was immediately
repaired with tension sutures and the baby did not suffer any
complication.

Midgut volvulus in pregnancy is arare and difficult-to-diagnose
clinical entity. It is associated with high morbidity and
mortality, both for the mother and fetus, because of
delayed diagnosis. A high index of clinical suspicion is
required in pregnant women with signs and symptoms of
bowel obstructions. Early diagnosis and timely surgical
intervention in a multidisciplinary manner are necessary to
minimize the maternal and fetal morbidity and mortality.
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