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Abstract:

Introduction: Gastroschisis is a congenital anomaly, where the evisceration of abdominal contents through the defect in the
anterior abdominal wall. Over 90% case can be detected in antenatal ultrasound. The present case was reported in Malabar
Multi speciality hospital and urology center Calicut, Kearala, during a foetal ultrasound scan in the second trimester.

Case presentation: 29-year-old primigravida learned that her unborn child was detected with gastroschisis, during 16™-18

th

week of pregnancy and subsequent ultrasound examination also detected as complete gastroschisis.
Discussion and conclusion: The exact cause of gastroschisis is not clear, since it is a multifactorial disease.
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INTRODUCTION

The term gastroschisis derived from Greek for
stomach cleft or fissure, leading others to suggest the
technically more correct term Laproschisis™, it was
used in English literature by Calder in 1733, first case
had been described as early as 1557 by Lycosthenes
@ Typically reviewed in conjunction with exomphalos,
omphalocele and prune belly syndrome, still the
aetiology of gasrtroschisis is stand alone,
predisposing risk factors are different, clinical
management and associated malformations®
7) Gastroschisis differs from other anterior abdominal
wall defects ,here bowel herniates without a covering
membrane, through a defect adjacent to umbilicus,
nearby and always right. Certain cases though rarely
escape from such ready classification, similarities
between exomphalos and gastroschisis exists ©*%.
The incidence of its detection has been dramatically
increased in the last century, probably due to the
wide spread use of diagnostic imaging modalities
particularly USG, for antenatal scans,1980-90%%%%),

The incidence AWD (abdominal wall defects) were 1
in 3659 live births over this 4-year period, with
gastroschisis occurrence 18%. A detailed review of
incidence of both Gastroschisis and Exomphalos
reported to the National Congenital Malformation
Notification scheme in England and Wales between
187 and 1993, found that increased in incidence of GS
over first five years of study, with highest incidence
were 1.35/10000 live births, in 1991®". Further
studies conducted by Rankin et al (22), in North of

England, the year 1986 and 1996 found that rising
incidence of GS rising to 4.72/10000 live births in
1996.

Similar study in North Carolina, USA identified the
peak incidence of GS, it was documented that
4.46/10000 live births, in 2000%*). One European
study conducted in between 1980-84 and 1995-
2002*" showed nearly a fourfold rise of GS.
Geographical variation was again noted, with a peak
incidence of 4.48/10000 live births in Mainz Germany
compared with 0.31 in Tuscany (ltaly) **. Generally,
the incidence was higher in Northern European
countries compared to those bordering the
Mediterranean ?*.

Most recognised risk factors include, young maternal
age Y2228 |oane et al found a seven-fold
increase in the relative risk of GS in mothers under
the age of 20, compared to other age groups. Young
maternal age linked to other cofactors include
cigarette smoking, use of recreational drugs, low
socio-economic status, poor nutritional status, young
age at the time of pregnancy and previous
terminations (333, Relatively low incidence of
other associated anomalies, despite with GS, appears
increasing evidence of a genetic contribution with

recent identification of specific gene polymorphism
(32)

Increasing evidence, from twin studies, animal
models and epidemiological data, represents GS is a
true malformation rather than a disruption which has
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occurred following normal development (26,38).
Feldkamp etal (26), discredited traditional
explanations, suggest that GS may result from
herniation of bowel into the amniotic cavity, through
a lateral ventral wall defect, resulting from failure in
development of a body wall fold. The classical right
sided presentation anomaly, explained by the relative
positions of umbilical cord and yolk sac, where the
latter generally to the right, supporting their
hypothesis “*??). Development of GS malformation
occurs very early in gestation, between third and fifth
post conceptual weeks *®, since many would be

unaware of pregnancy and optimal pre and peri
d(26,31,33)

conceptual care is highly limite

Case presentation:

29-year-old primigravida, married for the last ten
years. learned that her unborn child was detected
with gastrochisis, during 16™ -18" week of pregnancy
and subsequent ultrasound examination also
detected as complete gastrochisis. A defect of 32mm
in the anterior abdominal wall and herniation of
small bowel loop detected, right side of the umbilical
cord. It was not covered by membrane and the bowel
wall oedema is quite obvious. Foetus floats in
sufficient liqguor volume. No other anomalies
detected.

Figure 1: and 2: shows the defect in the anterior abdominal wall, with evisceration of the small bowel. The
umbilical cord is also seen.

Figure 3 and 4: The eviscerated small bowel shows wall oedema; vascularity could not be ascertained in the

wall.

The case presented in Malabar Institute of Research Centre, Calicut, Kerala, India. The case referred from
Obstetrics and gynaecology department to Radiology department for a early detailed anomaly scan during 16"
week and case diagnosed with Gastrochisis. Later with the request and consent of mother and father along with
family members decided to terminate the pregnancy during 18" week.
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Figure 5: shows after the expulsion of the foetus, shows herniated and oedematous bowel.

Discussion:

Increased prenatal surveillance needed in a
diagnosed case of gastroschisis and delivery could be
relocated in a tertiary obstetric hospital. Serial
surveillance of fetal parameters needed with US,
indicated in view of intrauterine growth retardation,
still birth and premature delivery ®**¥_ A western
Australian study maintained with 122 cases of GS,
followed up with serial US evaluation, assessment of
amniotic fluid volume and bi weekly fetal heart rate
monitoring from 32weeks onwards *”. Towers et al
54 suggested antenatal monitoring from 32weeks
onwards, while David et al B} advocated fetal
monitoring every 2weeks from diagnosis. Prematurity
occurs in upto 60%,with 10 and 31%having an
associated  birth  defect'*”** Relatively common
associations include gastrointestinal atresia,(ss) and
undescended testis**”*® |UGR affected population or
class of fetus with GS, affected between 30 and 70%
foetuses®**?.the cause of IUGR is hypothesised
,either due to inadequate supply of nutrients or due
to protein loss from exposed viscera.

The exposed bowel is vulnerable to injury which can
range in severity from volvulus with loss of the entire
midgut to a more localised intestinal atresia or
stenosis, to widespread inflammatory peel or
serositis. It makes bowel loops indistinguishable from

one another ®®*®_ Inflammatory develops after 30

weeks of gestation and its aetiological factors include
bowel wall exposure to amniotic fluid and intestinal
lymphatic  obstruction ®”.  Most  devastating
complication of GS,is unpredictable fetal death which
usually occurs in third trimester®®.caused due to
acute midgut volvulus or acute compromised blood
flow to the eviscerated bowel ©**%  Recent
evidence suggests a generalised cytokinine mediated
inflammatory response ensues, and this may explain
how the conventional fetal surveillance methods fail
to prevent still birth “**%¢®") oyerall still birth rates
are 10%, there appears to be an association with still
birth and abnormal amniotic fluid volume (3,50). Reid
et al ® reported 50% of still birth occurrence in
oligohydramnios compared to 16.7% with high
amniotic fluid volume. Furthermore 70% Of
pregnancies with abnormal amniotic fluid volume
were delivered preterm compared with 30% cases
were the amniotic fluid volume was normal ©°.
Degree of confidence in detecting GS via sonography
is 75% and for omphalocele it is 77.3%.

Differential diagnosis: Omphalocele, bladder
exstrophy, body stalk anomaly and periumbilical
blood clots.
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Summary: GS particularly affects young mothers of
low socio-economic status and other risk factors
including cigarette smoking and usage of illicit drugs.
Its incidence reported to be 4.72/10000 live births.
With the advent of sonological evaluation in early
pregnancy with subsequent serial monitoring would
help to diagnose and further management of the
cases. Thwarting the complications and reduce the
incidence of IUGR is the major challenge for the
obstetrician.

Consent: Written informed consent was obtained
from the patient for publication of this case report
and accompanying images.
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