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Abstract  Case Report 
 

Volvulus of the small intestine is a rare complication of pregnancy, difficult and late diagnosis at the stage of 

complication since the clinic is not very specific, often camouflaged by a symptomatology that can be related to 

pregnancy. We report the case of a 38-year-old pregnant woman at 18 weeks of amenorrhea in a bowel obstruction 

chart with threat of abortion. Radiological exploration had found mechanical bowel obstruction with signs of digestive 

distress. Surgical exploration found a small intestine volvulus with necrosis requiring resection. In the light of this 

observation, the diagnostic and therapeutic modalities of this rare association will be discussed. 
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INTRODUCTION 
A digestive obstruction rarely complicates the 

course of a pregnancy, but it is frightening for the 

mother and the unborn child. Its incidence, as reported 

in the literature, varies between 1 in 66,343 and 1 in 

1,500 [1]. Delay in diagnosis is a constant in the 

literature. It has its origin in the lack of specificity of 

the clinic and in the frequent wait-and-see attitude of 

the workers, paralyzed between the consequences of a 

radiological paraclinical exploration and the operational 

risk. 

 

It is through a clinical case of small volvulus 

occlusion in a pregnant woman at 18 weeks, and a 

review of the literature that we discuss the 

pathophysiology and the diagnostic and therapeutic 

problems of this entity. 

 

CASE PRESENTATION 
Mrs. H.H aged 38, second primiparous gesture. 

Admitted to obstetric emergencies for threat of abortion 

at 18 weeks of gestation with generalized abdominal 

pain. In these antecedents, the patient presented 

repetitive genital infections repeatedly treated several 

times, on the other hand the patient was never operated 

and her current pregnancy was not followed. 

 

The onset of symptomatology dates back to 3 

days with excruciating pain at the peri-umbilical level 

with vomiting and the notion of stopping of materials 

and gases followed by a progressive deterioration of the 

general state then the appearance of pelvic pain. Related 

to the onset of abortion and febrile syndrome. 

 

The clinical examination on admission found a 

conscious patient, in hypotension at 09/05, 

tachycardium at 120 BPM, febrile at 39 C. the 

abdominal examination found a slightly distended 

abdomen with peri-umbilical tenderness and empty 

rectal bulb at Rectal touch. The obstetrical examination 

found an open cervix with active endo-uterine bleeding, 

1 hour after the patient made a complete expulsion of 

the product of conception. 

 

The biological assessment showed a 

leukocytosis at 20,000 elements / mm3, anemia with 

HB = 8.8 g / l, and a very high CRP at 604 mg / l, 

uremia at 1 g / l with normal serum creatinemia. 

 

The ASP has shown several hail-like hydro-

aeric levels (Figure 1). The abdominal ultrasound 

showed distended digestive loops with medium 

abundance fluid effusion. Radiological exploration was 

completed by an abdominal scanner (Figure 2) which 

showed a small mechanical type of occlusion with 

handles measuring 50 mm in diameter, with a zone of 

disparity in caliber and a wall thinned and not enhanced 

by several handles over time arterial, in favor of a small 

necrosis, as well as an intraperitoneal effusion of 

medium abundance. 

http://saspjournals.com/sjmcr
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Therefore we indicated an emergency 

laparotomy, after a short preparation in intensive care. 

The incision is median xyphopubienne after aspiration 

of about 700 cc of bloody liquid, exploration is volvulus 

with necrosis of the ileum about a mesenteric flange 

(Figure 3). We conducted a first peritoneal toilet and 

resection of necrotic portion (Figure 4) (about 1.2m) to 

its interesting ileum stoma in the cecum, the ileal stump 

landfill and finally finished by construction of a 

terminal ileostomy and drainage of the peritoneal 

cavity. 

 

The postoperative course was simple, after 

stay in the intensive care unit for 2 days the patient left 

the hospital on day 7, and came back 2 months to 

restore digestive continuity. 

 

 
Fig-1: ASP showing hail-like hydro-aeric levels 

 

 
Fig-2: CT aspect of occlusion with grelic necrosis 

 

 
Fig-3: Perioperative aspect of the distended and necrotic small 

intestine 

 

 
Fig-4: Resected part of the necrotic small intestine 

 

DISCUSSION 
A digestive obstruction rarely complicates the 

course of a pregnancy. Its incidence varies between 1 / 

1,500 to 1 / 66,000 pregnancies. This incidence is 

increasing; the resurgence of inflammatory pelvic 

disease (PID) is partly responsible. About 53-59% of 

intestinal obstruction due to adhesions or secondary 

flange surgery or PID episodes [2,3]. The other 

etiologies are in order of frequency: intestinal volvulus 

(25%), acute intestinal intussusception (5%), and 

strangulated hernia (1.4%), acute appendicitis (0.5%) 

[2]. The distribution according to the trimester of 

pregnancy is as follows: 6% in the first quarter, 27% in 

the second, the third 44% and 21% during the post-

partum [4]. Three critical periods were identified during 

pregnancy: between 16 and 20 weeks during the upward 

movement of the uterus in the pelvis to the abdomen; 

between 32 and 36 weeks when the fetal head descends 

into the pelvis and in the immediate postpartum period, 

when the sudden reduction in the size of the uterus [3]. 
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Physiologically changes that accompany 

pregnancy promotes advantage of the occlusion, 

thereby decreasing the intestinal peristalsis and 

increasing habitual constipation due to the progestin 

impregnation promoting hypotonia of the intestinal 

smooth muscle, and changes topographic more flanges 

of the development of the pregnant uterus [2,5]. 

 

The diagnosis of intestinal obstruction during 

pregnancy is based on the same clinical triad that in the 

general population: abdominal pain, vomiting, stopping 

materials and gas. The diagnostic difficulty comes from 

the fact that nausea and vomiting are frequent 

pathologies and most often banal during pregnancy: 

around 16 weeks of gestation, 50% of patients still 

complain of nausea and 33% of vomiting [2]. Bowel 

obstruction can easily be confused with hyperemesis 

gravidarum, particularly in the first trimester. 

Therapeutic responses to the administration of 

antiemetics are therefore crucial: according to Connoly 

and Perdue "A lack of response to antiemetics requires 

further in-depth assessment and must raise the 

possibility of intestinal obstruction" [2, 4]. 

 

Abdominal pain and gas shutdown are 

sufficient warning signs to suggest a diagnosis of bowel 

obstruction. Abdominal pain is present in 85 to 98% of 

cases (5), vomiting in 82% of cases and stopping of 

materials in 30% [2]. 

 

All of this accounts for the difficulty of clinical 

diagnosis (4 cases of misdiagnosis out of 9 patients in 

the series by Meyerson et al.) And a constant delay in 

treatment. The average time between admission and 

surgery is therefore 48 to 84 hours [6, 7]. Imagery then 

becomes essential. 

 

Biological analyzes are often inconclusive; 

Pregnancy is accompanied by physiological hyper 

leukocytosis which can vary between 9000 to 12000 

due to the increase in adrenal cortical activity and 

therefore would be an unreliable indicator in pregnant 

women [2,8,9]. However, a significant increase in 

leukocytosis within a few hours should draw attention 

[4]. 

 

Abdominal ultrasound during pregnancy is the 

first-line diagnostic test for suspected intestinal 

obstruction [9, 10]. It allows: 

 to exclude an intestinal obstruction with a 

sensitivity of 89% and a specificity of 100%, Its 

safety authorizes repeated examinations which 

make it possible to follow the evolution of the 

dilation of the intestinal loops provided that the 

abundance of gas does not interfere performing the 

exam. 

 To follow the evolution of the dilation of the 

intestinal loops. 

 Detect the presence or abundance of intraperitoneal 

fluid. 

 Appreciate the thickening of the wall indicating 

venous stasis, ischemia or infarction in the event of 

volvulus. 

 

The abdomen without preparation loses its 

specificity as the age of pregnancy. Carried out 

standing, it frequently shows unspecific hydroaeric 

levels. Done supine, the topography of the digestive 

hyper-clarity can orient towards the small intestine or 

the colon. Finally, 20% of exams are not contributory: 

these are beginners [4, 6]. Given its low intake, it will 

immediately be replaced by ultrasound. Nuclear 

magnetic resonance, if the center has it, can be used for 

differential diagnosis because of its harmlessness to the 

fetus beyond the first trimester and the information it 

can provide [11]. While computed tomography is not 

recommended during pregnancy, except exceptionally 

when the potential advantage justifies the risk for the 

fetus and on a case-by-case basis, in close consultation 

with the obstetrician and the digestive surgeon. In our 

case the woman has already had an abortion and the 

indication to have an abdominal scan was easy, which 

helped to reach the diagnosis of occlusion easily. The 

majority of observations in the literature describe a 

medical practice aimed at instituting conservative 

treatment in the hope of avoiding surgical treatment. 

This attitude does not seem appropriate. Isolated 

medical treatment most often ends in failure. Surgical 

intervention is still performed in 89% of intestinal 

obstruction occurring during pregnancy [2, 3, 12]. 

 

The principle of the treatment varies according 

to the gestational age: Up to 26 weeks: laparotomy with 

lifting of the occlusion, continuation of the pregnancy 

until its term if possible; between 26 and 34 weeks: if 

possible, fetal pulmonary maturation followed by 

cesarean section with median skin incision 

supplemented by surgical treatment of the occlusion; 

between 34 weeks and the term: cesarean section with 

midline skin incision completed with surgical treatment 

of the occlusion; in all cases, surgical treatment must be 

undertaken within 72 hours to avoid major 

complications of necrosis, perforation and septic shock 

[4]. 

 

CONCLUSION 
Bowel obstruction is a rare complication of 

pregnancy, Diagnosis is often difficult and late because 

Digestive disorders are often blamed on pregnancy; 

however their persistence or their appearance after the 

1st trimester should worry the clinician and encourage 

him to request the appropriate additional examinations. 

Management must be multidisciplinary, radiological, 

obstetric and surgical. 
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