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Congenital Intestinal Malrotation Causing Volvulus in Term Pregnancy -
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Intestinal obstruction is a rare but serious 
complication of pregnartcy with significant maternal and 
foetal mortality. Major causes of intestinal obstruction in 
the pregnant woman include adhesion, volvulus and 
intussusception. This case represents an extremely rare 
cause of bowel obstruction in pregnancy. Reluctance to 
take this case for laparotomy could have resulted in a 
potentially serious delay in the diagnosis of maternal 
volvulus. 

A 19 year old primigravida was admitted for 37 
weeks of pregnancy with nausea, vomiting and epigastric 
pain of 3 days duration. Her vitals were normal and 
abdominal examination revealed term, live foetus with 
mild epigastric tenderness. Her haemoglobin was 12gm%, 
urine showed plenty of pus cells, 15-20 RBCs/hpf and 
ketone bodies. Serum electrolytes were normal. A 
provisional diagnosis of UTI with gastritis was made. 
She was prescribed cefotaxime, antacids <md antiemetics. 

During the next 3 days patient continued to have 
vomiting. Ketonuria was persistent despite an adequate 
input. Physician's and surgeon's opinions were sought 
and were non-diagnostic. USC abdomen was done which 
was normal. Ketonuria was attributed to dehydration. 

On 41
" day of admission patient developed 

hypotension, pulse was feeble, BP dropped to 100/60, 
tachycardia was present, input was 2750 and output was 
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1400ml and urine showed ketonuria. Rc~ u sci tati\'l' 

measures started. Serum electrolytes were within normal 
limits. ECG showed sinus tachycardia. Abdominal 
examination revealed extreme tenderness and FHS could 
not be localized. Ultrasonography confirmed focta I 
demise. Retroplacental clot could not be ruled out due to 
extreme tenderness. Diagnosis of concealed abruption 
was made. Pelvic examination revealed that cervix was 2 
ems dilated. ARM was done and clear liquor wa~ 
drained. Patient remained hypotensive. Blood pressure 
was 60 systolic. A decision was made to take her up for 
emergency LSCS. 

At laparotomy fresl;} still born baby was extracted. 
Liquor was clear and there was no retroplaccntal dol. 
When the abdomen was explored, we found the intestines 
were bluish in colour. A surgeon was called and partial 
malrotation of small and large intestines with vo lvulus 
was detected. Base of the mesentry was narrow and 
patient had congenital intestinal malformation. lleocaccal 
junction was in the left iliacfossa. Gut was de rotated and 
ascending colon was fixed to left iliac fossa and 
congestion was improved. Bowel was deemed viable and 
abdomen was closed in layers. 

Patient made a good recovery and was 
discharged two weeks after the operation. At the follow­
up visit at one month, she was found to be fit and healthy. 
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