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CASE REPORT
Gastroschisis- A Case Report
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ABSTRACT
Gastroschisis is a birth defect in the anterior abdomen wall

A fetus with an abdominal wall defect is a high risk

and is often referred to as “ventral wall defect”. Babies with

pregnancy. For gastroschisis, there is an increased risk of

gastroschisis are born with portions of their small and large

intra uterine growth retardation (IUGR), fetal death, and

intestines exposed outside the body through a small opening

premature delivery. So careful obstetric follow-up with

generally found to the right of the belly button. Gastroschisis

serial ultrasounds and other tests of fetal well being are

is seen in approximately 1 in 4000 live births, and is more

indicated. To emphasise its importance this case is

common in mothers under 20 years of age.

presented.
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Introduction
The word gastroschisis, freely translated from the

defect to the right of the insertion of the umbilical cord at any

Greek, means “belly cleft." The principal features of this rare

point after the normal embryonic return of the intestine to the

condition are: a defect in the abdominal wall which is extra-

abdominal cavity at 10 weeks of gestation confirms the

umbilical in location with no membranous sac covering the

diagnosis [5-8]. Preterm delivery is more frequent in infants

eviscerated mass of intestines, and a normal umbilical cord

with gastroschisis, with an incidence of 28% compared with

insertion into the abdominal wall that is not involved in the

6% of normal deliveries [9]. Bowel atresia is the most

evisceration [1].

common associated anomaly in patients with gastroschisis.

Gastroschisis is a full-thickness defect in the abdominal
wall usually just to the right of a normal insertion of the

Recent studies report concomitant atresia of bowel and
gastroschisis in 6.9-28% of patients [10,11].

umbilical cord into the body wall [2]. Gastroschisis occurs in
1 in 4000 live births [3]. The majority of pregnancies
complicated by gastroschisis are diagnosed prenatally [4].
Subsequent sonographic visualization of freely floating loops
of bowel within the amniotic fluid with an abdominal wall
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Gynecology, NRI Medical College & General Hospital,

Figure 2: Relation of Descending colon to Antero inferior

Chinakakani for study with proper consent of parents .The

part of left kidney

foetus was fixed immediately with 10% formalin.
After recording the parameters for age determination,
foetus was examined for external and internal defects. Except
herniation of gut loops through anterior abdominal wall to the
right of umbilicus, no other external defects were detected.
Herniated gut contains jejunum, ileum, caecum with
appendix, segment of colon and the mesenteric vessels. All
these structures were entangled and twisted around each other
(Fig.1).
Figure 1: Herination of gut loops through the umbilical
opening

After opening the abdomen a part of colon is seen

Figure 3: Relation of Descending colon to Antero inferior
part of right kidney

Discussion

extending down below the pancreas running in front of left

Gastroschisis is a protrusion of abdominal contents

kidney and into left iliac fossa (Fig.2). This part of colon

through the anterior body wall directly into the amniotic cavity.

was assumed as descending colon because initial part of

It occurs lateral to the umbilicus usually on the right and the

colon was seen in herniated mass of intestines in

defect is most likely due to abnormal closure of the body wall

continuation with caecum. This descending colon abruptly

around the connecting stalk. Viscera are not covered by

turned towards right side, posterior to the herniating loop

peritoneum or amnion [12].

and continued to the right iliac fossa forming anterior and

Exact cause of gastroschisis is uncertain, but various

inferior relation to the right kidney (Fig.3). Again the loop

causes have been proposed including ischemic injury to the

has turned down wards and to the left upto the mid line and

anterior

continued in to the pelvis. Below the pancreas it formed a

omphalomesentric artery), rupture of the anterior abdominal

double ‘S’ loop.

wall, weakness of the wall caused by involution of right

abdominal

wall

(absence

of

the

right

umbilical vein [13]. Gastroschisis has a very strong
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association with young maternal age, with most of these

Abdominal wall defects are often diagnosed by

mothers being age of 20 years or younger. In addition,

prenatal ultrasound done for routine screening or for obstetric

gastroschisis has been linked to maternal exposure to cigarette

indications such as evaluating an elevated maternal alpha

smoking, illicit drugs, vasoactive over-the-counter drugs

fetoprotein of serum (AFP). AFP is also usually elevated with

(such as pseudoephedrine), and environmental toxins [14].

abdominal wall defects. The magnitude and of AFP elevation

These

vascular

varies between gastroschisis and omphalocele [2]. In

insufficiency of the abdominal wall for the etiology of

gastroschisis, maternal serum AFP is markedly abnormal, with

gastroschisis [14]. Oligohydramnios is also common in

an average elevation of more than nine multiples of the mean

gastroschisis, being present up to 25% of cases. The cause is

(MoM). In contrast, in omphalocele, AFP is elevated by an

unknown and it is usually of moderate severity and associated

average of only four MoM, with a much wider range [16].

with IUGR, fetal distress, and birth asphyxia [15].

Prenatal

associations

are

consistent

with

the

Gastroschisis can be differentiated from omphalocele
as it is herination of abdominal viscera through an enlarged

ultrasound

could

potentially

identify

the

overwhelming majority of abdominal wall defects and
accurately distinguish omphalocele from gastroschisis.

umbilical ring. The origin of defect is failure of the bowel to
return to the body cavity from its physiological herniation
th

Conclusion

th

during 6 week to 10 week. The viscera are covered by

Improved understanding of gastroschisis, its early

amnion. Omphalocele occurs in 2.5/10,000 births, where as

diagnosis by prenatal ultrasound, safe delivery of the foetus

gastroschisis occurs in 1/10,000 births. Unlike gastroschisis,

with a ventral wall defect, advanced surgical techniques for its

omphalocele is associated with high rate of mortality (25%)

correction and intensive care management of neonates reduces

and severe malformations, such as cardiac anomalies (50%)

the morbidity and mortality.

and neural tube defects (40%) [12].
Gastroschisis can be differentiated from umbilical
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imperfectly closed umbilicus, thus forming umbilical hernia.
It differs from gastroschisis being covered with skin and
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