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Abstract

Radiographers assuming extended roles in ultrasound practice in Ghana
are gradually gaining competence to identify unusual fetal abnormalities during
antenatal ultrasound scans. This development is significant to best patient
management and pregnancy outcomes. An uncommon fetal defect was recently
diagnosed by Ghanaian radiographers at a private imaging center in Tamale,
Ghana. Gastroschisis is a birth defect in the anterior abdominal wall allowing
portions of the baby's small and large bowels to herniate outside the fetal body
through a small opening in the abdominal walls often located to the right of the
umbilicus. This case is presented below.
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Case Presentation

A 27-year-old healthy pregnant woman, gravid 2 para 2, with
history of drinking alcohol was referred to a private imaging facility
for her first ultrasound scan, to determine gestational age and fetal
viability. A systematic ultrasound assessment of the fetus revealed
an abdominal wall defect to the right of the umbilical cord insertion
with free floating loops of bowel within the amniotic fluid (Figurel).
The gestational age was determined as 31 weeks 3 days with estimated
fetal weight and Amniotic Fluid Index (AFI) of 2.2kg and 12.2cm
respectively. The fetal heart beat was positive. No maternal serum
alpha fetoprotein screening test was recorded in the patient's hospital
folder. The woman underwent a successful caesarean section at about
36 weeks.

Discussion

Gastroschisis is the extrusion of abdominal contents directly
into the amniotic cavity through a defective anterior body wall. The
abnormality is mostly located to the right of the umbilical ring [1,2]
and believe to be caused by disruptions in the blood supply to a
developing abdominal wall from the omphalomesenteric duct artery
at about eighth week of gestation [3]. It is not specifically known
what causes the blood supply disruption, but few factors have been
associated. For instance, gastroschisis is higher in regions where
surface water atrazine levels are elevated especially when conception
occurs in the spring, the time when atrazine, the commonly used
herbicide, is often applied [4]. Also, several clinical studies have
linked aspirin, a United State Food and Drug Administration
(FDA) pregnancy category D drug, as an another risk factor [3,5],
and according to large a scale study by the California Department of
Public Health services, aspirin quadruples the risk of gastroschisis [6].
Similarly, incidences of gastroschisis have been recorded in women
who smoke tobacco, use vasoconstrictiveor illicit drugs, consume
excessive alcohol during pregnancy, low Body Mass Index (BMI), low
socioeconomic status [2,7,8].

A rise in cases of 1 to 6 per 10,000 live births have been reported
worldwide recently [7]. The abnormality is suspected when there is

obstetric indications such as raised maternal serum Alpha Fetoprotein
(AFP), commonly associated with risk of neural tube or abdominal
wall defects [1].

Gastroschisis can be diagnosed with prenatal ultrasound scan,
as early as first trimester, with an estimated detection rate around
70-72%, especially if transvaginal or high resolution ultrasound
is used. Accurate diagnosis of this condition may rise as the use of
routine ultrasound becomes more widespread [1,8,9]. This would
facilitate the opportunity to counsel the family and to prepare for a
safe delivery and optimal postnatal care. Unfortunately, the accuracy
of prenatal ultra sound to diagnose abdominal wall defects may
be affected by the timing and goals of the scan, fetal position and
experience or expertise of the sonographer to differentiate between
omphalocele and gastroschisis [10]. Omphalocele is the herniation
of a membranous amnion covering abdominal viscera through an
enlarged umbilical ring [1,10].

Despite a 97% survival rate of infants born with gastroschisis, it
is associated with significant morbidity arising from unpredictably
long hospital stay, delay in time to start oral feeding, long term use
of total parenteral nutrition, multiple surgical interventions and
neonatal complications including sepsis, short bowel syndrome and
necrotizing enterocolitis [2,9]. Preterm delivery incidence is 28%
compared to 6% pregnancies. Although cesarean section is often
the preferred mode of delivery for this condition, it does not convey
major merit over vaginal delivery [1].

Sonographic visualization of freely dilated floating loops of
bowel within the amniotic fluid originating from the right insertion
of the umbilical cord confirms the diagnosis. Polyhydramnios may
be evident in high intestinal obstructions while oligohydramnios is
present in about 25% of cases [1,2,8].

Conclusion

Ultrasound is the primary imaging modality in the diagnosis
of gastroschisis. The anterior abdominal wall and umbilical cord
insertion are easily recognized on ultrasound since it is surrounded
by amniotic fluid. However, the diagnosis can be missed if the
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Figure 1: Axiral ultrasound view showing sonographic features of
gastroschisis, Free floating bowles (B) in an amniotic fluid (vertical arrow |).
Fetus urinary bladder (—horizontal arrow).

sonographer or professional performing the scan is not competent
in antenatal scanning techniques and image interpretation. An
early ultrasound diagnoses facilitates the safe delivery of a fetus
with gastroschisis, advanced surgical interventions for correction
and highly professional intensive care management to reduce the
morbidity and mortality.
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