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Intractable vomiting and elevated liver enzymes during pregnancy seem to be associated to the obstetric etiologies; however, other
causes such as acute surgical emergencies should be considered. The patient was a 26-year-old woman at 18 weeks of gestation
with intractable vomiting, intolerability of oral intake, weight loss, and absence of abdominal pain. Her physical examinations
and laboratory tests had no remarkable findings except elevated liver function test (LFT) and hypokalemia. Considering the lab
data and normal abdominopelvic ultrasound, magnetic resonance imaging was performed which revealed dilation of the D1-3
and collapse the D4 sections of duodenum. She underwent exploratory laparotomy which confirmed duodenal obstruction
caused by Ladd’s band. After the Ladd’s operation, the patient started oral intake of nutritious, and her LFT decreased to normal
ranges. After the last follow-up, she has had gained 18 kg and gave birth at 36 weeks of gestation due to the premature rapture
of membranes and delivered a 2 kg small for gestational age otherwise healthy infant. The experience gained from this case was
to consider all possibilities (such as small bowel obstruction) and evaluate them in a pregnant patient to consider other causes of
nausea, vomiting, and abnormal LFTs in a pregnant patient.

1. Background

Acute intestinal obstruction during pregnancy has been
described with different incidences such as 1/66,431 and 1/
1500 [1]. This condition is very important and emergent dur-
ing pregnancy which requires proper treatment as soon as
possible as same as other abdominal emergencies [1–3].
The most common causes of mechanical obstruction in preg-
nancy have been reported as adhesions, volvulus, and intus-
susception with the prevalence of 58%, 24%, and 5%,
respectively [1]. So far, some reports have highlighted malro-
tation as an uncommon cause of small bowel obstruction

(SBO) during pregnancy [4–7]. Congenital malrotations are
mostly asymptomatic in adults and have been known as a
rare cause of SBO in this age group. Despite the different eti-
ologies of SBO during pregnancy, the most common symp-
toms are abdominal pain (98%), vomiting (82%), and
tenderness (71%) in the abdomen. Thus, abdominal pain
seems to have a notable sensitivity for SBO in these cases [1].

Herein, we report a very rare case of SBO during preg-
nancy with persistent progressive nausea and vomiting due
to duodenal obstruction caused by a previously asymptom-
atic congenital condition (incomplete rotation of duode-
num). The clinical presentation and laboratory tests of this
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case were very similar to the other prevalent obstetrics-
associated complications. Considering her two previous
pregnancies terminated in a similar situation, the current
report would bold role of proper imaging modalities and
other investigations in the diagnosis and treatment of such
cases.

2. Case Presentation

A 26-year-old woman (Gravida 3, Para 2, Death 2) was
referred to our tertiary care center (Vali-e-Asr Hospital) at
her 25th week of gestation (WOG) with blood pressure of
100/80mm Hg (pulse rate 98). She complained of intractable
large volume bilious vomiting, generalized weakness, pro-
gressive weight loss (13 kg so far), had an episode of bowel
movement every 2 to 3 days, and inability to consume food
started from 18th WOG (the patients received IV fluid ther-
apy several times as outpatient between 18 and 25 weeks of
gestation). Except for two failed pregnancies, she had no
remarkable family and psychosocial history. In both of the
previous pregnancies, similar presentations to her current
condition were found. Those pregnancies were terminated
at 26th and 22nd WOG with the diagnoses of acute fatty
liver of pregnancy and HELLP syndrome, respectively.

Her first pregnancy (22 years old) had advanced with no
complications until the 18th WOG when nausea and vomit-
ing started to be more prevalent and severe as the time
passed. Due to the progressive intractable vomiting, dehy-
dration, and hypokalemia, as well as intolerance to oral
intake, the patient was completely dependent on intravenous
fluid and electrolytes which finally had led to weight loss and
severe weakness (in another medical center). During the
25th WOG, liver function test (LFT) values started to rise
along with negative laboratory results for viral hepatitis.
Also, there were no criteria for autoimmune hepatitis. Since
we had no more data regarding this hospitalization, the
refeeding syndrome could be a suspect for the impaired
LFTs [8]. Finally, the pregnancy was terminated at 26th
WOG while suspecting acute fatty liver of pregnancy. Fol-
lowing the termination, she soon tolerated oral intake, and
the LTFs returned to the normal levels after a week.

In her second pregnancy (at the age of 25), similar symp-
toms to the previous reemerged after the 17th WOG. Intra-
venous (IV) hydration plus mineral supplement replacement
were not able to meet the patient’s maintenance needs.
Meanwhile, the symptoms became more severe, and LFTs
increased with a very quickly and during hospitalization
period. The second pregnancy was terminated around
22nd WOG with suspicion of HELLP syndrome. Consider-
ing the complications during both pregnancies, the patient
was referred to a gastroenterologist for evaluation of Wil-
son’s disease, autoimmune hepatitis, and Crohn’s disease.
The multidisciplinary workup did not show any remarkable
finding of such sort. Before her third pregnancy, she was
evaluated by a well-experienced rheumatologist as well,
which they did not find any abnormal issue (according to
the patient’s statement). In the third pregnancy and before
referring to our center (around the 22nd WOG), the patient
was switched to intravenous nutrition replacement since oral
intake was intolerable (by general practitioners because of
their suspicion to hyperemesis gravidarum). At the same
time and when the patient was under treatment with dexa-
methasone and full dose of ondansetron with steady clinical
status, laboratory results showed a progressive increase in
liver enzymes. At the time of admission to our center, the
patient’s physical examinations, fetal heart rate, and primary
laboratory investigations (such as complete blood count,
blood sugar, 24-hour urine protein, amylase, lipase, and viral
tests) revealed no remarkable finding except for LFTs and
potassium levels (Table 1). Also, abdominopelvic ultrasound
and Doppler flow of inferior vena cava (IVC), portal, and
hepatic veins were normal. As the next step, upper gastroin-
testinal endoscopy was performed which showed no signifi-
cant findings such as peptic ulcer or pyloric obstruction.
Considering the following results, magnetic resonance imag-
ing (MRI) without contrast revealed marked dilation of the
stomach and duodenum up to the third part of duodenum,
D3 level as well as collapse in D4 part (Figures 1(a) and
1(b)). Thus, the obstruction site suggested to be between
D3 and D4.

After deteriorated clinical status and solid evidence of
duodenal obstruction, laparotomy was indicated. The

Table 1: The results of blood laboratory test investigations at admission and postoperative.

Laboratory parameter Before the surgery Day 2 (postoperative) Day X (postoperative)

Platelet count 256000/μL 2450000/μL 250000/μL

Aspartate aminotransferase (AST) 329 IU/L 142 IU/L 53 IU/L

Alanine aminotransferase (ALT) 745 IU/L 375 IU/L 12 IU/L

Alkaline phosphatase (ALP) 309 IU/L 240 IU/L 369 IU/L

Albumin 3 gr/dL — —

Total bilirubin 1.2mg/dL 2mg/dL 1mg/dL

Conjugated bilirubin 0.4mg/dL 1mg/dL 0.2mg/dL

Prothrombin time (PT) 12.2 seconds 14 seconds —

INR 1.1 1.1 —

Thyroid stimulating hormone (TSH) 1.2mIU/L — —

Potassium (K) 3mEq/L 3.6mEq/L —

24-hour urine protein 280mg — —

2 Case Reports in Obstetrics and Gynecology



transition zone of duodenal obstruction was observed at the
junction of peritoneal bands passing across the third part of
the duodenum. At the proximal portion of Ladd’s band, D3
was significantly dilated while the distal part, D4, was
completely collapsed lying on the right side (Figures 1(c)–

1(e)). The peritoneum to the right of the ascending colon
was incised, and the anteriorly situated bands were stripped
to release the duodenum (Figure 1(e)). After the surgery
(Ladd’s procedure), the patient remained stable and was
admitted to intensive care unit (ICU). After two days, the

(a) (b)

(c) (d)

(e)

Figure 1: (a) Transverse oblique (patient is lying on a side) view marked dilation of the stomach and duodenum up to D3 level (the arrow is
the point of stenosis). (b) The site of Ladd’s bands (red arrow), uterus, and duodenum. (c) Dilated duodenum under cecum. (d) Peritoneal
Ladd’s bands. (e) Released peritoneal band in the site of stenosis.
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elevated LFTs were decreased by about 50% compared to the
presurgery levels (Table 1). She was discharged from ICU after
two days with favorable postoperative recovery and normal
oral intake. After being discharged, she was followed up to
three weeks after labor. During the follow-ups, she gained
18kg until the time of delivery (cesarean delivery). She gave
birth at the 36th week of gestation as a result of the premature
rupture of the membrane. The Apgar score and weight of her
neonate were 9/10 and 2kg (small for gestational age), respec-
tively, and both mother and neonate were discharged after
labor with no problem or complaint.

3. Discussion and Conclusions

Herein, we reported a rare case of duodenal obstruction dur-
ing pregnancy caused by Ladd’s band. One of the most chal-
lenging issues, in this case, was the absence of abdominal
pain observed in up 98% of pregnant women with the same
condition [1]. Thus, considering the absence of abdominal
pain in this patient and presence of more common patholo-
gies with nausea and vomiting (accompanied with elevated
LFTs) during the second trimester of pregnancy (such as
acute fatty liver of pregnancy and HELLP syndrome),
obstruction became a neglected diagnosis in her past preg-
nancies terminated with other diagnoses. This time, consid-
ering all of the already mentioned tests performed for rolling
out other possible conditions, MRI was carried out which
increased the suspicion of the duodenal obstruction. After
the surgery (Ladd’s procedure), symptoms and abnormal
laboratory tests were also resolved, and results returned to
the normal ranges.

According to our knowledge, so far, only two cases of
duodenal obstruction caused by malrotation following the
Ladd’s band pain have been reported. However, there have
been different major differences [9, 10]. As Yin et al. have
explained, the symptoms of their primigravid case were
started at 9th WOG with nausea, vomiting, and intolerance
to oral intake. Her clinical symptoms worsen, and serum
transaminase levels increased (AST: 100-243U/L and ALT:
297-536U/L) which led to hospitalization in the 24th
WOG. Similar to the current report, their case declared no
abdominal pain accompanied by any of the other symptoms.
Following the MRI, they performed laparotomy which con-
firmed congenital bowel malrotation and Ladd’s band.
Unlike our case, however, they found no signs of obstruc-
tion, bowel ischemia, and volvulus; hence, the Ladd’s proce-
dure was not performed for their case. She was just treated
with parenteral nutrition and was discharged 6 days after
the surgery. Also, their six-month follow-up did not reveal
any gastrointestinal (obstetrics not mentioned) issues [9].
Furthermore, Pelikan et al. reported extreme nausea and
vomiting in a pregnant woman at 38th WOG with nausea,
vomiting, and abdominal pain (unlike our case). Ultrasound
and gastroscopy were normal, and in despite the obtained
results, all the laboratory tests, including LTFs, were normal.
After the labor, an abdominopelvic computed tomography
(CT) scan (with IV and oral contrast) was performed for
the patient which showed intestinal malrotation due to vol-
vulus. During the laparotomy, they incised the Ladd’s bands,

and in the ascending colon, the mesenteric veins were found
thrombosed. Thus, they performed right colectomy accom-
panied by ileocolic anastomosis due to the suspicion of the
tissue viability [10].

Malrotation of the midgut is an abnormal intestinal rota-
tion and fixation in the embryological development of the
gastrointestinal tract. While the majority of such abnormal-
ities remain asymptomatic during adulthood, the symptom-
atic cases are usually encountered in the clinical setting of
duodenal obstruction or midgut volvulus [11]. All and all,
this was a case of confirmed duodenal obstruction that com-
monly goes without abdominal pain but only retching and
vomiting which seems to be common findings for this level
of obstruction. The most remarkable “takeaway lesson”
[12] of this case is not to neglect (any) possible diagnoses
in a patient, especially pregnant women with no abdominal
pain but progressive vomiting accompanied by impaired
LTFs. In such cases, MRI should be used more to reach a
correct diagnosis as it has helped before in the rare condi-
tions during pregnancy [13]. Also, it should be noted that
during pregnancy (especially second and third trimesters),
anatomical and physiological changes could alter asymp-
tomatic conditions to symptomatic issues found to be
threatening for both mother and fetus.
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