Taiwanese Journal of Obstetrics & Gynecology 57 (2018) 901-902

 Obstet,;,
oo rie
S s,

Contents lists available at ScienceDirect

Taiwanese Journal of Obstetrics & Gynecology

journal homepage: www.tjog-online.com

Tuisoanese Journalof
Obstetrics & Gynecology

Research Letter

Fetal distress and urgent cesarean delivery due to new-onset )

peripartum Crohn's disease

Check for
updates

Misgav Rottenstreich **, Amihai Rottenstreich b Moshe Rottenstreich €

@ Department of Obstetrics and Gynecology, Shaare Zedek Medical Center, Hebrew University Medical School of Jerusalem, Jerusalem, Israel
b Department of Obstetrics and Gynecology, Hadassah-Hebrew University Medical Center, Jerusalem, Israel
€ Department of Gastroenterology, Shaare Zedek Medical Center, Hebrew University Medical School of Jerusalem, Jerusalem, Israel

ARTICLE INFO

Article history:
Accepted 1 August 2018

Dear Editor,

The incidence of inflammatory bowel diseases (IBDs) is
increased among reproductive aged women [1]. The presence of
active disease at early pregnancy is associated with an elevated risk
for maternal and perinatal complications including low-birth
weight infants, stillbirth and prematurity [3—5].

A 25 year-old Gravida-4 Para-3 presented at 36th weeks of
gestation to the obstetric emergency room following the onset of
uterine contractions lasting for few hours. She looked pale and
weak with mild tachycardia (115 bpm), abdomen was soft with
normal uterine tonus and vaginal examination revealed unfavor-
able cervix. Fetal heart rate monitoring demonstrated decreased
variability with recurrent prolonged decelerations. She was
immediately admitted to the operation room and an emergent
cesarean section (CS) was performed. A 2674 g male was delivered
with normal Apgar scores (91/9°). No apparent reason for fetal
distress was observed intraoperatively, however, initial maternal
laboratory tests on admission showed anemia of 7 g/dL with he-
matocrit of 22% WBC of 6x10°3/uL blood glucose levels of 51 mg/dL
and normal electrolytes. Following delivery, she was treated with
two units of packed cells.

During hospitalization, she mentioned having watery-brown
diarrhea up to 10 times/day lasting for 3 weeks prior to her
admission. She denied abdominal pain, recent travelling, exposure
to antibiotics or personal and family history of IBD. Repeat labo-
ratory work-up revealed hypokalemia of 3.1 mEq/L, decreased
serum albumin (1.9 g/dL) and markedly elevated C-reactive protein
(39 mg/L, upper normal limit-0.5). WBC count increased up to
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Fig. 1. CT scan showing large bowel distention (blue arrows) (A, B) and significant wall
thickening (red arrows) (B, C).
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21.3x10°3/ulL at the fifth postoperative day. Stool cultures for bac-
teria and parasites, as well as Clostridium Difficile testing were
negative. Thyroid function and serology for celiac disease and Rota
virus were normal.

A computed tomography scan performed showed dilatation of
the right and transverse colon and cecum up to 7.5 cm, with marked
colitis from the splenic flexure through the rectum. The small in-
testine was otherwise normal (Fig. 1).

Sigmoidoscopy performed on the same day showed ulcerated,
cobbled-stoned mucosa with scattered ulceration in the descend-
ing colon. Biopsy confirmed the diagnosis of CD. She was given
intravenous corticosteroids along with total parental nutrition
which led to resolution of her symptoms.

She was discharged 24 days postoperatively in good medical
condition.

The occurrence of new-onset CD during pregnancy is rare
[6—11]. Evaluation and diagnosis of suspected IBD during preg-
nancy is challenging since typical symptoms may be masked by
normal physiologic changes coupled with difficulty in performing
adequate radiologic and endoscopic evaluation during pregnancy
due to safety considerations [12].

In our case, an emergent CS was performed due to fetal distress.
This is in accordance with previous reports which demonstrated
higher rates of CS, mostly unplanned, among IBD pregnant patients
[5,13]. Fetal distress was reported as the leading indication [14]. As
disease course may be fulminant, early diagnosis and prompt
treatment is required due to high rate of maternal and perinatal
complications.

Conflict of interest

All authors have no conflict of interest or benefit that has arisen
from the direct applications this research to disclose.

Funding

None of the authors have any direct or indirect financial
incentive associated with publishing the article.

Acknowledgements

Patient consent form has been completed and signed by the
patient.

References

[1] Cappell MS, Friedel D. Abdominal pain during pregnancy. Gastroenterol Clin N

Am 2003;32:1-58.

Abhyankar A, Ham M, Moss AC. Meta-analysis: the impact of disease activity

at conception on disease activity during pregnancy in patients with inflam-

matory bowel disease. Aliment Pharmacol Ther 2013;38:460—6. https://
doi.org/10.1111/apt.12417.

Broms G, Granath F, Linder M, Stephansson O, Elmberg M, Kieler H. Birth

outcomes in women with inflammatory bowel disease: effects of disease ac-

tivity and drug exposure. Inflamm Bowel Dis 2014;20:1091—8. https://
doi.org/10.1097/MIB.0000000000000060.

Cornish ], Tan E, Teare ], Teoh TG, Rai R, Clark SK, et al. A meta-analysis on the

influence of inflammatory bowel disease on pregnancy. Gut 2007;56:830—7.

https://doi.org/10.1136/gut.2006.108324.

Domeniconi D, Ferraris R, Manca A, Asnaghi G. Crohn disease of the colon with

acute onset at the 17th week of pregnancy. Description of a clinical case.

Minerva Dietol Gastroenterol 1989;35:135—7.

Seinera P, Olivero F, Maccario S, Libanori E, Meduri B, Ferrara L. Crohn's dis-

ease and pregnancy. Report of a clinical case with acute onset in the 33d week.

Minerva Ginecol 1988;40:485—8.

Moeller DD. Crohn's disease beginning during pregnancy. South Med ]

1988;81:1067.

Furderer T, Mantion G, Heyd B. Emergency surgery for intestinal obstruction

revealing ileal Crohn's disease (CD) during pregnancy. BM] Case Rep

2015;2015. https://doi.org/10.1136/bcr-2013-009468.

[10] Zupi E, Valli E, Allegra E, Marconi D, Baschieri L. Crohn disease in pregnancy.
Considerations on and discussion of a clinical case. Minerva Ginecol 1992;44:
339—-42.

[11] Goettler CE, Stellato TA. Initial presentation of Crohn's disease in pregnancy:
report of a case. Dis Colon Rectum 2003;46:406—10. https://doi.org/10.1097/
01.DCR.0000054697.05017.6C.

[12] Schulze H, Esters P, Dignass A. Review article: the management of Crohn's
disease and ulcerative colitis during pregnancy and lactation. Aliment Phar-
macol Ther 2014;40:991—-1008. https://doi.org/10.1111/apt.12949.

[13] Shand AW, Chen ]S, Selby W, Solomon M, Roberts CL. Inflammatory bowel
disease in pregnancy: a population-based study of prevalence and pregnancy
outcomes. BJOG An Int J Obstet Gynaecol 2016;123:1862—70. https://doi.org/
10.1111/1471-0528.13946.

[14] Burke KE, Haviland MJ, Hacker MR, Shainker SA, Cheifetz AS. Indications for mode
of delivery in pregnant women with inflammatory bowel disease. Inflamm Bowel
Dis 2017;23:721—6. https://doi.org/10.1097/MIB.0000000000001113.

3

[4

(5

(6

[7

(8

[9


http://refhub.elsevier.com/S1028-4559(18)30249-3/sref1
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref1
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref1
https://doi.org/10.1111/apt.12417
https://doi.org/10.1111/apt.12417
https://doi.org/10.1097/MIB.0000000000000060
https://doi.org/10.1097/MIB.0000000000000060
https://doi.org/10.1136/gut.2006.108324
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref6
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref6
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref6
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref6
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref7
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref7
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref7
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref7
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref8
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref8
https://doi.org/10.1136/bcr-2013-009468
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref10
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref10
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref10
http://refhub.elsevier.com/S1028-4559(18)30249-3/sref10
https://doi.org/10.1097/01.DCR.0000054697.05017.6C
https://doi.org/10.1097/01.DCR.0000054697.05017.6C
https://doi.org/10.1111/apt.12949
https://doi.org/10.1111/1471-0528.13946
https://doi.org/10.1111/1471-0528.13946
https://doi.org/10.1097/MIB.0000000000001113

	Fetal distress and urgent cesarean delivery due to new-onset peripartum Crohn's disease
	Conflict of interest
	Funding
	Acknowledgements
	References


