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Introduction Discussion 
Reported cases of isolated fetal ascites determined to be idiopathic have been shown to carry a 
favorable prognosis with frequent spontaneous resolution in utero (1,2,3). 
These cases generally reported better fetal outcomes with delivery of normal neonates as compared to 
cases with associated conditions such as gastrointestinal and genitourinary abnonnalities, intrauterine 
infections, and overlapping cases with hydrops (1). 
No existing reports of antenatally resolving fetal ascites with a discovered gastrointestinal anomaly 
describe concurrent resolution of the underlying abnormality wilhoul surgical correction or postpartum 
regression with medical management 
In this case, fetal ascites was prenatally diagnosed on ultrasound at 32 weeks secondary to a 
suspeded gastrointestinal abnormality and was found to have spontaneously resolved in utero with a 
normal neonatal course. 

Presentation of the Case 
A 33-year-old G3P1011 female presented for routine visit at 32 weeks and was found to have a diagnosis 
of moderate fetal ascites by ultrasound examination with a complex mass noted in the fetal abdomen near 
the small bowel measuring 5.2 x 3.6 cm. See Figures 1a and 1 b. There were no pleural effusions, 
pericardia! effusion or skin edema noted. Both umbilical artery and middle cerebral artery Doppler studies 
were also noted to be normal. The fetus was noted to be large for gestational age with an estimated fetal 
weight of 2600 grams (5Ibs12oz, >90% for gestational age) however this was largely driven by the fetal 
abdominal circumference which was measuring 5 weeks ahead al 33.24cm due to the ascites. Her 
prenatal course had been uncomplicated previously with low risk prenatal screening and an unremarkable 
Level II anatomy ultrasound at 20 weeks. Her only medical history included a liver mass diagnosed in 2012 
by a hepatologist. Her prenatal oourse otherwise became complicated by gestational diabeles but was 
controlled on insulin. 

Due to the concern for possible fetal gastrointestinal (GI) abnormality and potential developing hydrops, 
she received a full course of betamelhasone and lab studies were sent. TORCH liters and Parvovirus liters 
were negative based on prenatal records. The patient's blood type was A positive. Fetal cardiac anatomy 
was noted to be normal. The patient was counseled on possible genetic etiology however she had low risk 
first and seoond trimester screening and amniocentesis was deferred due to her advanced gestational age. 
For further evaluation of the previously noted complex intrabdominal mass, a fetal MRI was performed 
which revealed traces of fetal asciles and mild subcutaneous edema. A space-occupying lesion of a 
loculated area of ascites was noted under the area of the gallbladder on the left side with concern for 
ruptured gallbladder versus ruptured bowel. 

On follow up ultrasound, the complex mass appeared as an area of echogenic bowel and was noted lo 
be 5.4 x 2.7 cm al 33 weeks and then 2.2 x 1.97 cm at 34 weeks and only trace ascites was now seen. 
The liver appeared enlarged and the gallbladder was difficult to visualize. 

• At 35 weeks, the ascites appeared to have resolved. The complex abdominal mass near 
the small bowel continued lo measure smaller. (Figure 2) 

• At 37 weeks, both the fetal abdominal mass and ascites had resolved. (Figure 3) 
During weekly visits no fetal hydrops was noted, doppler studies remained normal, and 
antenatal fetal testing was reassuring. 
The patient presented to labor and delivery at 39 weeks for scheduled repeat cesarean 
section and subsequently delivered a viable female infant weighing 3515 grams with 
APGAR scores of 9 and 9 at 1 and 5 minutes. Neonatal abdominal ultrasound was 
unremarkable. The neonate had no issues with feeding and normal urinary and bowel 
patterns noted and both the patient and neonate were discharged home on hospital day 3. 

One of the most commonly reported gastrointestinal abnormalities causing 
fetal asciles is meconium peritonitis (MP) which develops secondary lo bowel 
obstruction and perforation in ulero (5). Occurring in 3.7 out of 10,000 live births 
(5), fetal ascites is the most commonly occurring sonographic finding of MP, in 
some reports as high as 93.3% of cases (6), making it a likely explanation behind 
the felal ascites in our case. Intra-abdominal calcifications, a frequent find in MP, 
as well as dilaled bowel loops have been shown lo persist in reported cases in 
which fetal ascites spontaneously resolve (1 ). Our case was shown to have 
resolution of both the intra-abdominal mass and ascites by 37 weeks. In 91.9% of 
cases in a retrospeclive study of neonates with a prenatal diagnosis of MP 
(n=37), surgical correction was required (5). In one report of thirty-four neonates, 
the most frequent anomaly found was volvulus of the GI tract (5). 

Severity, one of the prognostic factors of isolated fetal ascites, has been 
determined to be negatively correlated lo gestational age of onset, the most 
important factor in predicting outcomes in isolated fetal ascites (10). In a 
retrospective review by Nose et al, 86% of patients with ascites detected after 30 
weeks had regression without surgical intervenlion while 80% of those detected 
before 30 weeks required eventual surgery. In our case, the asciles and 
associated abnormality was detected at 32 weeks and was subjectively 
determined to be moderate in severity. 

Conclusion 
Since spontaneous resolution is uncommon, antenatal detection of fetal 

ascites and GI abnormalities requires further monitoring for worsening or 
changing signs that may require intervention. The data supports that late 
gestational onset is associated with a more mild condition of isolated fetal asciles 
and carries a more favorable prognosis, while onset before 24 weeks or 
association with fetal hydrops carries a high mortality rate. Isolated fetal ascites 
even wilh associated gastrointestinal abnormality can have good neonatal 
outcomes with late gestational onset and in utero spontaneous resolution. 
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