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Abstract:

Abdominal pregnancy is a rare form of ectopic pregnancy with very high morbidity and mortality for both the mother and
the fetus. Diagnosis and management can pose some difficulties especially in low resource centres. High index of suspi-
cious is vital in making prompt diagnosis in such situations. A young lady of 30 years presented with 2nd gravida at 31wks
pregnancy with pain in the whole abdomen having loose motion admitted in Dept of Obs and Gynae BSMMU. She was
diagnosed as a case of 31wks pregnancy with gastroenteritis, She was treated conservatively according to advice of
gastroenterologist and was discharged after improvement. Patient was readmitted again with pervaginal watery discharge.
Decision for cesarean section was taken because of transverse lie, fetal growth restriction with severe oligohydramnios.
After opening the abdomen, abdominal pregnancy was diagnosed. Following delivery of the baby significant bleeding
started which was secured with ligature. Placenta was kept in situ. Mother and baby were discharged healthy on fourteenth

postoperative day.
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Introduction:

An abdominal pregnancy is a form of an ectopic
pregnancy where the pregnancy is implanted within the
peritoneal cavity, outside the fallopian tube or ovary and
not located in the broad ligament.1 While rare, abdominal
pregnancies have a higher mortality rate than ectopic
pregnancies in general but, on occasion, can lead to a
delivery of a viable infant. Less than 1% of ectopic
pregnancies in the United States are abdominal, or about 1
out of every 10,000 pregnancies.' Risk factors are similar
to tubal pregnancy with sexually transmitted disease
playing a major role.” The maternal mortality rate is
estimated to be about 5 per 1,000 cases, about seven times
the rate for ectopics in general and about 90 times the rate
for a delivery. 1 A patient with an abdominal pregnancy
may just display the normal signs of pregnancy or have
non-specific symptoms such as abdominal pain, vaginal
bleeding, and/or gastrointestinal symptoms.’ Frequently
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the diagnosis of an abdominal pregnancy is missed.®
Suspicion of an abdominal pregnancy is raised when the
baby‘s parts can be easily felt, or the lie is abnormal.
Sonography is extremely helpful in the diagnosis as it can
demonstrate that the pregnancy is outside an empty
uterus, there is no amniotic fluid between the placenta and
the fetus, no uterine wall surrounding the fetus, fetal parts
are close to the abdominal wall, and the fetus is in abnor-
mal lie.” MRI has also been used with success to diagnose
abdominal pregnancy.’ Elevated alpha-fetoprotein levels
are another clue of the presence of an abdominal
pregnancy.’ Abdominal pregnancy at term with a healthy
viable fetus is therefore an extremely rare condition and
very few of such cases have been published during the last
ten years. We present a case of abdominal pregnancy that
resulted in a term live baby without malformations.

Case Report:
A 30 years old woman, Para O+1ectopic pregnancy, was

referred from a private clinic onlst Dec 2013. Her princi-
pal complaint on arrival was 31 wks pregnancy with per
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vaginal watery discharge. She is mamied for 10yrs and
had secondary subfertility. She had right sided salpingec-
tomy for ectopic pregnancy 8yrs back. She had regular
menstrual cycles prior to her pregnancy. Her last
menstrual period was on 20.4.13 and accordingly her
Expected date of delivery will be on 27.1.14. Her 1st
trimester was incident free. During 2nd trimester at her
28wks she suffered from upper abdominal pain which
kept her out of work. At the same time she had vomiting,
loose motion several times and got admitted in Dept of
Obs & Gynae, BSMMU on 3rd November 2013.At that
time on per abdominal examination, abdomen was found
slightly distended and diffuse tendemess. Her height of
uterus was not well defined. She was treated conserva-
tively by tiemonium and I/V fluid. Consultation with
gastroenterologists was taken for loose motion and
suggested to keep her nothing by mouth for 5 days,
followed by liquid, soft and subsequently by normal diet.
She was treated by [/V fluid, Inj antiulcerant and Inj
Ketorolac for pain abdomen. With these management
abdomen became soft and patient was improved. Then all
the drugs were given orally. She was anemic ( 8gm%) and
2 units of blood was transfused. Ultrasonography revealed
28 wks pregnancy with fetal growth restriction with
severe oligohydramnios with soft tissue lesion in the
lower abdomen. Her liver function tests were normal, but
her serum amylase was slightly raised, 95IU/L and serum
lipase level was 707U/L. She was discharged on 16th
November 2013 with advice for regular antenatal check
up. She was however, again kept out of work during the
third trimester for abdominal pain. Her antenatal card
revealed nine visits and a gestational age of 32 weeks at
the time of referral. On examination, she looked hemody-
namically stable. She was mildly anemic. Cardiovascular
and respiratory systems examinations did not reveal any
abnormalities. Her abdominal examination revealed
symphysio-fundal height was 31cm, transverse lie, foetal
heart rate of 136 beats per minute and there was no uterine
contractions, although the fundal height was not well
defined. Vaginal examination was not done. She had five
ultrasound scan examination with the last two within
seven days of admission indicating intrauterine gestation
with transverse lie. The rest of her investigations were
normal. The haemoglobin level was 10.9g/dl and blood
group was O Rhesus positive. She was booked for caesar-

ean scction on account of transverse lie with severe oligo-
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hydramnios. Pfannensteil incision was given. At
laparotomy on opening the abdominal cavity uterus is not
seen rather a sac like structure was noted with which gut
were found to be attached. Giving a small incision on the
sac like area baby was seen without any liquor and a live
female baby weighing 1.5kilograms was taken out. On
exploring the pelvic cavity uterus was found almost of
normal size and right ovary and tube looked healthy. Left
tube and ovary was not identified as it was removed
earlier for ectopic pregnancy. Placenta and cord was noted
to be morbidly adherent with the surrounding gut and
omentum. Huge bleeding started from the separated sites
of the placenta which were catched and ligated as far as
possible, but bleeding continued and site of bleeding was
difficult to control. With surgical consultation bleeding
point was ligated. Placenta was left in situ. Total
estimated peroperative bleeding was one and half litre.
Three units of compatible blood was transfused per and
postoperatively. Abdomen was closed keeping a drain
tube. She was transferred to ICU because of hemodynami-
cally unstable. Inj Ceftriaxone, Gentamycin and Metroni-
dazole was given. She was retumed to Obstetric ward on
Ist postoperative day. Her Hb% was 8.6gm/dl on 2nd
POD. Reports of serum electrolyte, blood sugar and serum
creatinine were normal. Rest of her postoperative period
was uneventful. Her baby was managed in neonatology
ward because of low birth weight. The patient progressed
well and was finally discharged home on fourteenth
postoperative day. She was followed up weekly for four
weeks by serum BHCG. Abdominal ultrasound was done
after six weeks and showed normal size uterus and ovaries
and the portion of placenta that was left in situ was not
identified. Beta human chorionic gonadotropin {BhCG)
was negative at the same period. The baby was also found
healthy at 6weeks of postnatal period.

Discussion:

Advanced abdominal pregnancy refers to situations where
the pregnancy continues past 20 weeks of gestation.”In a
report from Nigeria four live births out of a series of 20
abdominal pregnancies have been reported.® Often,
however, with advancement of the pregnancy the support
for the fetus becomes compromised and the fetus dies. A
patient may carry a dead fetus but will not go into labor.
Over time, the fetus calcified and becomes a lithopedion.
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It is generally recommended to perform a laparotomy
when the diagnosis of an abdominal pregnancy is made.’
However, if the pregnancy is past 24 weeks and the baby
alive and medical support systems are in place, careful
watching could be considered to bring the baby to viabil-
ity (34-36 weeks).” Women with an abdominal pregnancy
will not go into labor. Delivery in a case of an advanced
abdominal pregnancy will have to be via laparotomy. The
survival of the baby is reduced and high perinatal mortal-
ity rates between 40-95% have been reported.’ Babies of
abdominal pregnancies often have birth defects due to
compression in the absence of the amniotic fluid buffer.
The rate of malformations and deformations is estimated
to be about 21%; typical deformations are facial and
cranial asymmetries and joint abnormalities and the most
common malformations are limb defects and central
nervous malformations.'® Once the baby has been deliv-
ered placental management becomes an issue. In normal
deliveries the contraction of uterus provides a powerful
mechanism to control blood loss, however, in an abdomi-
nal pregnancy the placenta is located over tissue that
cannot contract and attempts of its removal may lead to
significant blood loss. Generally, unless the placenta can
be easily tied off or removed, it may be preferable to leave
it in place and allow for a natural regression.>* This
process may take about four months and can be monitored
by checking human chorionic gonadotropin levels. Use of
methotrexate to accelerate placental regression is contro-
versial as the large amount of necrotic tissue is a potential
site for infection.’ Placental vessels have also been

blocked by angiographic embolization."

Advanced abdominal pregnancy is extremely rare. In a
review at the Komfo Anokye Teaching Hospital, Opare-

Addo et al reported an incidence of 1:1320 deliveries'
whilst Amirtha et al cited 1:25000 deliveries."* Most of
the cases of abdominal pregnancies are secondary from
aborted or ruptured tubal pregnancy.”® In this case it was
obvious that the abdominal implantation was secondary to
undiagnosed ruptured left tubal ectopic pregnancy. Clini-
cal diagnosis can be very difficult and ultrasound is very

helpful during the early stages of gestation but can also be

disappointing in the later stages.

Other radiological studies such as MRI and CT scan are
helpful in the later stages." Teng et al reported an interest-
ing case in which MRI played a decisive role in the
diagnosis'®, unfortunately these advanced imaging
technologies are not available in most parts of the third
world. Our patient had five ultrasound scan examinations
and none of this suggested the possibility of abdominal
pregnancy. In poorly resourced centres, high index of
suspicion is key for prompt diagnosis and timely interven-

tion to prevent life-threatening complications.

Bleeding from placental implantation site is the most
life-threatening complication during laparotomy. The
decision to remove the placenta or not can be a determin-
ing factor for the survival or otherwise of the woman and
this decision is subject to the surgeon's expertise and the
particular case in question. It is generally recommended to
leave the placenta in situ and make a follow up with
human chorionic gonadotropin levels.'® In this case there
was significant bleeding from some detached portions of
the placenta that prompted removal of these portions to
secure haemostasis. The patient was transfused with three
unit of blood during the operation and that was enough.
For the newborn, it is very important to rule out congenital
malformations. There are reports of fetal malformations
as high as 40% associated with abdominal pregnancies
and only 50% of these babies survive up to one week post
delivery.'™"® In his extensive review, Stevens found some
varying degrees of deformations and malformations in
21.4% of these infants.'” In this case that has been
presented, no malformation has been found on the child
after birth.

Conclusions:

Abdominal pregnancy with resultant healthy newborn is
very rare. Diagnosis of the condition can be difficult
especially if the pregnancy is advanced. High level of
suspicion, careful clinical and ultrasound examinations
are the routine means of diagnosis though CT scan and
MRI can be useful. Bleeding is the single most important
life-threatening complication for the mother whilst fetal

malformation is one of the numerous challenges that can
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confront the newborn.
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