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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 centers. High index of suspicion is vital in making prompt diagnosis in such situations. A case of
live abdominal pregnancy that diagnosed at 15 weeks of gestation at a Regional Hospital in Bangladesh is
presented.
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l. INTRODUCTION

It is normal for implantation of the fertilized ovum to occur within the uterine cavity. When
implantation take place anywhere outside the uterine cavity, it is referred to as an ectopic pregnancy. Abdominal
pregnancy is a rare type of ectopic pregnancy where the developing embryo implants and nourishes within the
peritoneal cavity.

Ectopic pregnancy represent about 1-2% of all pregnancies with 95% occurring in the fallopian tube.
Abdominal pregnancies represent just about 1% of ectopic pregnancies.” The incidence of abdominal pregnancy
differs in various publications and ranges between 1:10000 pregnancies and 1:30000 pregnancies.™? Multiparity
and poor socio-economic condition are implicated as epidemiological factors.®

Abdominal pregnancy can further be classified as being primary or secondary. Primary abdominal
pregnancy which is extremely rare occurs when a fertilized ovum implants itself initially on some abdominal
organ. Most of the cases of abdominal pregnancies are secondary in that the fertilized ovum first implants in the
fallopian tube, ovary or uterus and subsequently escapes through a rent into the peritoneal cavity.

In most of these cases, the diagnosis is made on the basis of the ensuing complications such as
hemorrhage and abdominal pain. Maternal mortality and morbidity are also very high especially if the condition
is not diagnosed and managed appropriately. These pregnancies generally do not reach term gestation and
usually the end result is extraction of a dead fetus and also very high incidence of congenital malformations.

1. CASE REPORT

A 25-year-old women Gravida 3, Para 2 (vaginal delivery) was attend in Gynae OPD on 10" October
2017 with the complaints of 15 + weeks pregnancy with severe lower abdominal pain and per vaginal bleeding.
Her menstrual cycle was regular and her pregnancy was confirmed by urinary b-hcg. She was not on antenatal
check-up before.

On examination, she looked generally stable. She was not pale; vital signs were within normal limits.
Cardiovascular and respiratory systems did not reveal any abnormalities. Per abdominal examination revealed
tender lower abdomen and height of the uterus could not well delineated. On per vaginal examination a tender
mass felt through posterior fornix. Urgent transabdominal Ultrasonograghy was done which revealed a large
gestational sac with live fetus in the pouch of Douglas. BPD measuring about 26 mm corresponds about 14
weeks and 4 days of pregnancy. Cardiac activity was present. Uterus was bulky with moderate endometrial
collection. There was no free fluid seen at that time. Her blood group was B positive and Hemoglobin level was
9.00 g/dl. So, emergency laparotomy was done after counseling with the patient and patient’s party.

On laparotomy, uterus was about 10 weeks size, both sided fallopian tubes and ovaries were intact and
there was no blood or free fluid in the peritoneal cavity. There was a mass about 12x12 cm adherent with uterus
and right adnexae with intact sac. During separation of the mass from pouch of Douglas and uterus and right
adnexae the sac ruptured and a live fetus of about 15 weeks size came out along with placenta. Right fallopian
tube was distorted and teared during manipulation and left sided tubectomy was done according to patient’s
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request. Oozing of blood from placental bed was controlled by hot mopping and haemostatic sutures. There was
no rent in the uterus. After peritoneal toileting and hemostasis, abdomen was closed in layers after keeping a
drain tube in-situ. Per operative blood loss was estimated to be 200 ml and the patient received 1 unit of fresh
blood. Inj. Methotrexate 50 mg IM stat was given for autolysis of any residual placental tissue. Her post
operative period was uneventful and she was discharged at 7" post operative day. The patient was reviewed
after six weeks with no complaints.

Figure 1: Ultrasonograghy picture at 14 weeks gestation showing a showing a single alive fetus
corresponding to date in size.

Figure 2: (a) Laparotomy findings of large gestational sac in the pouch Of Douglas separated from uterus,
(b) The fetus and the placenta.
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1. DISCUSSION

A high index of suspicion is needed to make a first time diagnosis of abdominal pregnancy.* diagnosis
is missed in one-fourth of reported cases.’

Clinical presentation can be variable with abdominal pain occurring at 16-17 weeks gestation®’ as was
observed in our patient. The diagnosis of early abdominal pregnancy is by B- hCG estimation and
Ultrasonograghy. In our case, Ultrasonograghy was the single test used to diagnose abdominal pregnancy.

Allibone GW et al® described major criteria for sonographic diagnosis of intra-abdominal pregnancy.
These include: 1) demonstration of fetus in a gestational sac outside the uterus or depiction of an abdominal or
pelvic mass identifiable as the uterus separate from the fetus; 2) failure to see a uterine wall between the fetus
and the urinary bladder; 3) recognition of a close approximation of the fetus to the maternal abdominal wall; and
4) localization of the placenta outside the confines of the uterine cavity. All of these features were recognized in
our patient. Most recent literature listed other additional criteria such as oligohydromnios, abnormal fetal lie,
placenta previa appearance and maternal bowel gas impending fetal visualization.”

The outlook for the fetus in abdominal pregnancy is poor.*The perinatal mortality varies from 85 to
95%° and the rate of fetal deformations reported to range from 20 to 90%"**2. The most common deformations
and malformations were observed in the exposed areas of the fetus such as the head and the extremities*2.

Current concepts on management of abdominal pregnancy support immediate active surgical
intervention with termination of the pregnancy if diagnosed before 24 weeks geststion™™. In patients who
present after 24 weeks, the appropriateness of conservative treatment is debatable’. There is need to assess each
individual case and adopt the most appropriate method with a view to minimizing feto-maternal morbidity and
mortality. A conservative approach requires close surveillance of the patient and regular monitoring with
ultrasonograghy. The patient should be admitted into hospital where blood bank facilities and resources needed
for rapid surgical intervention are obtainable. Intra-operative management of the placenta poses another
dilemma for the clinician. Although removal of the placenta offers a better prognosis'®, this should not be
attempted if there is any risk of massive hemorrhage with a fatal outcome. Placentas left in-situ usually regress
gradually and are monitored with serial serum B-hCG and ultrasonograghy. The prophylactic use of
Methotrexate in management of residual placental tissue is no longer advocated by some clinicians'’. In their
view, the necrosed placental tissue is a potent culture medium with increased risk of serious intra-peritoneal
infection.

V. CONCLUSION
Early accurate diagnosis of abdominal pregnancy remains vital for reducing morbidity and mortality in
this potentially life-threatening entity. Ultrasonograghy in experienced hand has very high sensitivity and
specificity as a diagnostic tool and continues to play a significant monitoring role in the pre-operative and post-
operative periods. The management method is influenced by adequate patient counseling and the overall clinical
picture. Prompt surgical intervention with careful evaluation of the placenta before its removal offers the best
prognosis.
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