Case Report

A rare case of term viable abdominal pregnancy with review of literature
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ABSTRACT

to prevent life-threatening complications.

Abdominal pregnancies are rare types of ectopic pregnancies with high rates of maternal and perinatal morbidity and mortality.
Abdominal pregnancy accounts for up to 1.4% of ectopic pregnancies. We report a case of term live abdominal pregnancy without
malformation with implantation of the placenta into the uterus and anterior abdominal wall, discovered during a planned obstetric
hysterectomy indicated for placenta accreta. Abdominal pregnancy is a serious and potential life-threatening condition. Diagnosis and
management can be difficult especially in developing countries. A high index of suspicion is key for timely diagnosis and intervention
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bdominal pregnancy is defined as pregnancy anywhere
Awithin the peritoneal cavity, exclusive of tubal, ovarian,
or broad ligament locations [1]. Abdominal pregnancies
are rare types of ectopic pregnancies with high rates of maternal
and perinatal morbidity and mortality. Abdominal pregnancy
accounts for up to 1.4% of ectopic pregnancies [2]. The incidence
of abdominal pregnancy ranges between 1:10000 pregnancies and
1:30,000 pregnancies [3]. Maternal mortality is approximately
7.7 times that of other locations of ectopic pregnancy and 90
times that of intrauterine pregnancy [4]. The Pouch of Douglas
is the most common location of abdominal pregnancy followed
by the mesosalpinx and omentum. Though, implantation on other
abdominal organs such as the spleen, liver, and appendix is also
documented [5,6,7]. Abdominal pregnancy is not only rare but it
is associated with poor maternal and or perinatal outcomes.
Hence, we report a rare case of term, live abdominal pregnancy
without malformation with implantation of the placenta into the
uterus and anterior abdominal wall, discovered during a planned
obstetric hysterectomy indicated for placenta accreta.

CASE REPORT

A 32-year-old female G, P.L A, presented to our tertiary care
center at 35weeks+2days of gestation with complaint of lower
abdominal pain which was dull aching, generalized, off and on,
not referred or radiating anywhere, not associated with nausea or
vomiting or with fetal movement and with no bleeding per vagina
or leaking per vagina, perceiving adequate fetal movement. The
patient had only two antenatal visits before at primary health center

and she did not undergo any ultrasound. She had 4 spontaneous

vaginal deliveries and the last two caesarean section deliveries
in view of oligohydramnios and previous one caesarean section.

On examination, the patient was conscious, oriented and
vitals were within normal limits with no pallor or edema. Her
cardiovascular and respiratory system did not reveal any
abnormalities. On abdominal examination, a vertical scar was
noted below umbilicus with fundal height corresponding to 36
weeks of gestation and the uterus was relaxed. The presentation
was cephalic with a regular fetal heart rate (140 beats/min).
Per speculum examination revealed no leaking or bleeding per
vagina. On per vaginal examination, the cervix was parous,
soft, long, and posterior. Her hemoglobin was 9.6gm%. Other
routine investigation were- packed cell volume (PCV) 28%, total
leucocyte count (TLC) 8200 cells/mm?, differential leucocyte
count (DLC) N85%, L10%, M3%, E2%, and Platelet were 2.8lacs/
mm?. Erythrocyte sedimentation rate (ESR) was 20 mm/1hr, and
random blood sugar was 122mg/dl. Her liver and renal function
tests were normal. Thyroid-stimulating hormone was 0.93miu/ml
and FreeT4 was 0.86ng/dl.

After admission, obstetrics ultrasonography was done. It
was found single live intrauterine fetus at 36weeks+S5days of
gestational age, 2.8kg with central anterior placenta previa with
adequate liquor. As it was a case of central placenta previa with
the previous 2 caesarean sections, ultrasonography was repeated
to rule out or confirm placental accrete syndromes and it was
found to placenta accreta.

The patient was planned for an elective caesarean
hysterectomy at 36 weeks of gestation by her date after cross-
matching adequate blood and blood product. The abdomen was
opened by vertical incision. There were dense adhesions present
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Figure 1: Placenta attached outside the 8 weeks size Uterus.

between the omentum and anterior abdominal wall. The placenta
was attached to the uterus and anterior wall of the abdomen. The
baby was lying in the peritoneal cavity behind the uterus, a live
female baby of 2.7 Kg extracted by the breech. Bilateral tubes
and ovaries were within normal limits. Uterus was 8weeks size.
Resection of the placenta was done which was attached to anterior
abdominal wall and uterus (Fig. 1). Hence, subtotal hysterectomy
was performed. The abdominal viscera were free from adhesions.

The diagnosis of full-term abdominal pregnancy, with
implantation of the placenta into the uterus was retained.
Intraoperative blood loss was about 3 liters. Intraoperatively,
she received 4 packed red blood cells along with 4 fresh frozen
plasma and 4 platelets. In immediate postoperative period, her
hemoglobin was 5.2gm %. Postoperatively, she received two
more units of blood transfusion. Her postoperative period was
uneventful and the patient discharged in a healthy condition with
a healthy baby on the postoperative day 9 with hemoglobin 8.2 g/
dl. After discharge, the patient did not come for follow-up.

DISCUSSION

Abdominal pregnancies are quite rare. Cases of primary advanced
live abdominal pregnancies are even rarer. The present case was a
term live abdominal pregnancy without malformation. The maternal
mortality rate is 0.5 to 8%, and perinatal mortality ranges between
40% and 95% in abdominal pregnancies [8]. Abdominal pregnancies
are either primary or secondary, primary peritoneal implantation
remains an uncommon possibility and secondary being commoner.
In secondary abdominal pregnancy, pregnancy primarily implanted
in the tubes or, the ovaries and reimplanted in the peritoneum after
tubal abortion or rupture where the embryo continues to grow. For
the diagnosis of primary abdominal pregnancy, Studdiford’s criteria
should be present. These are: (a) normal bilateral fallopian tubes
and ovaries; (b) the absence of utero-peritoneal fistula; and (c)
pregnancy-related exclusively to the peritoneal surface and early
enough to abolish the prospect of secondary implantation following
a primary nidation elsewhere like in the tube [9]. In our case, both
the tubes, ovaries and uterus were intact.

Advanced abdominal defined as when pregnancy grows
beyond 20 weeks of gestation with signs of a fetus lived and
developed in the mother’s peritoneal cavity. In the presence
of following signs, the clinician should consider the diagnosis:

abdominal pain with intestinal movement, abdominal pain with
fetal movement, abnormal contour of the abdomen due to an
abnormal presentation, palpation of the fetal parts under the
maternal abdominal wall, cervix deviated under pubis symphysis
and failure to induction of labor. But most of these signs only
appear during already advanced abdominal pregnancies. The
patient can be asymptomatic in many cases as in our case. Correct
diagnosis, therefore, calls for a high index of suspicion.

First-trimester ultrasound scan is vital because the chances of
missing the diagnosis are more in the second and third trimesters.
Ultrasound diagnostic erroris anticipated at 50-90 % in several
case series [4]. A classic feature of absent myometrium between
the maternal bladder and the fetus guides the ultrasound diagnosis
of abdominal pregnancy [10]. Other diagnostic features comprise
an empty uterus, an ill-defined placenta, oligohydramnios and
an abnormal fetal lie [11]. Magnetic Resonance Imaging (MRI)
provides added information in cases of uncertainty and can assist
to define the degree of abdominal and pelvic organ invasion by
the placenta [12]. The location of the placental site can assist to
decide whether or not to continue the pregnancy, and facilitate
to develop a comparatively safe and rational treatment option
and surgical planning [12]. In spite of advances in diagnostic
imaging, preoperative diagnosis remains a challenge with only
20-40 % of cases diagnosed pre-operatively [13]. Many of these
cases, diagnosed on the basis of the following complications such
as intraperitoneal hemorrhage and abdominal pain.

Abdominal pregnancy is an intra-operative finding in 40 to
50% of cases as in the present case [14]. It is a consensus that
pregnancy should be terminated if it is diagnosed before 20 weeks.
Conservative management can be considered if it is diagnosed
after 20 weeks of gestation and delivery planned at 34 weeks of
gestation [15]. This choice is only possible where a patient is well
aware of the risks and benefits, is clinically stable and is under close
observation [16]. She must be hospitalized with 24 hours access
to anesthesia, surgery and blood products. Growth restriction
and congenital anomalies should be ruled out and the placental
implantation should be in the only lower abdomen in the uterus [4].

Depends on the gestational age and the physical state of the
patient, various pregnancy termination options in early pregnancy
are, laparoscopic or open surgery, arterial embolization, and
intracapsular injection of potassium chloride into the abdominal
gestational sac; systemic methotrexate. Though different
complications arise to various degrees, with hemorrhage is the most
frequent complication. Irrespective of fetal viability, open surgery
is the main means of treatment in advanced abdominal pregnancies.
With uterine artery embolization, injection of potassium chloride
into the abdominal pregnancy sac, and other conservative treatment
options can cause a higher occurrence of infection, late bleeding
and fistula formation during the fetus ossification process as the
dead fetus cannot be absorbed entirely [15].

Preoperative arterial embolization decreases blood loss.
Placental vascular embolization also facilitates the resorption
of placenta that is left in situ [17]. During laparotomy, bleeding
from the placental implantation site is the most life-threatening
complication. The decision to remove the placenta or to left in
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situ can be an influential factor for the survival of the patient
and this judgment should be based on the expertise of the
surgeon and on the individual case. Placenta in situ will undergo
spontaneous resorption. Methotrexate therapy can be used to
accelerate the process. Leaving the placenta in situ decreases the
risk of bleeding but there will be an increased risk of necrosis,
pelvic abscess and wound dehiscence [18]. This decision should,
however, be individualized depending on the placental site. If the
placenta was left in situ, then it is recommended that follow-up
should be done with humanchorionic gonadotropin levels and
serial ultrasonography [18]. In the present case, the placenta was
implanted on the uterus mainly and anterior abdominal wall hence
with subtotal hysterectomy placenta was removed completely. In
these pregnancies, fetus died before the term.

Overall, the chance of having a live birth in a case of abdominal
pregnancy is estimated at 10-20% [4]. One more challenge for
babies of these pregnancies is a very high occurrence of congenital
malformations. About 21% of babies born after an abdominal
pregnancy have birth defects, most probably due to an absence
of the amniotic fluid cushion leading to compression of the fetus.
Characteristics deformities are limb defects, facial and cranial
asymmetry, pulmonary hypoplasia, joint abnormalities and central
nervous system malformation [19]. Abnormal placental colonization
site leads to poorer blood supply as compared to a normal intrauterine
pregnancy; hence, neonatal growth restriction is comparatively
common. Abdominal pregnancy at term with a healthy viable fetus
is, therefore, an exceptionally rare situation and only a few similar
cases have been mentioned [20]. In the present case, the baby neither
had growth restriction nor congenital malformation.

CONCLUSION

Abdominal pregnancy is a serious and potentially life-threatening
condition for the mother as well as the fetus. Diagnosis and
management can be difficult especially in developing countries.
A high index of suspicion is the key for timely diagnosis and
intervention to prevent life-threatening complications.
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