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ABSTRACT

Abdominal pregnancy is a rare form of extra-uterine gestation where implantation occurs within peritoneal cavity, but
outside fallopian tubes and ovaries. Abdominal pregnancies account for 1% of ectopic pregnancies. Advanced
abdominal pregnhancy with healthy fetus, surviving upto term is extremely rare. We report an advanced abdominal
pregnhancy which was referred from a private hospital as a case of central placenta praevia, severe oligohydramnios
with 8 months pregnancy and loss of foetal moment and breech presentation. Intra operatively it was diagnosed as a
case of abdominal pregnancy. We delivered a LBW (2 kg) baby from abdomen. Post-operative period was uneventful
and both mother and baby were doing well at the time of discharge.
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INTRODUCTION

Abdominal pregnancy is a rare form of ectopic pregnancy
with very high morbidity and mortality for both the
mother and the fetus. An abdominal pregnancy is defined
as an ectopic pregnancy that implants in the peritoneal
cavity.! Ectopic pregnancy represents about 1% of all
pregnancies, with 95% occurring in the fallopian tube.
Abdominal pregnancies represent just about 1% of
ectopic pregnancies. The incidence of abdominal
pregnancy in different publications varies and ranges
between 1:10,000 pregnancies to 1:30,000 pregnancies.>*

Viable, advanced abdominal pregnancies are very rare
and only a few sporadic cases have been reported in the
past 10 to 15 years.*

The maternal mortality rate is estimated to be about 5 per
1,000 cases, about seven times the rate for ectopic in
general, and about 90 times the rate for a "normal”
delivery (1987 US data).”

Diagnosis and management can pose some difficulties in
low resource centers. High index of suspicion is vital in
making prompt diagnosis in such situations.

Abdominal pregnancy can be primary abdominal or
secondary abdominal pregnancy. Secondary abdominal
pregnancy being much more common than primary
abdominal pregnancy. Studdiford has established three
criteria for diagnosing primary abdominal pregnancies.®

e  Normal bilateral fallopian tubes and ovaries.

e  The absence of utero-placental fistula.

e  Pregnancy related exclusively to the peritoneal
surface and young enough to eliminate the
possibility of secondary implantation following
primary nidation in the tube.

Abdominal pregnancies generally do not get to term, and
usually end result is the extraction of a dead fetus.
Another challenge for babies from abdominal pregnancy
is very high incidence of congenital malformation. The
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reports of fetal malformation is as high as 40% associated
with only 50% babies upto one week postdelivery.”®

Advanced abdominal pregnancy with a healthy viable
fetus is therefore an extremely rare condition. We present
a case of abdominal pregnancy with a live Low birth
weight (LBW) fetus without any congenital
malformation.

CASE REPORT

Our patient was a healthy 20 years old, unbooked,
primigravida, without regular ante-natal check-up (ANC).
Her first and second trimesters were uneventful. Also, she
did not have any ANC during her first and second
trimesters. She visited a private nursing home in Giridih,
Jharkhand at 8 months gestation; with complain of
decreased fetal movements. Ultrasonography was done
there, and it was diagnosed as a case of complete placenta
praevia with severely diminished liquor and breech
presentation. She was given corticosteroids at that centre
and referred to our institute, Rajendra Institute of Medical
Sciences, Ranchi, for central placenta praevia.

On examination in our institute, her vitals were stable, PR
86/min, regular; BP was 120/80 mm of Hg. She had
moderate pallor, chest and cardiovascular examination
was unremarkable. Uterus was 34 to 36 weeks size,
breech presentation; fetal heart rate was 130-140 beats
per minute and regular. CTG monitoring showed
reassuring fetus.

As the patient was complaining of less fetal movements,
severe oligohydramnios was present, central placenta
praevia with 34 weeks gestation and corticosteroids had
already been given, decision for caesarian section was
taken.

Figure 1: Placenta seen separate from uterus, bilateral
tubes and ovaries are normal.

On opening the abdomen, fetus along with placenta was
seen lying in the peritoneal cavity. Uterus was slightly
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bulky, normal looking. Bilateral tube and ovary was
normal (Figure 1). No haemoperitoneum was present.
Placenta was attached to the pelvic peritoneum, with no
connection to the uterus (Figure 2). Liquor was almost
nil. We delivered a LBW (2 kg), active, pink and crying
baby from upper abdomen. Placenta could be separated
with ease from peritoneal surface, except for few
bleeders, which were secured with catgut no 1-0. Baby
was kept in NICU as it was low birth weight, observed
for 24 hours and handed over to the mother on day 2. She
was given 1 unit of fresh whole blood. Her post-operative
recovery was uneventful. She was discharged on day 8
with her baby.

Figure 2: Attachment of placenta to peritoneum seen.
DISCUSSION

Advanced abdominal pregnancy (AAP) is extremely rare
and is defined as a pregnancy going beyond 20 weeks of
gestation with a fetus living, or showing signs of having
once lived and developed, in the mother’s abdominal
cavity.”'® There are few reported cases of abdominal
pregnancy developing to term with delivery of a live
fetus through an abdominal incision." There is a
significant risk of maternal intra-peritoneal hemorrhage
with fatal consequences. The overall fetal survival rate
remains low.*

A high index of suspicion is needed to make a first time
diagnosis of abdominal pregnancy.™

Diagnosis of AAP is difficult and is made on the basis of
history, physical examination and ultrasonography. But, a
pre-operative diagnosis is usually missed, more
commonly than it is made. Only 45% of cases are
diagnosed preoperatively.

Ultrasonography is an important tool in assessing a
suspected advanced abdominal pregnancy. The most
frequent and reliable finding includes an empty uterus
seen separate from the fetus."**> Other signs include an
ectopic intra-abdominal placenta, pseudo placenta praevia
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appearance, oligohydramnios, lack of myometrial tissue
around fetus, fetus and placenta obscured by overlying
bowel gas and abnormal fetal presentation.

In our case, severe oligohydramnios, abnormal fetal lie
and presentation was present, but was missed. High
suspicion of abdominal pregnancy should be kept in mind
in order to be able to diagnose AAP. MRI plays an
important role in diagnosis, but unfortunately, it is
lacking in most parts, especially in peripheral regions of
INDIA. In this case, MRI was not done because
abdominal pregnancy was not suspected pre operatively.

In our case, bilateral tubes and ovaries were normal and
there was no fistulous connection between placenta and
uterus. This fulfils two out of the three Studdifords’
criteria. In this case, diagnosis was not made in early
pregnancy as the patient did not get any ANC done. Third
criterion remains unidentified. Patient came to us near
term; moreover, condition was diagnosed intra
operatively. This may be a case of primary abdominal
pregnancy diagnosed late.

As it is a life-threatening condition, pregnancy is usually
terminated as soon as the diagnosis of abdominal
pregnancy is made. Expectant management may be
carried out in selected cases, if it is diagnosed late >24
weeks, with careful monitoring of maternal and fetal
condition. Expectant management, however, carries a risk
of sudden life-threatening intra-abdominal bleeding and a
generally poor fetal prognosis.*®

After delivery of the baby, placental implantation should
be carefully assessed. If placenta is adherent, and
torrential bleeding is anticipated on separation, cord can
be cut short and left as such. Post-operative methotrexate
can be given in such cases. However, some argue, that
leaving the placenta in situ can result in rapid placental
destruction, leading to accumulation of necrotic debris
and promotion of bacterial infection.***’

It may be advisable to remove placenta if its blood supply
can be secured, if diagnosis is made in early pregnancy or
fetal demise is of > 4 weeks duration.

In our case, placenta was attached to the pelvic
peritoneum, which was separated easily. Few bleeders
present, were secured.

CONCLUSION

Abdominal pregnancy is a very rare condition. Moreover,
advanced abdominal pregnancy with resultant healthy
new born is rarer. Diagnosis of the condition is difficult,
especially in advanced pregnancy. High level of
suspicion, careful clinical and ultrasound examination is
the key to correct diagnosis. MRI and CT scan may be
helpful. Bleeding is the single most important life
threatening complication for the mother, while, fetal
malformation is of the numerous challenges that
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confronts the newborn. The management depends on
overall clinical picture. Prompt surgical intervention with
careful evaluation of the placenta before its removal
offers the best prognosis.
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