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ABSTRACT
Abdominal pregnancy refers to a pregnancy that has implanted in the abdominal cavity, the estimated incidence being
1 per 30,000 births. A 36-year-old primigravida with term pregnancy with fetal demise was referred to us.
Examination was suggestive of single foetus of 30 weeks’ gestation with longitudinal lie and cephalic presentation
with absent foetal heart sounds. The cervical os was closed, uneffaced. Ultrasound done at 18 weeks’ gestation had
reported pregnancy in a bicornuate uterus. Present ultrasound revealed intrauterine foetal demise of 28.4 weeks.
Cervical ripening, done using prostaglandins, mechanical dilation with Foley’s catheter and oxytocin, had failed, and
thus patient was taken up for surgery. Findings revealed an abdominal pregnancy with a macerated fetus of 1070
grams (severely growth restricted). Placenta was found to be implanted on multiple areas of both small and large
intestine and posterior peritoneum. Placenta was left in situ. Postoperative recovery was uneventful. She was given
higher antibiotics, 4 doses of tablet mifepristone 200 mg and monitored regularly with ultrasound/ MRI and bHCG
which showed slow placental resorption. Conclusion- Abdominal pregnancies, associated with a high maternal and
perinatal morbidity and mortality, are diagnosed preoperatively only in 45% of cases. Thus, a high index of suspicion
and improvement in diagnosis is the need of the hour. Successful management includes prompt intraoperative
recognition and management of the placenta (we advocate leaving the placenta in situ), multidisciplinary approach
with involvement of surgeons and interventional radiologists, access to blood products, meticulous postoperative care
and close observation during the subsequent delayed reabsorption.
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INTRODUCTION
Abdominal pregnancy refers to a pregnancy that has
implanted in the abdominal or peritoneal cavity external
to the uterine cavity, fallopian tubes or ovaries. The
estimated incidence is 1in 10,000 to 1 in 30,000 births
and 1.4 percent of ectopic pregnancies.1 Extrauterine
abdominal pregnancy rarely progresses to near term, and
in the few cases reported, diagnosis has frequently been
missed during antenatal care. Authors report a similar
case of a primigravida with 9 months’ gestation with

foetal death, where abdominal pregnancy was diagnosed
intraoperatively, and managed conservatively with
retaining the placenta in situ.
CASE REPORT
A 36-year-old primigravida married since 16 years, with
spontaneous conception with 37 weeks’ gestation was
referred to our obstetrics emergency department for
failure of induction of labour, done for an intrauterine
foetal death. Prior to referral to this centre, she had been
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induced with dinoprostone gel, 0.5 mg inserted twice at a
6-hourly interval, Foley’s catheter, tablet misoprostol
inserted at 4 hourly intervals up to a total of 200
micrograms and oxytocin. She had not been regular with
her antenatal check-ups, thus intrauterine growth
restriction had been missed, but had an otherwise
uneventful antenatal history. An ultrasound of 18 weeks
was suggestive of pregnancy in a bicornuate uterus.

Figure 3: Postoperative CT scan- placenta seen
situated outside the uterus, adherent to small and
large bowel.

Figure 1: Intraoperative findings after delivery of
foetus- thickened layer of peritoneum around the
amniotic sac, with bowel and omentum adherent to it.

Figure 4: MRI done postoperatively depicting the
placenta in the abdominal cavity.

Figure 2: Intraoperative findings- placenta seen
adhered to bowel, omentum and
posterior peritoneum.
She had no other significant obstetric, medical or surgical
history. On examination, her vital parameters were
normal. Per abdomen examination revealed a uterus of 30
weeks’ gestation with single foetus in longitudinal lie and
cephalic presentation with absent foetal heart sounds. On
vaginal examination, the cervical os was closed,
uneffaced. Blood investigations were normal, and
ultrasound revealed intrauterine foetal demise of 28.4
weeks’ gestation.

She was taken up for caesarean section in view of failure
of induction of labour. Intraoperative findings revealed a
thickened layer of peritoneum around the amniotic sac,
with bowel loops stretched out and adherent to it, which
was evident due to appendices epiploicae and omentum
seen adhered. A transverse incision was taken on a
transparent portion of the lower part of the amniotic sac.
A male macerated foetus of 1070 grams was delivered.
Placenta was found to be implanted on and adherent to
multiple areas on both small and large intestine, omentum
and posterior peritoneum. (Figure 1, 2) The umbilical
cord was clamped, cut and ligated near the placental
attachment and decision to keep placenta in situ was
taken. After delivery of the foetus, the uterus was seen,
which was deep in the pelvis and posterior to the
amniotic sac, hence obscured until delivery. It was
normal in shape and 6-8 weeks’ size, and bilateral adnexa
appeared normal. Hemostasis was achieved and abdomen
closed. Intraoperative blood loss was only 500 ml.
Postoperatively, the patient was monitored meticulously.
She was given 4 doses of tablet mifepristone 200 mg
weekly. She had 2 fever spikes 5 days post operatively
and was admitted to the ICU for treatment of pneumonia,

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 9 · Issue 3 Page 1289

Mehta NA et al. Int J Reprod Contracept Obstet Gynecol. 2020 Mar;9(3):1288-1291

for which she was treated symptomatically and
antibiotics stepped up. Weekly MRI/CT scan were done
to monitor the placental size, and beta human chorionic
gonadotrophin tested on days 7, 14 and 21 was 984, 260
and 5.77 mIU/ml respectively (Figure 3).
Her laboratory and vital parameters remained normal.
MRI reported a 13 × 8 × 6 cm solid-hemorrhagic lesion
(placenta) in the infra umbilical region in the midline,
from L3 to L5 vertebral level, just below the aortic
bifurcation which appeared adherent to the sigmoid
colon, jejunal loops, posterior abdominal wall and psoas
muscle. Blood supply to the placenta appeared to be
coming from the intestinal vessels, and branches of the
uterine vessels traversing upwards (Figure 4). After
discharge, the patient was followed up with monthly
MRI’s which showed a slow decrease in the placental
size. She got her menses in 7 weeks and did not have any
other complaints, such as altered bowel habits or
bleeding. She was given contraceptive counselling and
opted for injection depot medroxyprogesterone acetate.
DISCUSSION
Abdominal pregnancy, can be due to primary
implantation in the abdomen, where intraabdominal
fertilization of sperm and ovum occur, or secondary
implantation from a tubal pregnancy. Though secondary
implantation is more common, it may be difficult to
elicit, as the defect in the fallopian tube may heal, giving
normal appearance to both adnexa, as in this case. Sites
of implantation include the omentum, pelvic sidewall,
broad ligament, posterior cul-de-sac, abdominal organs
(e.g., spleen, bowel, liver), large pelvic vessels,
diaphragm and the uterine serosa.
Risk factors for abdominal pregnancy, like those of other
ectopic pregnancies are tubal damage, pelvic
inflammatory
disease,
endometriosis,
assisted
reproductive techniques, and multiparity. Gestational age
at diagnosis varies, ranging from first trimester to full
term. Patients may remain asymptomatic, or present with
nausea, vomiting or changes in bowel habits due to
implantation on bowel, mild vaginal bleeding, abdominal
pain, or shock and death due to severe intraabdominal
hemorrhage from placental separation or rupture of
maternal blood vessels or viscera.2
The associated maternal mortality rate is 5 out of 1000
cases which is approximately seven times higher than
tubal ectopic pregnancy and 90 times higher than
intrauterine pregnancy.3,4 Our patient, however, did not
have any symptoms during her pregnancy. Foetal
complications include malpositions, growth restriction,
foetal death and malformations, which occur in about
21% of babies, presumably due to compression of the
fetus in the absence of the amniotic fluid buffer and
placental insufficiency. Typical deformities include limb
defects, facial and cranial asymmetry, joint abnormalities
and central nervous system malformations.5

Clinical examination and imaging modalities frequently
miss the diagnosis, with only about 45% of cases
diagnosed during the antenatal period or misdiagnose it to
be a pregnancy in a rudimentary horn or bicornuate
uterus, as in our case and one reported by Dahab et al. 6,7
Thus awareness about such an entity and a high index of
suspicion are important for prompt diagnosis and timely
intervention to prevent life-threatening complications,
most common being intractable haemorrhage from the
placental bed.8
Management may differ slightly based on gestational age
and site of placental attachment. Basic principles include
delivery of the foetus, separation of the placenta or
leaving it in situ, and methods for hemorrhage control.
Removal of the placenta can lead to life-threatening
maternal hemorrhage, thus unless the placenta separates
spontaneously, we prefer ligating the umbilical cord close
to placental attachment and leaving the placenta in situ.
The patient can then be monitored closely, as was done in
this case. Decrease in placental volume by 83% at the end
of 1 year has been noted by one study. 9 Active
intervention using arterial embolization or methotrexate
can be instituted to hasten involution. This approach,
especially when methotrexate is used has its share of
complications including abscess formation, sepsis, side
effects of methotrexate itself, intestinal or ureteral
obstruction, fistula formation involving abdominal
viscera and delayed haemorrhage.10 An alternative
approach of ligating the placental blood supply and then
trying to remove the placenta has been advocated by
some, but the rates of blood loss and complications are
higher.11
A few cases have reported the use of drugs such as
Mifepristone, in varying doses, to aid in placental
degeneration, as we did.4,12-16 Hemorrhage control
measures include intraarterial occlusive catheters and
embolization, autotransfusion, pelvic packing, and use of
Military Anti-Shock garments.17 The use of imaging and
interventional radiological techniques is critical in
management, to minimize surgical interventions and
post-surgical complications such as angiographic
embolization or intra-arterial catheterization of feeding
vessels to the placenta to decrease bleeding. 18 Whatever
mode of management is adopted, follow up with serial
bHCG and an imaging modality (ultrasound or MRI) is
essential.19
CONCLUSION
Abdominal pregnancies, associated with a high maternal
and perinatal morbidity and mortality, are diagnosed
preoperatively only in 45% of cases. With the rise of
assisted reproductive techniques and other risk factors,
there are increasing reports of abdominal pregnancies,
some reaching up to term. Thus, a high index of suspicion
and improvement in diagnosis rates is the need of the
hour. The cornerstones of successful management include
prompt intraoperative recognition and decision regarding
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management of the placenta (we advocate leaving the
placenta in situ), surgical skill and multidisciplinary
approach with involvement of surgeons and
interventional radiologists if required, ready access to
blood products, meticulous postoperative care and close
observation during the subsequent delayed reabsorption.
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