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Abdominal Pregnancy: A Case Report 
 
Arzoo S1, Akter MS2, Afroz S3, Begum SA4 
 
Abstract: 
This case was a 25 years old unbooked gravid 5th, para P=1-1 (neonatal death) +3 (abortion) women who had 
no living child. According to her LMP she was 27 weeks of pregnancy. She was received to the Gynaecology and 
Obstetrics emergency unit with lower abdominal pain and per vaginal bleeding with less fetal movement for last 
2 days following a long journey. Emergency USG was done, report showed 27 weeks of pregnancy with IUD and 
possibility of bicornuate uterus. She was initially managed by induced labour with medical induction. Surgical 
intervention became necessary after two days of induction failure. The maternal outcome was favorable. So this 
case is presented here to highlight the dilemma associated with diagnosis and management of abdominal 
pregnancy.  
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Introduction: 
Abdominal pregnancy is a rare form of ectopic 
pregnancy with very high maternal and fetal 
morbidity and mortality1. It is frequently missed 
during antenatal care. It is normal for implantation 
of the fertilized ovum to occur within the uterine 
cavity. Where the developing embryo implants and 
grows within the peritoneal cavity that is called 
abdominal pregnancy2. Abdominal pregnancy can 
be further classified as being primary or secondary. 
Primary- when a fertilized ovum implants itself 
initially on some abdominal organ1,3. Most of the 
case abdominal pregnancies were secondary in that 
the ovum first implants in the fallopian tube, ovary 
or uterus and subsequently escape through a rupture 
in the peritoneal cavity2,3. 
 
About 2% of all pregnancies are ectopic according 
for 10% of all pregnancy related to death1. More 
than 95% of ectopic gestations occur within the 
fallopian tube2. Abdominal ectopic pregnancy was 
first reported in 1708, followed by numerous case 
reports particularly from middle and low income 
regions of the world3. A viable life fetal outcome is 
extremely rare. The incidence of abdominal 
pregnancy ranges from 1 in 10,000 to 1 in 30,000 
pregnancies4,5. In the developed world abdominal 
pregnancy is extremely rare and very few of such 
cases have been published in the last 10 years3-6.  
 
The risk for developing abdominal pregnancy are 
endometriosis, pelvic inflammatory disease, assisted 
reproductive techniques, tubal occlusions, and 
multiparity 6-8. A high index of suspicion is crucial 

for prompt diagnosis and management especially in 
low resource countries7. In most of the case the 
diagnosis is made on the basis of ensuring 
complications such as hemorrhage and abdominal 
pain8. These pregnancies generally do not get to 37 
weeks (term pregnancy) and usually the end result is 
the extraction of a dead fetus6,8. Here we report a 
case of 27 weeks abdominal pregnancy in an 
unbooked multipara who had done laparotomy with 
delivery of a dead fetus. 
 
Case report: 
A 28 years old, 5th gravida P=1-1(neonatal death) 
+3 (septic abortion) came to ICMH (Institution of 
Child & Mother Health) on 27th Feb, 2008 at her 27 
weeks of pregnancy. She was regularly menstruating 
women, but she did not get any antenatal checkup. 
At her 27 weeks of pregnancy, after a long journey 
she noticed lower abdominal pain with P/V bleeding 
and less fetal movement for last 2 days. Pain was 
colicky in nature and diffusely distributed in lower 
abdomen. Bleeding was small amount, 3 episodes, 
dark in color and not associated with uterine 
contraction. 
 
On examination, she looked generally stable. She 
was slightly pale, vital signs were within normal 
parameters, cardiovascular and respiratory systems 
examination revealed no abnormalities. The 
abdominal examinations revealed symphysio-fundal 
height 28 cm, longitudinal lie, cephalic presentation, 
fetal parts were easily palpable, no fetal heart sound 
and no uterine contraction. 
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Vaginal examination revealed posterior located 
cervix, measuring 2 cm long without dilation. There 
was no vaginal bleeding. As she had no antenatal 
investigations. USG of pregnancy profile and other 
routine investigations were done. USG showed 
intrauterine gestation with cephalic presentation and 
posterior placenta with no fetal movement and no 
cardiac pulsation and possibility of a bicornuate 
uterus. The rest of the investigations were normal. 
The hemoglobin level was 10.2 gm/dl. Blood 
grouping: ‘B’ Rhesus positive. 
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Figure-1: Surgical snaps of the abdominal 
pregnancy case. a) Intact uterus b) Rt falopian tube 
& ovary c) Thick peritonium d) Localization of 
placenta within lips of broad ligament e) dead fetus 
 
As cervix was unfavorable and fetus was dead, 
induction by maximum dose of prostaglandin was 
given but did not respond. So induction by 
intracervical Foley’s catheter followed by injection 
oxytocin done but it was also failed and patient 
developed sign symptoms of chorioamnionitis. So 
decision of laparotomy was taken. Abdomen was 
opened. After splitting the rectus sheath, parietal 
peritoneum was found to be very thick. Massive 
adhesion was found involving the urinary bladder, 
omentum & adjoining tissue of left adnexal region. 
Intact amniotic sac with the baby inside was found 
in the abdominal cavity. Baby was macerated & 
delivered per abdominally. Placenta was partially 
separated & delivered manually from the area 
between the two layers of left broad ligament.  
 
Severe offensive smell came out from the abdominal 
cavity. Uterus was 14 weeks size, intact & was 
separated from the amniotic sac. Guts were free 
from adhesions. Both the tubes, ovaries were 
apparently healthy. Proper haemostasis was done. 
Peritoneal toileting was done by warm normal 
saline. A drain tube was kept in situ. After counting 
mops & instruments abdomen was closed in layers. 
Intraoperatively, the patient received 1 unit of blood. 
There was no evidence of anomaly documented in 
the baby. The patient recovered uneventfully and 
was discharged home on 7th postoperative day.  
 
Discussion: 
A high index of suspicion was needed to make a first 
time diagnosis of abdominal pregnancy 9. Diagnosis 
was missed in one-fourth of reported cases 10. 
Multiparity and poor socio-economic status were 
implicated as epidemiological factors. 
 
The incidence of abdominal pregnancy now appears 
to be increasing in both developed and developing 
countries. In the developed countries due to 
increasing use of assisted reproductive technology 11 
and in the developing countries, particularly in rural 
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areas presumably due to the restriction of human 
resources and diagnostic facilities and poor 
utilization of medical care by pregnant women 12. 
 
Due to misdiagnosis and inappropriate treatment, 
complications in the natural course of condition and 
late presentation morbidity and mortality for the 
parturients and babies were significantly high13. 
 
A recent review of 163 cases of abdominal 
pregnancy revealed that identification of this 
condition was often missed with only 45% cases 
diagnosed during the prenatal period 14. In this case, 
patient did not have any prenatal care and had 
history of abdominal pain with P/V bleeding for 2 
days. Another factors to consider in the fact that she 
had history of abortion followed by dilatation and 
curettage previously that could cause abdominal 
pregnancy. Interestingly, the most common 
symptoms in abdominal pregnancy were abdominal 
pain (100%), nausea and vomiting (70%), general 
malaise (40%), sometimes P/V bleeding 15. Our 
patient had sudden abdominal pain with P/V 
bleeding for 2 days. 
 
According to Studdiford’s criteria, the diagnosis of 
primary abdominal pregnancy was based on the 
following anatomic conditions: Normal tubes and 
ovaries, absence of utero-placental fistula, 
attachment exclusively to a peritoneal surface early 
enough in gestation to eliminate the likelihood of 
secondary implantation from primary site 16. 
 
In this case both ovaries and fallopian tubes were 
intact and no utero-placental fistula and implant on 
peritoneum. So this case was Primary Abdominal 
Pregnancy. Abdominal pregnancy should be 
suspected after failed induction of pregnancy in any 
trimester. In this case induction was failed, so 
decision for laparotomy was done. Diagnosis of 
abdominal pregnancy was often missed during 
routine ultrasonography. The classical ultrasound 
finding of abdominal pregnancy was – absence of 
myometrial tissue between the maternal bladder and 
the pregnancy especially at advanced gestational age 
17.  
 
An empty uterus may be easily visualized. In this 
case USG misdiagnosed the case as there was no 
USG in early pregnancy. USG done at 27+ week of 
pregnancy, which indicate IUD with bicornuate 
uterus. Non-contrast Magnetic Resonance Imaging 
(MRI) is a sensitive, specific and accurate method 
for evaluating ectopic pregnancy and may help in 
surgical planning 18. For accurate pre-operative 
diagnosis, CT scan and MRI have been used 
successfully 19. A lateral X-ray showing fetal parts 
overlying maternal spine was also helpful 19.  
 

In contrast to the tubal ectopic pregnancies, primary 
methotrexate therapy of early gestations has a high 
risk of failure due to the more advanced gestational 
age at which pregnancies were discovered. 
Abdominal pregnancy at an early gestation (first 
trimester) can be managed by operative laparoscopy 
as removal of the small and less vascular placental 
tissue is easier 20. Expected management to gain 
fetal maturity has been successful attempted in a few 
cases 21. Very close maternal monitoring is essential 
in those who decide to wait for fetal maturity. In late 
pregnancy pre-operative selective arterial 
embolization may be done to prevent hemorrhage 
during removal of large placenta 22. 
 
Bledding from placental implantation site could be 
massive and life threatening and is often the most 
common cause of maternal mortality which can 
reach as high as (20-30)% 20. The decision to remove 
or leave the placenta should depend on extent of the 
placentation particularly with the bowel and omental 
involvement as well as on the expertise of the 
surgeon. Ligating the umbilical cord and living the 
placenta in situ is one option. The patient can then 
be followed without further intervention or active 
intervention using arterial embolization or 
methotrexate can be instituted to hasten involution 
22. USG guided feticide of a 14.5 weeks gestation to 
prevent further development and initiate the process 
of natural resorption has been reported 23.  
 
In this case placenta was partially separated and 
delivered manually from the area between the two 
layers of left broad ligament. No massive blood loss, 
bleeding was controlled. 
 
Fetal deformations and perinatal death occurred 
more often than maternal death 24. Common 
malformations in fetus include facial and cranial 
asymmetry, joint abnormalities (e.g. talipes equino 
varus), hypoplastic limbs and central nervous 
system malformations. Pregnancies with some 
vascular attachment to the uterus seem to be 
associated with a high chance of fetal survival. An 
abdominal pregnancy is often associated with fetal 
deformities 25, such as facial and cranial asymmetry, 
joint abnormalities and limb deformity, and central 
nervous system deformities in about 21% of cases 24.  
 
In our cases, there was no evidence of deformity or 
abnormalities as per the team of pediatricians. In this 
case fetal death at 27 weeks but no malformation 
was visualized. Abdominal pregnancy is associated 
with high perinatal mortality 26. Lithopedion (“stone 
child”) may result from dead and calcified 
abdominal pregnancy when it goes undetected for 
long periods. It may cause a intestinal obstruction 
due to adhesions, intra-abdominal abscess and 
fistula 27. 
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Conclusion:  
A high index of suspicion and recognition of signs 
and symptoms are therefore detrimental to diagnosis 
and guide to a prompt surgical emergency. In 
patients with acute symptoms and lack of prenatal 
care, abdominal pregnancy should always be a 
differential diagnosis. Prompt delivery of fetus, 
followed by and control of hemorrhage and decision 
of placenta removal were the greatest challenges. 
Adequate personnel including anesthesia, 
pediatricians, and general surgeons may be 
necessary for a successful management of 
abdominal pregnancy. 
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