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Advanced live intra­abdominal pregnancy with goodfetomaternal outcome: A case report
Ritu Sharma, Manju Puri, Monika Madan, SS Trivedi

ABSTRACT
Introduction: An incidence of abdominalpregnancy is 1 in 10,000 live births accountingfor 1.4% of all ectopic pregnancies. Abdominalpregnancy occurs due to secondaryimplantation from an aborted tubal pregnancyor as a result of intra­abdominal fertilization.Case Report: This is a rare case report of a 20­year­old primigravida who presented to ourhospital at 38 weeks of gestation with advancedlive intra­abdominal pregnancy. Afterconfirming the diagnosis, the patient was takenup for emergency laparotomy and a live babywas extracted. Mother and baby weredischarged in good health without anyperioperative complications. Conclusion: Themanagement of advanced abdominal pregnancyremains controversial. Diagnosis andmanagement of advanced abdominal pregnancyis still a challenge to today’s medical world. Buthigh index of suspicion aided with imagingstudies can help in timely diagnosis of this rare

obstetrical occurrence thereby preventing theassociated life­threatening complications.
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INTRODUCTION
Abdominal pregnancy, a rare form of ectopicpregnancy, results from implantation in peritonealcavity exclusive of tubal, ovarian or intraligamentaryimplantation [1]. It occurs due to secondaryimplantation from an aborted tubal pregnancy or as aresult of intra­abdominal fertilization. According toCentres for Disease Control and Prevention, theestimated incidence of abdominal pregnancy is 1 in10,000 live births accounting for 1.4% of all ectopicpregnancies [2, 3]. Advanced abdominal pregnancyrefers to a situation where the pregnancy continuesbeyond 20 weeks with a fetus living, or showing signs ofhaving once lived and developed, in mother’s abdominalcavity [4]. Despite the availability of medical healthfacilities worldwide, the cases of advanced abdominalpregnancy associated with high fetomaternal morbidityand mortality are still encountered. Estimated maternalmortality rate is 5 per 1000 cases, about seven to eighttimes the mortality rate for ectopic in general [2]. Themost important causes of maternal death arehemorrhagic shock, pulmonary embolism,coagulopathy, infection and bowel obstruction [5]. In a
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review, the survival of infants born after 30 weeks wasfound to be 63% [6] with 20–40% [6, 7] incidence ofbirth defects due to compression because of theabsence of amniotic fluid buffer. Limb deficiencies andcentral nervous system anomalies are most commonmalformations while facial or cranial asymmetries andjoint abnormalities are most common deformations.The management of advanced abdominal pregnancyremains controversial.

CASE REPORT
A 20­year­old primigravida presented to emergencydepartment of our hospital at 38 weeks of gestationwith complaints of pain in her abdomen off and on andan ultrasound report showing an abdominal pregnancyof 33 weeks. Patient got her regular antenatal check­upat a remote area. She felt quickening at 16th week ofgestation. During her antenatal period she hadoccasional episodes indigestion and dull pain inabdomen. She was admitted at 22nd week of pregnancyfor pain in abdomen associated with difficulty inmicturition and was managed conservatively. Sheunderwent an abdominal ultrasound examination at19th week of gestation which showed live intrauterinepregnancy with placenta covering the internal os. Arepeat abdominal ultrasound examination was done at37th week of gestation. During this examination,abdominal pregnancy was suspected and she wasreferred to a tertiary hospital. General physicalexamination and systemic examination other thanabdominal examination were unremarkable. On clinicalexamination of abdomen, fundal height was 34 weekswith longitudinal lie and breech presentation. Fetalparts were palpable superficially. Pelvic grip was emptyand fetal heart rate was 140/min and regular.A repeat abdominal ultrasound examination wasdone in our hospital which showed empty uterusdeviated to left side with a single live fetus seen outsideuterine cavity in transverse lie with adequate amnioticfluid in the amniotic sac surrounding it. Placenta waslying next to uterus with marked increase in vascularityin it and adjacent myometrium. Patient’s hemoglobinwas 11 g/dL with normal liver and kidney function tests.Four units of packed red blood cells were kept crossmatched. Patient was taken up for emergencyexploratory laparotomy under general anaesthesia onthe same day. Abdomen was opened by right paramedian vertical incision extending above umbilicus. Peroperatively omentum was seen covering an amnioticsac. The membranes were thick and were ruptured.Meconium stained liquor was drained out. A live babygirl was extracted as breech (Figures 1 and 2). The cordwas doubly clamped, cut and tied close to its placentalattachment. Birth weight was 1.5 kg and Apgar scorewas 9 and 9 at 1 and 5 minutes respectively. Theexploration of abdomen for exact placental localizationwas avoided as this could have incited torrentialhemorrhage. Placenta was left undisturbed. Thoroughsaline wash was done. Abdomen was closed in layers.

The amount of surgical blood loss did not warrant anyblood transfusion.Patient stood the procedure well and remainedhemodynamically stable. Her postoperative period wasuneventful. Mother and baby were discharged in goodhealth. Patient came for follow­up after one month withno fresh complaints. Abdominal ultrasound examinationduring follow­up visit showed involuting placental masslying in the abdominal cavity surrounded by intestines.Postoperative counseling of the couple was done givingemphasis on contraception and need for early antenatalcheck ups in subsequent pregnancies.

DISCUSSION
Diagnosis and management of advanced abdominalpregnancy is still a challenge to today’s medical world.But high index of suspicion aided with imaging studiescan help in timely diagnosis of this rare obstetricaloccurrence thereby preventing the associated life­

Figure 1: Intact amniotic sac containing fetus in abdominalcavity.

Figure 2: Membranes covering abdominal organs afterextracting fetus.
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threatening complications. Patient may present withcomplaints of vaginal bleeding, persistent abdominalpain and painful fetal movements. On examination,there may be abnormal presentation, easily palpablefetal parts, uneffaced and displaced cervix and palpationof abdominal mass seperate from uterus [8]. High indexof suspicion is first step in the diagnosis. Increasedmaternal serum alpha feto protein levels add to thesuspicion [4]. Ultrasonography and MRI are diagnosticmodalities for confirmation of abdominal pregnancy [8].Ultrasound will show empty uterus, absence of amnioticfluid between placenta and fetus, absence ofmyometrium between bladder and gestation andabnormal lie with fetal parts close to abdominal wall[4, 8, 9]. But sonographic diagnosis is missed in half ofthe cases [4]. Despite all, the diagnosis in most of thecases is made at time of surgery only.Advanced abdominal pregnancy is difficult tomanage. If the fetus is mature, immediate laparotomy isthe definitive management but if fetus is immature andmother is in good health, one can opt for conservativemanagement with strict surveillance giving mother’ssafety the primary importance. After delivering baby,the management of placenta is also controversial due todiffuse and unidentifiable blood supply of abnormallyimplanted placenta. Life­threatening hemorrhageduring laparotomy is the main concern. If one cannotidentify and ligate the vascular supply of placenta, it ispreferable to leave it as such for natural regression [5]which can be monitored by β­hCG levels andultrasonography—the process taking several months.Methotrexate administration can lead to massivenecrosis and subsequent infection [5]. Angiographicembolisation can be used to block placental vessels [10].

CONCLUSION
It needs emphasis again that both obstetricians andradiologists should improve their skills further todiagnose these cases in time so that they do not reach tosuch an advanced stage where management itselfbecomes difficult.
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