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A rare case of secondary
abdominal pregnancy -
case report and literature
review

Abstract Rezumat

Abdominal pregnancy is a very rare form of ectopic preg-
nancy and is associated with an increased mortality rate.
The main life-threating complication is intraperitoneal
bleeding from placental site. The gestational age is impor-
tant for the prediction of complications’ severity. While most
cases are secondary to a tubal rupture and the subsequently
implantation in the peritoneal cavity, a previous uterine per-
foration can also represent the leading cause. In the current
paper, we report an extremely rare case of secondary
abdominal pregnancy with a gestational age of 11 weeks in
a 37-year-old patient having a history of unnoticed uterine
perforation. This report raises awareness on a rare and
severe obstetrical condition, discussing the case particula-
rities, with the aim to highlight the urge for prompt diagnos-
tic and treatment measures.
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Sarcina abdominald este o formd foarte rard de sarcind extra-
uterind si este asociatd cu o ratd ridicatd a mortalitdtii. Princi-
pala complicatie amenintdtoare de viatd este hemoperitoneul
cu punct de plecare la nivelul insertiei placentare. Vérsta gesta-
tionald este importantd pentru predictia severitdtii complicatii-
lor. In timp ce majoritatea cazurilor sunt consecinta unei rupturi
tubare cu implantare secundard in cavitatea peritoneald, isto-
ricul unei perforatii uterine poate reprezenta, de asemenea, o
cauzd de sarcind secundard abdominald. In aceastd lucrare, ra-
portdm un caz extrem de rar de sarcind abdominald secundara
cu o vdrstd gestationald de 11 sdptdmdni la o pacientd de 37
de ani cu antecedente de perforatie uterind care a rdmas ne-
diagnosticatd. Scopul acestei lucrdri este de a creste gradul de
congstientizare asupra unei afectiuni obstetricale rare si severe,
discutdnd particularitatile cazului, cu scopul de a evidentia
necesitatea implementdrii prompte a mdsurilor de diagnostic si
tratament corespunzdtoare.

Cuvinte-cheie: sarcind abdominald, sarcind ectopicd,
perforatie uterind, hemoperitoneu

Un caz rar de sarcind abdominald secundard — prezentare de caz si review
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Introduction

Abdominal pregnancy (AP) represents around 1% of
all ectopic pregnancies, with an incidence ranging be-
tween 1:10000 and 1:30000 pregnancies®. It is the rar-
est type of ectopic pregnancy, but the only one that can
result in the delivery of full-term baby, although most
cases are earlier complicated by massive hemorrhage due
to placental site detachment. The maternal mortality
rate varies, among publications, between 0.5% and 18%,
and the perinatal mortality is up to 80%®.

Abdominal pregnancy is defined as a pregnancy de-
veloping within the peritoneal cavity, outside genital
organs®. Ordinarily, the location of an AP is in the pel-
vis, with the most common implantation site being the
posterior cul-de-sac, followed by the mesosalpinx, omen-
tum and uterine serosa®. Very rarely cited localization
of AP include retroperitoneal space®, appendix®, liver®

or even thoracic cavity™”. The diagnosis of these unusual
ectopic locations is frequently made at the time of the
surgical intervention, but the possibility of bizarre clini-
cal presentations for abdominal pregnancies should be
kept in mind, since there are no pathognomonic symp-
toms of abdominal pregnancy.

Abdominal pregnancies can be classified as primary
or secondary®. Primary abdominal pregnancy occurs
when the fertilized ovum implants directly into the peri-
toneal cavity®. On the other hand, secondary abdominal
pregnancy (the more common type) occurs when the
fertilized ovum subsequently reaches the abdominal
cavity after the primary implantation at any ectopic site,
usually after a tubal rupture. Other causes of secondary
AP include the rupture of a uterine horn or previous
caesarean scar® and, extremely rare, an iatrogenic per-
foration of the uterus.
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Figure 1. Preoperative ultrasound examination. Note the ectopic gestational sac located on the left margin of the uterus,
containing an embryo of 4 cm measured crown-rump length (11 weeks and 0 days gestational age) and with present

cardiac activity of 122 bpm

A high index of suspicion for this rare obstetrical
event, along with continues professional develop-
ment are required to establish the diagnosis of AP,
but most cases require ultrasonography and magnetic
resonance imaging for clinching the diagnosis, while
the measurement of human chorionic gonadotropin is
important for otherwise unexplained masses or intra-
peritoneal hemorrhage®?. Still, there is no evidence-
based therapeutic strategy planned for AP so far in
the literature.

Case report

A 37-year-old woman (gravida 4, para 2) was referred
to the Bucharest University Emergency Hospital with
a suspicion of ruptured ectopic pregnancy. She had a
history of two vaginal deliveries and two induced abor-
tions, the last one occurring eight years ago. At the
time of presentation, the patient affirmed two weeks of
amenorrhea with irregular menstrual cycle within the
last four months, despite taking combined oral contra-
ceptive pills for the last eight years. She accused intense
headache and acute postcoital pelvic pain, followed by
lipothymia. At admission, the patient was lucid, but
hemodynamically and respiratory instable, afebrile,
presenting diffuse abdominal tenderness, guarding,
rebound tenderness and no genital bleeding on pelvic
examination. Ultrasonography demonstrated massive
intraperitoneal bleeding and a gestational sac contain-
ing alive 11-week embryo, with the sac positioned out-
side the uterine cavity (Figure 1). The patient’s hemo-
globin level and hematocrit were 9.4 g/dL and 25.5%,
respectively. Emergency exploratory laparotomy was
performed for hemoperitoneum and suspicion of ab-
dominal pregnancy.

A vertical incision of the lower abdomen with the
patient under general endotracheal anesthesia revealed
around 2000 mL of hemoperitoneal fluid. The explora-
tion of the abdominal cavity revealed normal bilateral
adnexa, a small uterus and a gestational sac of about
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7 cm diameter with integer amnion, partially covered
by thin trophoblastic tissue (Figure 2) and large blood
clots. Complex vascularization of the trophoblast ap-
peared to come from epiploic vessels and abnormal
tissue on the uterine fundus that presented active
bleeding (Figure 3).

The resection of the trophoblastic implant from the
uterus revealed a communication to the endometrial
cavity (Figure 3), suggestive for secondary abdominal
ectopic pregnancy following old iatrogenic uterine
perforation.

Partial omentectomy was performed, along with cu-
rettage of the uterine cavity through the opening re-
sulted after uterine perforation, despite no macroscopic

Figure 2. Intraoperative aspect of the gestational sac
that was located inside the abdominal cavity. Note the
thin trophoblastic tissue that covered it and the presence
of large blood clots
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Figure 3. Intraoperative aspect of the uterus. Note the denuded myometrium in the fundic region after the removal of
amniotic sac and placenta, with a deep opening, proving communication with the endometrial cavity

evidence of profound trophoblastic tissue. Two layers
of interrupted sutures helped controlling the bleed-
ing from the uterine denuded area. No other bleeding
lesions were found, the abdominal cavity was washed
with saline, and an abdominal drain was inserted. The
patient received an intraoperative blood transfusion
and one unit of fresh frozen plasma. The postopera-
tive course proceeded uneventfully and the patient
was discharged after four days with instructions for
outpatient follow-up.

The histopathological examination of the excised
tissue revealed the presence of trophoblastic and de-
cidual tissues within blood clots and an embryo with no
structural malformations. The follow-up scan revealed
a favorable postoperative appearance of the myometrial
defect area (Figure 4).

Figure 4. Postoperative ultrasound scan. The 6-week
follow-up showed the proper myometrial healing and a
10 mm thick uterine scar (the area measured in the image)

Discussion

In thelast decades, the incidence of ectopic pregnancy
has increased, while the case fatality rate has declined
significantly, given the advance in diagnostic modali-
ties, the prompt treatment measures and the availability
of life-saving anesthesiology measures®?. Still, a large
proportion of nontubal ectopic locations are diagnosed
in the operating room or are never known due to a suc-
cessful response to medical management for a pregnancy
of unknown location. In this regard, raising awareness
among medical specialists regarding the variable clini-
cal presentation and the risk factors is still promoted.

Despite being a rare condition, abdominal pregnancy
has a maternal mortality around eight times greater
than other ectopic pregnancies®®, due to placental sepa-
ration and to unpredictable even catastrophic intraab-
dominal bleeding. There is also a high risk of maternal
coagulopathy, embolism, fistula formation and fetal
malformations®?.

The most important factors that influence the clini-
cal presentation, survival and management modality
include maternal hemodynamic status and gestational
age at the time of presentation®. There is no pathog-
nomonic symptom for AP®?, most cases presenting for
unexplained, persistent abdominal pain. The symptoms
of early abdominal pregnancy (gestational age under 20
weeks) are rather similar to those of tubal abortion or
rupture, self-limited bleeding in the placental site being
a common finding, while for advanced AP, bleeding is
more commonly catastrophic®®. Near-term abdominal
pregnancy can present persistent nausea, breathing
shortness, painful or decreased fetal movement®®.

The surgical removal of the fetus and placenta is the
most accepted management option for early AP, dead
or malformed fetus or in case of dreadful maternal
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complications®'®. Future fertility can usually be pre-
served since fallopian tubes and ovaries are not directly
involved in most abdominal pregnancies.

Minimally invasive laparoscopic and ultrasonically
guided procedures have emerged in the literature in the
last decade for early pregnancy presentations, as well
as preoperative methotrexate administration or preop-
erative selective embolization of placental insertion®?.
Given the advances in neonatology and preterm infant
survival, the expectant management can be considered
for an advanced pregnancy without decompensation or
fetal malformation, with informed consent, multidisci-
plinary approach and careful monitoring in the hospi-
tal, constantly weighing the risk of the sudden onset of
life-threatening maternal hemorrhage versus neonatal
death. In our case, despite the viability of the pregnancy,
the maternal hemodynamically instability and the evi-
dence of massive internal hemorrhage urged for surgery.

For some cases, it may be impossible to differentiate
between primary and secondary AP. In 1942, Studdi-
ford™® published some criteria to diagnose a primary
abdominal pregnancy, including: normal fallopian tubes
with no evidence of trauma, the absence of any utero-
peritoneal fistula, and the presence of a pregnancy relat-
ed exclusively to the peritoneal surface and early enough
to eliminate the possibility of secondary implantation
after a primary nidation within the tube. For our re-
ported case, the second criterion could not be met since
the fundic uterine serosa presented trophoblast invasion
and active bleeding source, also revealing a communica-
tion with the endometrial cavity, thus the intraoperative
findings support the hypothesis of a rather secondary
abdominal pregnancy.

The possibility of abdominal pregnancy must be a
part of the differential diagnosis of ectopic pregnancy
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and the complete history must be obtained, gaining in-
formation regarding contraction methods and possible
uterine perforation history, since similar cases of AP
following variable period after curettage for pregnancy
termination were previously reported®??. The diagnos-
tic tools include serial human chorionic gonadotrophin
titers with suboptimal increase, ultrasound and MRI
evaluation. Useful ultrasound features to aid diagnostic
of AP include depiction of gestational sac or pelvic mass
separate from the uterus or localization of the placenta
outside the confines of the uterine cavity®.

Addressing the association between contraceptive
pills use and ectopic pregnancy rates, a multicenter case-
control study of women from Shanghai showed that the
current use of oral contraceptive pills can protect against
unwanted pregnancy, both intrauterine and ectopic, but
it can quadruple the risk of ectopic pregnancy following
contraceptive failure compared with the risk associated
with the non-use of any contraceptives®?.

Conclusions

There is no established guidance regarding the diag-
nosis and ideal treatment for abdominal pregnancies.
The complete medical history can orient towards a high
index of suspicion. Most cases require individualized
management based on the particular case characteristics
and the availability of experienced specialists. Except
the extremely rare cases of term abdominal pregnan-
cies and successfully births, this obstetrical condition is
usually managed as nonviable and life threatening, the
timely surgical intervention being imperative to avert
grievous consequences. B
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