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ABSTRACT

Abdominal pregnancy is a rare, life-threatening condition defined as pregnancy in the
peritoneal cavity exclusive of tubal, ovarian, or intraligamentary locations. It can be
primarily located in the peritoneal cavity or secondary to a ruptured ectopic pregnancy
or tubal abortion. We present two cases of abdominal pregnancy, one primary and
another secondary, both diagnosed and successfully managed in our institution. The
first patient, a para 2 at 14 weeks gestation, presented with abdominal pain, distension,
and dizziness, which had started four days prior. The initial radiological scan reported an
intrauterine pregnancy with ascites, but a bedside ultrasound revealed an empty uterus
and a viable pregnancy located in the Pouch of Douglas (POD). This was a secondary
abdominal pregnancy managed successfully by laparotomy. The second patient, a para
3 + 4 miscarriages with seven weeks amenorrhea was admitted with an initial diagnosis
of pregnancy of unknown location. She had a beta human chorionic gonadotropin level
of 14444 mIU/mL. Diagnostic laparoscopy revealed a hemoperitoneum, bulky uterus,
normal looking right and left adnexa, and a dense irregular bleeding tissue of around 3 x
4 cm firmly attached to the POD. The histopathology report of the tissue retrieved from
the POD confirmed products of conception. This case report supports the importance
of awareness and high clinical suspicion for such a life-threatening condition to avoid
maternal morbidity and mortality. To the best of our knowledge, no previous cases of

abdominal pregnancy have been reported in the UAE to date.

bdominal pregnancy is defined as

pregnancy anywhere within the

peritoneal cavity, exclusive of tubal,

ovarian, or broad ligament locations.!
The Pouch of Douglas (POD) is the most common
location of abdominal pregnancy followed by the
mesosalpinx and omentum. However, implantation
on other abdominal organs such as the spleen,
liver, and appendix is also reported.>* Abdominal
pregnancy is thought to represent around 1-1.5% of
all ectopic pregnancies with an estimated incidence
of 1:8000-10 000 pregnancies.’

It is a serious and potentially life-threatening
condition, mainly due to the risk of massive
hemorrhage from a partially or totally separated
placenta at any stage of pregnancy. Maternal
mortality is around 7.7-times that of other
locations of ectopic pregnancy and 90-times that of
intrauterine pregnancy.® From the world literature,
maternal mortality is estimated to be 2-30%,’

while perinatal mortality in those undiagnosed is
40-95%.%°

Abdominal pregnancies are either primary or
secondary, secondary being the more common
type.”!® For the diagnosis of primary abdominal
pregnancy, Studdiford’s criteria need to be fulfilled.
These include: (a) normal bilateral fallopian tubes
and ovaries; (b) the absence of utero-peritoneal
fistula; and (c) pregnancy related exclusively to the
peritoneal surface and early enough to eliminate the
possibility of secondary implantation following a
primary location in the tube.!! Secondary abdominal
pregnancies refer to pregnancies that originated
in the tubes or, less commonly, the ovaries and
reimplant in the peritoneum where the embryo or
fetus continues to grow."

We present two cases of confirmed abdominal
pregnancies admitted with different initial diagnoses.
A high index of clinical suspicion will improve
diagnosis and lead to successful management.
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CASE REPORT

Case one

A 37-year-old Filipino woman, gravida 3, para 2,
with previous normal vaginal deliveries (the youngest
was 15-years-old) presented to the accident and
emergency (A&E) unit at 12 weeks gestation with
abdominal pain and constipation. She had a normal
pulse and mildly increased blood pressure. She was
known to be hypertensive and taking methyldopa
tablets 250 mg twice daily. Abdominal examination
revealed a distended abdomen with tympanic
percussion and mild tenderness. Investigations
showed hemoglobin levels of 10.5 g/dL, hematocrit
of 31%, and normal serum amylase and lipase.
A departmental scan showed a 12-week viable
intrauterine pregnancy with no other remarkable
findings. The patient was reassured, given dietary
advice, glycerin suppositories, and an appointment
to the antenatal clinic.

Two weeks later, she presented with nausea,
vomiting, abdominal pain, and distention. She
looked pale, and had a rapid pulse rate and normal
blood pressure. Her hemoglobin was 5.1 g/dL and
hematocrit 15.3%. Urgent departmental ultrasound
revealed an intrauterine pregnancy of 14 weeks
with large amount of abdominal fluid interpreted
by the ultrasonographer as ascitic fluid. The ovaries
were not properly visualized and the remaining
pelvic and abdominal organs were normal. The
gynecology team questioned the diagnosis and
asked for magnetic resonance imaging (MRI) for
further clarification, but the request was denied by
the radiology department on the basis of relative
contraindication.

A bedside abdominal ultrasound was done by the
gynecology team, which revealed a large collection

Figure 1: Ultrasound findings showing an empty
uterus and a pregnancy in the Pouch of Douglas.

of fluid interpreted as hemoperitoneum and a viable
pregnancy of around 14 to 15 weeks with vague
boundaries. Transvaginal ultrasound showed a viable
pregnancy located in the POD with an empty bulky
uterus and normal adnexa [Figure 1].

A laparotomy was urgently arranged which
revealed the presence of around three liters of
hemoperitoneum along with a viable pregnancy
in the POD, which was removed intact [Figure 2].
The placenta was attached to the base of the POD
and the surrounding posterior wall of the uterus,
left adnexa, bowel loops, and part of the right
adnexa [Figure 3]. Proper surgical dissection of the
placenta from the adjacent structures was done,
hemostasis was secured by stitches, cauterization,
and application of topical hemostatic agents. Drains
were inserted intraperitoneally, and her hemoglobin
level was corrected with blood transfusion. She

Figure 2: (a) Fetus and membranes retrieved from the Pouch of Douglas. (b) The fetus.
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Figure 3: The area in the Pouch of Douglas where
the abdominal pregnancy was retrieved.

had a postoperative bout of paralytic ileus, which
was managed conservatively. She made a good
recovery and was discharged home on the fifth
postoperative day.

Case two

A 36-year-old Emirati woman, para 3 + 4
miscarriages, presented to the A&E with a seven-
week history of amenorrhea, mild bleeding, and
abdominal pain. The patient was hemodynamically
stable with a hemoglobin level of 11.2 g/dL and beta
human chorionic gonadotropin (HCG) level of
14444 mIU/mL. Transvaginal ultrasound showed
an empty bulky uterus, normal both adnexa, and
minimal fluid in the POD. She was admitted asa case
of pregnancy of unknown location for observation

and a repeat beta HCG level.

During the coming few hours, her pain
and pulse rate increased. An urgent diagnostic
laparoscopy revealed a hemoperitoneum of around
150 mL, a bulky uterus, and healthy right and left
adnexa [Figure 4].

There was an area of bleeding tissue deep in the
POD of about 3 x 4 cm, which was removed and
sent for histopathology [Figure 5]. The bleeding
area was secured by cauterization and application
of topical hemostatic agents [Figure 6]. Intrauterine
curettage was done to rule out the possibility of
retained intrauterine products of conception. The
tissue retrieved was sent for histopathology.

The patient had an uneventful recovery and
was discharged after 24 hours. Her beta HCG
level dropped to negative in three weeks. The
histopathology of the tissue from the POD revealed
products of conception while that retrieved
from the uterus revealed endometrial tissue with
decidual reaction.

DISCUSSION
The clinical presentation of an abdominal pregnancy
can differ from that of a tubal pregnancy. Although
there may be great variability in symptoms,
severe lower abdominal pain is one of the most
consistent findings.'”> However, the risk factors
for abdominal pregnancy are the same as those for
tubal pregnancy.”® The recent use of progesterone-
only pills and intrauterine devices with a history
of surgery, pelvic inflammatory disease, sexually
transmitted disease, and allergy increase the risk of
ectopic pregnancy.'® The first patient had not been
using any contraception and did not report any
history of other risk factors. However, failure to
conceive for around 15 years might indicate a history

Figure 4: (a) Hemoperitoneum on entering the abdominopelvic cavity by laparoscopy. (b) Healthy left and

right tubes and ovaries.
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Figure 5: (a) ectopic (abdominal) pregnancy seen in the Pouch of Douglas. (b) Retrieved pregnancy.

of pelvic inflammatory disease. The second patient
had a history of recurrent miscarriages attributed to
an earlier diagnosis of polycystic ovary syndrome for
which few courses of progesterone were prescribed
previously to regulate her cycle and enhance the
luteal phase.

Ultrasound, especially transvaginal, remains the
first-line tool for diagnosing abdominal pregnancy.”
Experience, vigilance, clinical correlation, and a
high index of suspicion are of utmost importance
in cases of clinical ambiguity and questionable
findings. In the first case, we were able to diagnose
an abdominal pregnancy with the use of bedside
transabdominal and then transvaginal ultrasound
imaging. The clinical presentation of the patient
was not consistent with the departmental scan
findings, which encouraged the gynecology team to
do their own assessment. MRI provides additional
information in patients who need a precise diagnosis
in cases of ambiguity and can help define the
extent of abdominal and pelvic organs invasion
by the placental tissue, and is not contraindicated

when needed.!¢

Figure 6: Bleeding raw area at the site of the
attachment of the abdominal pregnancy dealt with by
cautery and application of topical hemostatic agents.

Diagnostic laparoscopy can be invaluable in
answering queries when imaging techniques are not
conclusive and the patient’s condition is alarming."”
With our second patient, the primary diagnosis
was pregnancy of an unknown location and, as the
patient was clinically stable, a period of waiting was
suggested hoping to have a spontaneous decline in
the level of beta HCG. However, the patient started
to have increasing pain for which a decision to go for
urgent diagnostic laparoscopy was made. The proper
and swift preparation for surgical intervention can
be lifesaving.

In the first case, the deep attachment of the
placenta to the whole bulk of the left adnexa
indicates that the primary origin is mainly from a
left tubal ectopic. While in the second case, both
adnexa were normal and the pregnancy was early
enough to suggest a primary abdominal pregnancy.
Once abdominal pregnancy is diagnosed, open
laparotomy is usually needed to allow better access
to deal with placental attachment and control the
bleeding.>'® On the other hand, removal of the
placental tissue is less difficult in early pregnancy as is
likely to be smaller and less vascular. For this reason,
laparoscopic surgery should be considered for early

abdominal pregnancy.’*

CONCLUSION
Failure to diagnose abdominal pregnancies can have
grave consequences. Gynecologists need to have a
high index of suspicion and a better understanding
and interpretation of clinical and imaging findings.
Ultrasound examination is the diagnostic procedure
of choice in the rare cases of abdominal pregnancy.
However, diagnosis can be missed if attention was
not paid or if the ultrasonographer is inexperienced.
MRI can be used without hesitation in cases of
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ambiguity. Early reversion to surgery, including

minimally invasive, in cases of diagnostic uncertainty

can be invaluable.
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