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Abstract

Background: Abdominal pregnancy is a variety of ectopic pregnancy with
intraperitoneal implantation exclusive of tubal, ovarian or intraligamentous pregnancy.
Abdominal pregnancy is very rare with a frequency directly related to the frequency of
ectopic gestations in the population. The worldwide incidence ranges from 1:1320 to
1:10200 births. Objective: To report a case of abdominal pregnancy in the South-South
region of Nigeria and highlight the clinic-radiological diagnosis of this condition.
Methodology: The medical record of the patient was reviewed then literature of the
relevant subject was medline searched. Case Report: A 30- year old primigravida
presented to the Central hospital Ughelli in the South- south Zone of Nigeria for ANC at
12weeks gestation by date and complained of recurrent paraumbilical pains of 2 months
duration. Clinical examination revealed stable vital signs but the uterus was not
palpable. An obstetric scan done later showed a singleton inactive fetus, extra-uterine in
location. Other significant findings were oligohydramnios and an extra-uterine placenta.
The G.A was 22 weeks 1day +/- 14 days . An impression of abdominal pregnancy with
fetal death was made. Radiology is central in the definitive diagnosis. Ultrasonography
is recommended as a rapid non-invasive method to aid in diagnosis. The classic finding
is an empty uterus separate from the fetus (100% of cases diagnosed). At emergency
laparatomy the findings included a dead fetus attached to the greater omentum.
Conclusion: The diagnosis of advanced abdominal pregnancy by ultrasound is vit
avert morbidity / mortality.
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Introduction

Abdominal pregnancy is a variety of ectopic Areeort from Afikpo, Nigeria by Sunday-Adecoye
pregnancy with intraperitoneal implantation et al’ places the frequency at 34 per 100,000
exclusive of tubal, ovarian or intraligamentous deliveries, while from UCH Ibadan, Ayinde et al®
pregnancy.” reported anincidence

Abdominal pregnancy is very rare with its ratio of 1 in 654 deliveries accounting for 4.3% of
frequency being directly related to the frequency of  ectopic pregnancies.

ectopic gestations in the population. About 1-2% of
all pregnancies are ectopic and abdominal Abdominal pregnancy is classified into 2 types;
pregnancy is much more uncommon accounting
for 1-4% of all ectopic pregnancies’. The worldwide
incidence ranges from 1:1320 to 1:10200 births.*

Primary and Secondary abdominal pregnancy. A
primary abdominal pregnancy refers to a
pregnancy that implants directly in the abdominal
cavity. It is a rare phenomenon with only 24 cases
reported in world literature as at 2007.* Secondary
abdominal pregnancy is more common. It occurs
when a pregnancy initially occurs in the tube and
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In the USA, there is an estimated 10.9 abdominal
pregnancies per 100,000 live births and 9.2 per 1000
ectopic pregnancies.’
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latter on tubal abortion occurs and the fetus
implants in the peritoneal cavity.! Advanced
abdominal pregnancy is defined as a pregnancy of
over 20 weeks gestation with a fetus living or
showing signs of having once lived and developed
in the mother's abdominal cavity.” Advanced
abdominal pregnancy is rare and accounts for 1 in
25,000 pregnancies.’

Risk factors for abdominal pregnancies are the
same as for ectopic pregnancy and include
infertility, previous pelvic infections (PID) with
tubal damage, congenital anomalies,
endometriosis, previous ectopic pregnancy,
assisted reproductive techniques and
multiparity.”™" Cocaine use has recently been
determined as a risk factor for abdominal
pregnancy. Audin et al” analysing the risk factors of
55 cases of abdominal pregnancy found that
cocaine use correlated with a 20% rate of increase in
the incidence of abdominal pregnancy compared
with a 70% decrease in the “before cocaine” time
period.

The diagnosis of abdominal pregnancy requires a
high index of suspicion. Clinical history, physical
examination, laboratory and ultrasonographic
features are all non-specific'’. While historically
plain abdominal X-ray, hysterosalpingography has
been used to make a diagnosis of abdominal
pregnancy, sonography is currently the most
effective method for diagnosing an abdominal
pregnancy. Recently MRI has started to play a role
in diagnosis of abdominal pregnancy as it can
provide images in multiple planes without the use
of ionizing radiation.”

While the sonographic diagnostic error is between
50-90%"*, Allibone ¢t al” stated the major criteria for
the sonographic diagnosis of abdominal pregnancy
to include demonstration of a fetus in a gestational
sac outside the uterus, or the depiction of an
abdominal or pelvic mass identifiable as the uterus
separate from the fetus; failure to see a uterine wall
between the fetus and urinary bladder; recognition
of a close approximation of the fetus to the maternal
abdominal wall and localization of the placenta
outside the confines of the uterine cavity.

The optimum treatment of abdominal pregnancy is
unknown.” Potential treatments consist of surgery
with removal of the

regnancy via laparoscopy or

laparatomy, use of methrotexate, embolization or
combinations of these. The choice is largely
dictated bv the clinical situation.” If the fetus is
dead, surg;ical intervention is generally indicated
owing to the risk of infection and DIC. Some
clinicians however recommend a period of
observation of 3 to § weeks to allow atrophy of
placental vessels to occur.” If the fetus is alive and
pregnancy is less than 24weeks, immediate
operative intervention is indicated. After 24 weeks
there is debate as to the usefulness of careful
watching (conservative management) to bring the
baby to viability"*i.e. 34-36 weeks.

The management of the placenta is still a matter of
debate.” Complete removal of the placenta is
advocated when the blood supply can be identified
and careful ligation performed.” The placenta can
be left insitu if there is possibility of excessive
haemorrhage for natural regression with USS
monitoring. This has however been associated
with complications like ileus, peritonitis, abscess
formation, prolonged hospital stay and fever.”

The introduction should be reduced to 2 pages
avoiding some of the things that ought to be in the
discussion.

Objective: To report a case of abdominal cyesis in
the South-South region of Nigeria and highlight
the clinic-radiological diagnosis of this condition.

Case Report
Mrs K.E, a 30-year-old primigravida who
presented to the Central hospital Ughelli in Delta

USS sho

wing the placenta separate from the uterus
I'he femur length was 3 44cm which corresponded to

2 woee p
22 weeks Tday +/- 14 davs of age (image 2).

Kanem Journal of Medical Sciences| page 20 " 2011; 5(1):19-24




Research Paper: CASE REPORT : AgiCetal

e g

R Supe )

Image 2. USS showing foetus lying transversely in
abdomen. The uterus was seen to be bulky,
anteverted and empty with normal myometrial
echotexture.

The endometrium showed decidual reaction (image 3).

USS showing the uterus separate from the placenta
and relationship to bladder

e —— e e e s e e d

Irmage 4. USS showing relationship of fetus to anterior
Abdominal wall, liver and kidney

state for ANC registration on the 23/4/10 and
complained of recurrent paraumbilical abdominal
pain of 2months duration.

Her L.M.P was 17/1/2010 and was therefore 12
weeks by date with an ED.D of 24/8/2010 on
presentation. It was her first pregnancy after a
marriage of 5 years duration in a polygamous
setting. She had no history of contraceptive use in

Image 5. USS showing the fetal skull with positive
spalding's sign

the past or any history of previous operation.
There was history of intermittent lower abdominal
pain and vaginal discharge in the past. However
there was no history of assisted reproductive
technique usage.

On booking her general condition was satisfactory.
Her vital signs were stable but the uterus was not
palpable.

Laboratory investigations showed normal PCV
(36%), HB (12mg/dl) and urinalysis. She was then
placed onroutine drugs.

She returned for her ANC visit 6 weeks latter and a
request for a routine obstetric scan was made. On
12/7/2010 she had an obstetric scan done which
showed a singleton inactive fetus lying
transversely in the upper abdomen outside of the
uterus in close approximation to the maternal
anterior abdominal wall. The head was to the
maternal left with no cardiac pulsation noted.
There was marked oligohydramnios with the
placenta lyving outside the uterus inferior to the
fetus (image 1).
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An impression of abdominal pregnancy Wit}:l fetal
death was made. Patient was immediately
admitted at the Central hospital Ughelli as a result
of the ultrasonographic diagnosis.

She had an emergency laparatomy on the
14/7/2010 and the findings included a dead fetus
attached to the greater omentum(images 4 and 5).
The placenta was noted to be outside of the uterus

in an inferior position to the fetus and attached to
theright broad ligament.

The fetus showed signs of maceration witha talipes
equino-varus deformity of both feet. The fetus was
extracted from the abdominal cavity and the
placenta removed intact with haemostasis being
secured. Her estimated blood loss was 500mls and

she had only 1 pint of intraoprative blood
transfusion.

The post-operative condition was satisfactory. She
made good recovery and was discharged on the
10" day post surgery after stitches were removed.

Discussion
The occurrence of this case of abdominal
pregnancy in Ughelli is not unexpected. While
relatively rare, the incidence of abdominal
pregnancy appears to be increasing in developing
countries.”” In a review of 163 cases reported in
world literature from 13 countries since 1946,
Nunyalulendho et al,’. determined that one
advanced abdominal pregnancy occurred for
every 8099 hospital deliveries. They also noted that
theincidence was19% higher in non-industrialized
countries than in industrialized countries. They
therefore concluded that a physician working in a
remote district (e.g Ughelli) with an active
maternity service should expect to encounter
several cases of advanced abdominal pregnancy
during his or her working lifetime.
While the risk factors for abdominal pregnancy are
the same as that for ectopic pregnancy, the higher
incidence in developing countries may be as
result of the high frequency of PID in these
It is instructive to note that our patie
history of infertility and
the past.

a
areas."

nt had 3
possible recurrent PID in

The early diagnosis of abdominal pre
is made based on history, physica

gnancy which
| examination
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and imaging is frequently difficult” Clinical
findings are extremely variable and pre—ope]rgative
diagnosis is missed in a high number of cases.

Common clinical presentations include persistent
abdominal pains as was seen in this case repor,
being the commonest presenting symptom. Other
clinical features include painful fetal movements,
weight loss, vaginal bleeding, easily felt fetal parts,
uneffaced cervix, abnormal fetal positions, failed
induction and low haemoglobin. An elevated
maternal serum alpha fetoprotein level has been
associated with abdominal pregnancy particularly
those with more extensive visceral implantation.”
Our patient did not have her alpha fetoprotein
levels checked as the testis not available in Ughelli.

Sonography is recommended as a rapid non-
invasive method to aid in diagnosis. Stanley ef al™
in an evaluation of 20 proven cases of abdominal
pregnancy to determine the frequency of specific
abnormalities associated with this condition found
identification of an empty uterus separate from the
fetus as the most frequent and reliable sonographic
finding. This was seen in 90% of the patients. In
most cases the abdominal pregnancy was cephalad
to the uterus with downward displacement and
compression of the uterus and bladder. The second
most frequent finding was an extrauterine placenta
(75%). This was less frequent because the pl

was poorly visualized or not seen in 25%
Other findings detected b

oligohydriaminos (45%)

acenta
of cases.
y Stanley et al included
. identification of fetal
parts in close proximity to the maternal anterior
abdominal wal] (25%), failure to identify
myometrium between feta] head and maternal
bladder (15%), failure to identify myometrium
between placenta and maternal bladder (15%),
abnormal lie (25%), the presence of maternal bowel
gas blocking visualization of the fetus (25%) and
presence of maternal peritoneal fluid (ominous
sonographic sign 10%). The final sonographic sign
was theappearance of a pseudo “placenta praevia”
Itis instructive to note that many of these findings
Were present in our patient viz- (1) uterus and fetus
SCparate (2) ¢ctopic placenta (3)
f)lagohydriamnious (4) abnormal lie (5) fetal parts
In close proximity tlo maternal
wall (6) failure 16 visu
placentaand bladde

anterior abdominal

alize myometrium between
rwall,
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While the treatment of abdominal pregnaney
depends on the clinieal situation, our patient had
nmediate Laparatomy as the fotus was already
dead and complete removal of the placenta at its
attachments did not envisage severe haemorrhage,
Abdominal pregnancy s associated with a high
maternal mortality with reported rates of 0.5-18%.
The major cause of this being  massive
haemorrhage, which may occur during pregnancy,
surgery or in the post-operative period. Other
causes  of maternal morbidity /mortality are
infection, anacmia, DIC, pulmonary embolism and
the formation of a tistula between the amniotic sac
and intestine caused by penetration of fetal bone' It
is also associated with a high perinatal mortality
rate of 80-95%." A report from the USA puts the
maternal mortality rate at 5.1% per 1000 cases’
while in Tanzania the perinatal mortality rate was
87.5% with a maternal mortality rate of 6.4%."
Avinde ¢t al reported perinatal and  maternal
mortality rates of 92.9% and 7.1% respectively from
UCH Ibadan.”

Babies of abdominal pregnancy often have birth
defects due to compression in the absence of the
amniotic fluid buffer. The rate of malformation and
deformation is estimated to be about 21%.™ Typical
deformations are facial and cranial asymmetries
and joint abnormalitics and the most common

malformations are limb defects and central

. A\
nervous systcm malformations.

Our patient had a talipes equino-varus deformity.
The sonographic diagnosis of ubdumiiml
pregnancy is extremely difficult. Atrash et al” in
their analyses of 5221 abdominal pregnancies in
the USA found only 1 of 9 women who reached the
hospital alive had an accurate pre-operative
diagnosis. Sunday-Adcoyeet al’ in their analyses of
20 cases in Afikpo found 50% rate of missed
diagnosis while Ayinde ¢t al* analyses of 14 cases
overa 10 year period in UCH Ibadan found that the
pre-operative diagnosis was possible only inhalf of

the cases.

Conclusion
The pre-operative diagnosis of advanced

abdominal pregnancy by ultrasound as in our case
is unique and this presentation serves to increase
the awareness and knowledge of this ominous and
sometimes devastating problem. There is also the

need to do
possible.

pelvic/obstetric scans as carly as
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