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Purpose: To present a rare case of term abdominal pregnancy with live baby.
Observation: A 30-year-old gravida VI para V, all alive, woman who did not remember her 
last menstrual period but was stated amenorrheic for 9 months visited Hiwot Fana 
Specialized University Hospital (HFSUH) with abdominal pain of two weeks duration. 
The woman was diagnosed with a term abdominal pregnancy and underwent a laparotomy. 
The outcome of treatment was a 3200 gm healthy male baby and a total abdominal 
hysterectomy was done.
Conclusion and Importance: Term abdominal pregnancy is an extremely rare type of 
ectopic pregnancy that can cause diagnostic challenges and leads to life threatening condi
tions both before and after diagnosis because of the rupture of major blood vessels.
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Introduction
Abdominal pregnancy is one of the rare and life threatening types of ectopic pregnancy 
which has implanted in the peritoneal cavity outside of the uterus, fallopian tube and 
ovary.1,2 It accounts for 1 per 10,000 births and 1.4% of ectopic pregnancies.3,4 

An abdominal pregnancy is the only type of ectopic pregnancy that can advance 
beyond 20 weeks of gestational age.5 It can be classified as primary and secondary. 
If the fertilization and implantation is in the peritoneal cavity from the outset, it is called 
a primary abdominal pregnancy, while if the abdominal pregnancy happened after tubal 
rupture or abortion or uterine rupture with secondary implantation over the peritoneum 
it is called a secondary type.2,5,6

The diagnosis of an abdominal pregnancy is made with a high index of suspicion 
since they have only vague, nonspecific symptoms and are often missed by imaging.2 

Though, with ultrasound, there is a high possibility of missing an abdominal preg
nancy, it is the first line diagnostic modality for abdominal pregnancy.3

Treatment of an abdominal pregnancy depends on gestational age, location of 
the implantation, placental attachment and hemodynamic stability of the patient.1,5

Case Summary
A 30-year-old gravida VI para-V, all delivered at home vaginally and alive. The last 
delivery was three years back. The women does not remember her last normal 
menstrual period for the current pregnancy, but stated to be amenorrheic for 9 
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months, visited Hiwot Fana Specialized University 
Hospital (HFSUH) with the chief complaint of abdominal 
pain of two weeks duration. She never had antenatal care 
or an ultrasound examination for the index pregnancy. She 
came to the health facility for the first time since the 
conception of the current pregnancy.

She stated that she started to feel a dull aching abdom
inal pain all over the abdomen which later worsened and 
she started to feel shortness of breath. She also experi
enced increased nausea and vomiting and increased fetal 
movement compared to the previous five pregnancies. She 
reported to have had no vaginal bleeding.

On physical examination, she looks malnourished with 
prominent zygomatic bones. Her vital sign were blood pres
sure 120/80 mmhg, pulse rate 90 beats per minutes, tempera
ture 36.9 °C and respiratory rate 20 per minutes. All these 
records showed that the vital signs were within normal limits. 

She has pink conjunctiva and non-icteric sclera. Her respira
tory and cardiovascular examination is unremarkable. On 
abdominal examination, the pregnancy was a term sized, 
with easily palpable fetal parts, transverse lie, and positive 
fetal heartbeat of 152 beats per minute. There is no clear 
border of the uterus nor was there felt any signs of uterine 
contraction. On pelvic examination the cervix is closed, 
posterior and uneffaced.

After admission, the laboratory results showed that her 
hematocrit level was 33% and blood group was O positive. 
Ultrasound findings indicated intra-abdominal viable preg
nancy with gestational age of 37 weeks and 5 days, transverse 
fetal lie, empty uterus, fluid inside the cul-de-sac and Doppler 
evaluation showed vascularization of uterine fundus 
(Figure 1).

Based on the above findings, she was diagnosed to have 
a term intra-abdominal pregnancy and emergency laparotomy 

Figure 1 Ultrasound picture showing empty uterus with fundal vascularization.
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was decided. Three units of blood was prepared as an emer
gency in case excessive bleeding happened. The women was 
counselled on her condition and the possible options of intrao
perative management and complications. Then, after written 
consent was taken, prophylactic antibiotics were given and the 
patient taken to the operation theater. Under general anesthesia 
she underwent a laparotomy. The findings were an intra- 
abdominal pregnancy with intact gestational sac. The placenta 
was attached to the uterine fundus and the omentum. The 
uterus looked normal grossly except the fundal part where 
the placenta covered it. Both tubes and ovaries also looked 
healthy.

Operative Procedure
the abdomen was entered through infra-umbilical mid line 
incision. While peritoneum was opened the membrane rup
tured and meconium stained amniotic fluid leaked and the 
umbilical cord prolapsed (Figure 2). Then the peritoneum 
and membrane were bluntly dissected to deliver a 3200 gm 
male alive baby with APGAR of 7 and 8 at first and fifth 
minutes, respectively (Figure 3). The placenta was attached 
to the omentum and fundus of the uterus getting blood 
supply from both (Figure 4). For this clamping, cutting and 
transfixing of the omentum attached to the placenta was 

done. After the placenta was separated from the omentum 
a total abdominal hysterectomy was done in orderly fashion 
without removing the placenta from the uterus (Figure 5). 
The placenta and the uterus were removed together, hemos
tasis secured, abdomen cleaned and closed in layers. Patient 
was extubated and transferred to a recovery room with stable 
vital signs. The total estimated blood loss was 1200 mL and 
postoperatively she was transfused with two units of cross- 
matched blood and given therapeutic antibiotics. After eight 
days of post-operative stay in the hospital, the mother and 
the baby were discharged healthy.

Discussion
Ectopic pregnancy is a type of pregnancy and is defined as 
implantation of the blastocyst outside of the endometrial 
lining. These implantations can occur inside the tube (tubal 
pregnancy), on the ovary (ovarian pregnancy), inside the 
abdomen (abdominal pregnancy), inside the cervix (cervical 
pregnancy), inside the cesarean scar, … etc. The prevalence 
of ectopic pregnancy is 1–2%. Among all types of ectopic 
pregnancy 95–98% occur inside the uterine tubes.5,7,8

Abdominal pregnancy is an extremely rare but life 
threatening type of pregnancy which is implanted in the 
peritoneal cavity outside of the uterine cavity and fallopian 

Figure 2 Amniotic fluid leaking and cord prolapsing upon abdominal entry.
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tube.1,2 It accounts for 1 per 10,000 births and accounts for 
1.4% of ectopic pregnancies. Abdominal pregnancy is 
usually misdiagnosed as an intrauterine pregnancy during 
antenatal care.2 In the first trimester, it is missed as tubal 
pregnancy and in late trimester it is missed as intrauterine 
pregnancy.1,9–11 Abdominal pregnancies can be classified 
into primary and secondary type based on the primary site 
of the gestational implantation. The primary type of 
abdominal pregnancy is a type of ectopic pregnancy in 
which the blastocyst primary implanted inside the perito
neal cavity while the secondary type of abdominal preg
nancy is initially implanted either in the tube, uterus or 
ovary but later migrates out due to tubal or uterine rupture 
or tubal abortion, then it will be implanted into the peri
toneal cavity.1,10 In 1942, Studdiford introduced the fol
lowing three diagnostic criteria for primary abdominal 
pregnancies. These are; 1. both tubes and ovaries must 
be in a normal condition with no evidence of recent or 
remote injury, 2. no evidence of utero-peritoneal fistula 
should be found; and 3. the pregnancy must be related 
exclusively to the peritoneal surface and be early 
enough.12 In this case though the bilateral tube and ovary 
looked normal, the placenta is attached and getting blood 

supply from both the omentum and fundus of the uterus. 
For this reason this patient can be diagnosed as the sec
ondary type of abdominal pregnancy.

Though the exact etiology of primary abdominal preg
nancy is unknown there are different risk factors identified. 
These include tubal damage, pelvic inflammatory diseases, 
multi-parity, in vitro fertilization, and others. In the current 
patient, except multi-parity, there were no identified risk 
factors.1

Diagnosis of extra uterine pregnancy is not easy and 
a high index of suspicion is very important to diagnose 
ectopic pregnancy.2,10,13 Based on the clinical feature of 
amenorrhea, abdominal pain and vaginal bleeding one can 
suspect ectopic pregnancy.10 Tubal pregnancy, which is the 
commonest type of ectopic pregnancy, usually rupture or 
abort in early trimester and are diagnosed early. However, 
abdominal pregnancy is the only ectopic pregnancy that 
can advance and reach term. In this patient, she did not go 
for an ANC for the current pregnancy and it continued to 
term.

To reach a diagnosis, in addition to clinical suspicion, 
imaging, especially ultrasound, is very important. The 
ultrasound features of abdominal pregnancy include: 

Figure 3 Live baby and placenta attachment to the omentum.
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A. An absence of myometrial tissue between the maternal 
bladder and the pregnancy, abdominal wall and pregnancy. 
B. An empty uterus. C. Poor definition of the placenta. 
D. Oligohydramnios. E. Unusual fetal lie.1,14 In our case 
the ultrasound findings are similar to the ones indicated 
above. Rarely magnetic resonance imaging (MRI) can be 
used for the diagnosis of abdominal pregnancy.10,15

Abdominal pregnancy is associated with life threa
tening complications both to the mother and fetus. It 
may lead to fetal and maternal death if there is intra 
peritoneal bleeding due to vascular rupture.13,16 Once 
diagnosis is made treatment depends on gestational 
age, hemodynamic stability and site of implantation 
inside the peritoneal cavity.17 In early trimester laparo
scopic management, vascular embolization and feticidal 
are possible management options. In a late trimester 
laparotomy is the main stay of management.1 The 
fetus can be delivered easily but the decision about the 
management of the placenta should be made cautiously 
since removal of the placenta may cause torrential 

bleeding and maternal death.1,13,18 Removal of placenta 
should only be tried if attachment is simple and easy to 
remove.10,17 In this woman, the placenta was attached to 
the omentum which was easily separated and it was also 
attached to the fundus of the uterus so a hysterectomy 
was done en bloc with placenta. If the placenta is 
attached to major vessels or pelvic side wall it is recom
mended to leave the placenta in situ and give metho
trexate. If the placenta is left in situ the placenta may 
become necrotic and super infected increasing the risk 
of abscess formation and sepsis so post-operative follow 
up is very important.1,19

Conclusion
Term abdominal pregnancy is a rare but life-threatening 
ectopic pregnancy that needs a high index of suspicion 
for diagnosis, a good plan and adequate preparation for 
surgery is very important to prevent maternal and fetal 
death.

Figure 4 Picture showing placental attachment to fundus of the uterus.
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Patient Consent
Informed written consent has been obtained from the patient 
for all case details and images published. No institutional 
approval was required for the publishing of this case report.
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Figure 5 Figure showing vaginal stump after hysterectomy.
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