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Abstract 
Introduction: The abdominal pregnancy is a rare pathology that can threaten 
the vital prognosis of the mother. The positive diagnosis is difficult to estab-
lish. It is most often made in an acute context, leading to a high fetomaternal 
morbidity and mortality. Our objective is to recall the diagnostic approach 
and optimal management of this condition. Case report: We present the case 
of an abdominal pregnancy at 18 weeks of amenorrhea with partial placental 
abruption in a 26-year-old patient who presented with abdominal pain in 
emergency obstetrical department of university hospital center of Agadir. The 
ultrasound revealed the presence of an evolving abdominal pregnancy. The 
MRI allowed precisely the localization of the placenta and its relationship 
with the surrounding organs. A laparotomy revealed the insertion of the pla-
centa on the right adnexa. The right adnexectomy allowed removal of the 
placenta without incident. Conclusion: Abdominal pregnancy is difficult to 
diagnose. It is essential to be well informed about the clinical and ultrasono-
graphic semiology of this pregnancy, in order to avoid operative surprises and 
to ensure the appropriate treatment. 
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1. Introduction 

Abdominal pregnancy is a very rare form of ectopic pregnancy, which develops 
in the peritoneal cavity [1]. The incidence is estimated at 1/10,000, which represents 
approximately 1% of all ectopic pregnancies [2] [3]. The potential implantation 
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sites include the uterine serosa, omentum, pelvic wall, broad ligament, posterior 
cul-de-sac, abdominal organs (spleen, bowel, liver), pelvic vessels, and diaph-
ragm [4] [5].  

Maternal morbidity and mortality rates are high, largely due to hemorrhage 
from placental abruption. 

The management of abdominal pregnancies depends on gestational age and 
the site of placental insertion. 

We describe the case of an abdominal pregnancy discovered at 18 weeks of 
amenorrhea and successfully treated by laparotomy in emergency obstetrical 
department of university hospital center of Agadir.  

Our objective is to recall the diagnostic approach and optimal management of 
this condition. 

2. Case Report 

A 26-year-old woman, primigravida nulliparous, was referred to our unit at 18 
weeks of gestation. No contraception was used in the past and no particular 
personal history was founded in anamnesis. 

The patient was presented with the abdominal pain that began abruptly with-
out associated vaginal bleeding. She had undergone an ultrasound, which con-
cluded that she had an evolving intrauterine pregnancy with a pelvic mass. 

On physical examination, the patient was apyretic; her hemodynamic status 
was stable with a heart rate of 81 bpm, blood pressure of 110/80, temperature of 
37.1˚C. Her abdomen was distended and tender. The cervix is closed. 

An abdominal ultrasound on admission showed an evolving monofetal ab-
dominal pregnancy consistent with gestational age, a normal empty uterus, and 
a fluid effusion in the Douglas cul-de-sac. The placenta was posterior, but its 
margins were not well visualized (Figure 1). 

 

 
Figure 1. Abdominal ultrasound - Abdominal pregnancy with empty 
uterus and poorly visualized posterior placenta. 
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The MRI showed an intraperitoneal gestational sac located in the left flank. 
The placenta was located posterolateral to the gestational sac, with insertion on 
the posterior peritoneum and on the left uterine horn. There was no evidence of 
other organ involvement (Figure 2). 

The patient benefited from a peripheral venous route; laboratory parameters 
were hemoglobin concentration 9 g/dl and hematocrit 30%, total white blood 
cells of 9000/mm3 and normal platelet count. Blood group and Rh was O posi-
tive. Blood urea, serum electrolytes and coagulation profiles were within normal 
limits.  

A laparotomy with midline vertical incision was performed and showed: 
- An oval fetal sac (26 × 20 cm) implanted directly into the abdominal cavity 

with an uterus of normal volume, lateralized to the right, the right adnexa well 
individualized and macroscopically normal, the left tube is normal, hemoperi-
toneum estimated at 800 ml. 

- The placenta is connected to the left ovary, behind the tube, by a 2 cm long 
vascular formation; the left ovarian artery was one of the main feeding vessels of 
the placenta. The rest of the sac adheres loosely by veils to the abdominal wall 
and omentum. 

 

 
 

 
Figure 2. Pelvic MRI - Intraperitoneal gestational sac, ectopic in the left 
flank. Placenta posterolateral to the gestational sac. 

https://doi.org/10.4236/ojog.2022.121004


A. El Farouqi et al. 
 

 

DOI: 10.4236/ojog.2022.121004 36 Open Journal of Obstetrics and Gynecology 
 

These adhesions are easily cleaved by hand. The fetus, which was superior to 
the uterus, was first removed through a large incision in the amniotic sac, away 
from the placenta. This one was partially detached from the posterior perito-
neum, but still attached to the left adnexa and ovarian vessels. The absence of 
invasion of the large vessels or the intestinal tract is noted. 

The gestational sac was then extracted, the placenta was removed after a left 
adnexectomy and the hemoperitoneum was aspirated. 

The bowel and others intraabdominal organs were examined, no damage was 
detected. 

Post-operative recovery was uneventful and the patient was discharged on 7th 
post-operative day and the follow-up of the patient was without anomaly; on the 
4 months follow up visit she’s healthy. 

3. Discussion  

Abdominal pregnancy is a very rare entity [6]. The main complications are 
bleeding, infections, anemia, coagulopathy, pulmonary embolism and gastroin-
testinal fistulas [7]. 

The main risk factors are ectopic pregnancy, tubal lesions, pelvic inflammato-
ry disease, endometriosis, assisted reproductive techniques and multiparity [8] 
[9] [10].  

There are 2 types of abdominal pregnancies related to physiopathological 
mechanism: [11] [12]. 

- Secondary abdominal pregnancies, the most frequent, result from tu-
bo-abdominal abortion or rupture of a tubal pregnancy. 

- Primary pregnancies are due to the implantation of the fertilized ovum in 
the peritoneal cavity due to delayed ovulation. 

Our case can be classified as a primary abdominal pregnancy because the ute-
rine body and the tubes are intact. 

Clinical signs of the abdominal pregnancy are not specific. The diagnosis is 
not always easy. 50% of diagnoses are incorrect [1] [13] [14] and only 45% are 
diagnosed preoperatively [6]. Advanced abdominal pregnancies have been dis-
covered after failed induction of labor [15].  

Several symptoms help guide the diagnosis [3] [6] [16] [17] [18]. Abdominal 
pain is the most common symptom, concomitant with fetal movements with or 
without vaginal bleeding. The gastrointestinal symptoms are seen in 70% of cas-
es. 

Abnormal fetal presentation, easily palpable fetal parts, and a displaced cervix 
(40%) [2] [6] [14] [18] should raise a suspicion. 

Acute form due to intraabdominal bleeding with several abdominal pain and 
shock has also been reported. 

Imaging is used to confirm the diagnosis, to locate the placenta and to study 
its vascularization [9] [19] [20]. 

Ultrasound is the primary means of diagnosis. It is limited by many factors, 
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including maternal obesity, meteorism, and the operator’s experience. 
The ultrasound shows the presence of a fetus outside the uterus, the absence 

of the uterine wall between the bladder and fetus, ectopic location of the placen-
ta, oligohydramnios, fetus adjacent to the mother’s abdominal contents, abnor-
mal fetal presentation, and the absence of amniotic fluid between the fetus and 
placenta [21] [22]. 

The diagnosis in our case was obtained by the ultrasonography which showed 
suggestive signs, such as uterine vacuity and gestational sac not surrounded by 
the myometrium, located above the uterus with an abdominal effusion most 
probably related to hemoperitoneum. 

Magnetic Resonance Imaging (MRI) is a very useful tool for identifying the 
placental implantation site, its feeder vessels, and its relationship to the large 
vessels, intestine, or other vital structures [23] [24].  

In our patient, MRI was used to locate the placental insertion and its rela-
tionship to the surrounding organs. 

The fetal prognosis is poor, with a mortality rate of 80% to 90%, related to de-
fective vascularization of the placenta, hypotrophy, and fetal malformations [1] 
[14] [18] [21]. at 90% of surviving fetuses have severe congenital malformations 
secondary to oligohydramnios and vascular disturbances [25] [26] [27] [28]. 

The maternal prognosis depends on the delay in diagnosis and the attitude 
taken towards the placenta, and maternal mortality is high. The rate varies in the 
literature from 0.5% to 20% [1] [6] [14] [16] [18] [28] [29]. 

Maternal morbidity and mortality are secondary to severe hemorrhage, occlu-
sive syndrome, fistulas or disseminated intravascular coagulation [14] [16]. 

The optimal treatment of abdominal pregnancy is not defined. There are 
many therapeutic options depending on intraoperative exploration and gesta-
tional age. 

Surgical option is the mainstay of treatment. The laparotomy should be per-
formed through a midline incision [14]. It is advisable to make the incision in 
the amniotic sac as far away from the placental insertion as possible and large 
enough to remove the fetus without trauma [30].  

The dilemma is how to deal with the placenta, which depends on the site of its 
insertion. The ideal treatment of the placenta is debated. Removal of the placenta 
remains the rule whenever possible; if it is possible to ligate the feeder vessels, if 
the diagnosis is early in pregnancy, or in cases of fetal death of more than four 
weeks [14], the removal of the placenta is associated with the best postoperative 
outcome, with fewer complications [6] [14] [16] and fewer reoperations [31] 
[32]. The procedure consists of the initial ligation of the placental vessels before 
its removal [18]. 

In a review of 225 cases reported in the literature, the average blood loss was 
1450 ml (range 50 - 700 ml), so it is necessary to perform preoperative arterial 
embolization with the presence of a multidisciplinary surgical team [33] [34]. 

Sometimes the removal of the placenta is not possible because of massive vas-

https://doi.org/10.4236/ojog.2022.121004


A. El Farouqi et al. 
 

 

DOI: 10.4236/ojog.2022.121004 38 Open Journal of Obstetrics and Gynecology 
 

cular invasion or insertion on a noble organ [5] [35]. In this case, any attempt at 
extirpation exposes the placenta to massive hemorrhage that may damage the 
organ site of insertion [5] [35] [36] [37]. In this case, it is permissible to leave the 
placenta in place by cutting the cord as short as possible and to institute close 
monitoring to identify potential complications [38] [39]. 

Some authors advise against leaving the placenta in situ because this attitude 
is responsible for a high rate of complications (50%) [6] [27]: secondary he-
morrhage, coagulopathy, intestinal obstruction, infection, peritonitis, prolonged 
hospital stay, and the need for a second surgical intervention [6] [16] [27]. In the 
case of fetal death, some recommend delayed extraction to allow for vessel atro-
phy [40]. This decision is controversial because of the high risk of coagulopathy 
and infection [6] [27] [41]. In case of profuse hemorrhage, in addition to resus-
citative measures, it would be useful to perform embolization associated with 
manual pressure, sutures, or epiploic grafting. In this case, it is necessary to pre-
serve the vascularity of the surrounding organs [6]. 

In our case, the placental insertion was only on the left adnexa and on the 
posterior peritoneum away from the large vessels, which allowed complete re-
moval after left adnexectomy.  

If the placenta is left in place, other measures may be combined to facilitate 
placental resorption, including methotrexate treatment or embolization [6] [14] 
[16] [42]. Physical examination, Ultrasound, inflammatory changes and beta hcg 
levels can guide in monitoring the process of placental resorption. 

Human chorionic beta-gonadotropin levels can regress in 4 months, with an 
average of about 50 days [27] [43]. The placental resorption can sometimes take 
up to years [27].  

Methotrexate can be used in the postoperative period to accelerate placental 
resorption. However, its use is controversial, with some believing it to be useful 
in accelerating placental resorption, while others do not recommend its use, be-
cause of the rapid degradation of the placenta, which is responsible for the ac-
cumulation of necrotic tissue with a major risk of sepsis [27] [44]. Other authors 
suggest that methotrexate could be used at lower doses to prevent rapid destruc-
tion of the placenta and accumulation of excess necrotic tissue [45]. 

Vessel embolization can be performed before surgery [44] [46] and after sur-
gery in case of postoperative hemorrhage [46]. 

There is a role for conservative management in select cases [6] [18] [40], di-
agnosed above 24 weeks, in order to achieve viability this is only possible; in the 
absence of fetal malformation, in the absence of maternal or fetal decompensa-
tion, when placental implantation low in the abdomen away from the liver or 
spleen, adequate amniotic fluid and in centers where there are facilities for close 
inpatient monitoring [30] [47]. The laparotomy can be scheduled at 34 weeks of 
amenorrhea if there are no complications. 

4. Conclusions 

We present here a rare case of abdominal pregnancy diagnosed at 18 weeks of 
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amenorrhea. The clinical and radiological evaluation allowed us to define the 
placental implantation preoperatively. Fetal extraction and complete removal of 
the placenta was possible without incident. 

Abdominal pregnancy is often difficult to diagnose with a high risk of feto-
maternal morbidity and mortality. Late diagnosis and the possibility of noble 
organ involvement increase complications. However, the early diagnosis offers a 
better prognosis. Any obstetrician must think about it when faced with evocative 
clinical and ultrasound semiology and ensure optimal management. 
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