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Early Abdominal Pregnancy Diagnosis and Management- A Case Report
 *Podder S1, Saha DK2, Akter N3, Khatun R4

Abstract 
Abdominal pregnancy is a rare type of ectopic pregnancy associated with a high mortality rate. Abdominal pregnancies constitute approxi-

mately1% of all ectopic pregnancies. Mortality rates are 7.7 times higher than in tubal pregnancy, and 89.8 times higher than in pregnancy. 

Because of the rarity and associated mortality of abdominal pregnancies, early diagnosis and early recourse to intervention is paramount. 

Clinical features vary based on site and gestation at presentation. Ultrasound remains the primary means of diagnosis. Surgical intervention 

is the ideal best option for the treatment. We reported this case to study, diagnosis, management and outcome of abdominal pregnancy.

Background
Abdominal pregnancy is a rare form of ectopic 
pregnancy with high morbidity and mortality. 
There are a limited number of case reports of 
abdominal ectopic pregnancies. An abdominal 
ectopic pregnancy is a pregnancy that occurs 
outside of the uterus and instead in the abdominal 
cavity. Common forms of placental implanta�on in 
abdominal pregnancies include a�achment on 
reproduc�ve organs with subsequent rupture into 
the peritoneal cavity, as well as direct a�achment 
to uterine serosa, omentum, bowel and 
mesentery. Abdominal ectopic pregnancies 
increase the risk of fatal intraperitoneal hemor-
rhage. Therefore, it is important to diagnose and 
effec�vely manage this rare type of pregnancy in 
order to reduce morbidity and mortality.1 Abdomi-
nal pregnancy is an ectopic pregnancy where the 
fetus and placenta is implanted in the peritoneal 
cavity. Implanta�on in the ovary, tubes and broad 
ligaments are not considered as abdominal preg-
nancy by several experts. Mul�parity, tubal 
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damage due to pelvic inflammatory disease and 
endometriosis and previous tubal surgery are risk 
factors just like for any other ectopic pregnancy. 
Smoking is also a significant risk factor. In more 
than half of the cases, no obvious risk factor might 
be detected.2 The recent use of progesterone only 
pills and intrauterine device with history of 
surgery and sexually transmi�ed disease increases 
the risk of ectopic pregnancy.3

A 26 year old lady with no past significant medical 
or surgical history, para 1, delivered by caesarean 
sec�on 4 years back and history of 1 spontaneous 
abor�on 2 years back, presented to the Gynae 
OPD of Ad-din Sakina Women’s Medical College 
Hospital, Pulerhut, Jashore with the C/O- spo�ng 
and bleeding per vagina associated with severe 
abdominal pain for 1 day. Her menstrual period 
was regular and her last menstrual period was on 
20/12/24. Now she is 6 weeks pregnant. She 
performed UPT at home and became posi�ve. 
Upon arrival in hospital, she was conscious and 
oriented but she was severely anemic, her 
temperature was 36.9, respiratory rate was 
14/min, heart rate was 100b/min, blood pressure 
was 90/60 mm of hg.

Emergency ultrasound was done and revealed 
huge intra peritoneal fluid with complex lesion in 
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Photographs showing Ectopic scar adherent to 
the side wall of the transverse colon.
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le� para umbilical region. Blood biochemistry and 
hematology report showed hemoglobin 10.5 
gm/dl, WBC- TC was 9.99×109/L, platelet count 
was 83x 109/L, blood group was B posi�ve, blood 
urea, serum electrolyte and coagula�on profile 
were within normal limits. 

A�er admission, she was counselled about the 
diagnosis and plan of management. All the possi-
ble complica�ons were discussed with the 
pa�ent. Wri�en consent was taken and the 
pa�ent was prepared for emergency surgery. A 
laparotomy was planned. The general surgeon 
kept informed. Adequate blood and blood prod-
ucts were kept ready.

A laparotomy with midline ver�cal incision was 
performed on 4th February 2024 at 4.15 pm. A�er 
opening the abdomen huge blood was found in 
the peritoneal cavity which was sucked out, 
peritoneal washing was given with normal saline. 
Uterus, both fallopian tubes and ovaries found 
normal. Ectopic sac was implanted on the side of 
the transverse colon which was dissected careful-
ly. The omentum had hemorrhagic areas which 
were secured with addi�onal sutures and cautery. 
The bowel, others intra-abdominal organs, 
ureters were all thoroughly examined; no damage 
or bleeding anywhere was detected, thorough 
warm saline wash given. An intraperitoneal drain 
was le� and abdomen closed in layers. Intraopera-
�ve blood loss was es�mated to be around 700 
ml. Sac was sent for histopathology. 

Post opera�vely she had a smooth, uneven�ul 
recovery. An ultrasound was repeated on the 3rd 
day which showed a normal pelvi-abdominal 
cavity and no intraperitoneal collec�on. She was 
discharged home on the fourth day with a follow 
up appointment in 4 weeks with histopathology 
report.
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Discussion

Early abdominal pregnancy is one that presents at 
or before 20 weeks of gesta�on. Abdominal preg-
nancy can also be classified as primary or second-
ary depending on the implanta�on site. 

PRIMARY ABDOMINAL PREGNANCY: This form is 
excep�onal, the fer�lized ovum implants directly 
on the peritoneal surface. The diagnosis is based 
on the following criteria defined by studdiford: 
normal fallopian tube and ovaries, absence of 
retroperitoneal fistula, and pregnancy that is 
a�ached only to the peritoneal surface and is 
diagnosed early (less than 12 weeks of amenor-
rhea), excluding the possibility of secondary 
abdominal pregnancy. The implanta�on site is 
variable, it can be pelvic (rectouterine pouch, 
fundus or posterior side of the uterus), abdominal 
(diaphragm, liver, spleen, omentum) or even retro-
peritoneal.

SECONDARY ABDOMINAL PREGNANCY: Is the most 
common form. It can result from tubal rupture or 
from a tubo-abdominal abor�on .It can also be a 
consequence of an intrauterine pregnancy a�er a 
rupture of a hysterotomy scar, or a uterine perfora-
�on or a rupture of rudimentary horn.4

Abdominal pregnancy can be classified as early or 
late based on the gesta�onal age at which they 
present. The clinical presenta�on is extremely 
variable and the diagnosis of early abdominal 
ectopic pregnancy (EAP) is complex. As there are 
no pathognomonic symptoms of abdominal preg-
nancy that dis�nguish it from tubal pregnancy, it 
requires a high index of suspicion. It is not uncom-
mon to diagnose EAP for the first �me at laparoto-
my or laparoscopy performed for tubal ectopic 
pregnancy, and on occasion more than one 
laparotomy/laparoscopy may be required before 
the diagnosis is eventually made. A subop�mal 
increase in serial human chorionic gonadotrophin 
(b-hCG) �tres is not sufficient to make the diagno-
sis of any ectopic pregnancy, including EAP. The 

tool of choice for diagnosis is ultrasound, but 
dis�nguishing an EAP from other variants of ectop-
ic pregnancy remains difficult. Only 50% accuracy 
can be expected for the diagnosis of EAP when 
ultrasound is used along with clinical evalua�on. 
Ultrasound features to aid diagnosis of EAP were 
suggested by Allibone et al. These include, a) 
demonstra�on of a fetus in a gesta�onal sac 
outside the uterus, or the depic�on of an abdomi-
nal or pelvic mass iden�fiable as the uterus sepa-
rate from the fetus, b) failure to see a uterine wall 
between the fetus and urinary bladder, c) recogni-
�on of a close approxima�on of the fetus to the 
material abdominal wall and, d) localiza�on of the 
placenta outside the confines of the uterine cavity. 
As with all types of ectopic pregnancy, medical 
management of abdominal pregnancy has been 
reported. Agents used to treat these ectopic preg-
nancies include methotrexate (systemic and local), 
local ins�lla�on of potassium chloride, hyperos-
molar glucose, prostaglandins, danazol, etoposide 
and mifepristone. Medical management is com-
monly used where poten�al life-threatening 
bleeding is an�cipated, such as EAP of the liver and 
spleen. Even where medical management is used, 
it is important that pa�ents are kept under surveil-
lance as it is not uncommon for them to s�ll 
require surgery because of hemorrhage. Angio-
graphic arterial emboliza�on can be used as first 
line treatment of EAP with the aim of avoiding 
surgery.  Emboliza�on of feeding vessels preopera-
�vely will facilitate complete removal of an 
abdominal pregnancy.5 Current concept on man-
agement of abdominal pregnancy support imme-
diate ac�ve surgical interven�on with termina�on 
of the pregnancy if diagnosed before 24 weeks 
gesta�on. In pa�ents who present a�er 24 weeks, 
the appropriateness of conserva�ve management 
is debatable. There is need to assess each individu-
al case and adopt the most appropriate method 
with a view to limi�ng materno-foetal morbidity 
and mortality. A conserva�ve approach requires 

close surveillance of the pa�ent and regular moni-
toring using Ultrasonography. The pa�ent should 
be admi�ed into hospital where blood bank facili-
�es and resources needed for rapid surgical inter-
ven�on are obtainable. Intra-opera�ve manage-
ment of the placenta poses another dilemma for 
the clinician. Although removal of the placenta 
offers a be�er prognosis, this should not be 
a�empted if there is any risk of massive hemor-
rhage with a fatal outcome. Placentas le� in-situ 
usually regress gradually and are monitored with 
serial serum β-hCG es�ma�on and Ultrasonogra-
phy. The prophylac�c use of methotrexate in 
placenta management is no longer advocated by 
some clinicians. In their view, the necrosed placen-
tal �ssue is a potent culture medium with 
increased risk of serious intraperitoneal infec�on.6 
Abdominal pregnancy with live fetus is an 
extremely rare condi�on and requires a high index 
of suspicion.7  At early gesta�ons, it can be 
challenging to render the diagnosis, and it can be 
misdiagnosed as a tubal ectopic pregnancy.8
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EAP is rare, and successful management depends 
on a high index of suspicion. While ultrasound and 
serial human chorionic gonadotrophin may help in 
the diagnosis, there is no single diagnos�c tool 
available. At laparoscopy it is important that if an 
ectopic pregnancy is not visualized in the usual 
loca�ons, then the en�re abdominal cavity is 
inspected to include all abdominal organs. If the 
diagnosis is s�ll not confirmed then MRI or intra-
opera�ve ultrasound may assist in diagnosis. Given 
the benefits of opera�ve laparoscopy and increas-
ing use of this modality for treatment, an ini�al 
laparoscopic approach may be appropriate to 
evaluate the size of the EAP, the organs to which it 
is a�ached rela�ve vascularity, to decide further 
management. Teamwork, a mul�disciplinary 
approach and expert opinion cannot be overem-
phasized to ensure successful management of the 
cases.

The clinical presenta�on of early abdominal 
pregnancy is similar to that of tubal ectopic 
pregnancy in the majority of cases.
Surgical laparoscopy must be the first choice in 
management of early abdominal pregnancy.
Medical treatment should be reserved when a 
surgical interven�on is deemed to be poten-
�ally severely hemorrhagic.

EAP is rare, and successful management depends 
on a high index of suspicion. While ultrasound and 
serial human chorionic gonadotrophin may help in 
the diagnosis, there is no single diagnos�c tool 
available. At laparoscopy it is important that if an 
ectopic pregnancy is not visualized in the usual 
loca�ons, then the en�re abdominal cavity is 
inspected to include all abdominal organs. If the 
diagnosis is s�ll not confirmed then MRI or intra-
opera�ve ultrasound may assist in diagnosis. Given 
the benefits of opera�ve laparoscopy and increas-
ing use of this modality for treatment, an ini�al 
laparoscopic approach may be appropriate to 
evaluate the size of the EAP, the organs to which it 
is a�ached rela�ve vascularity, to decide further 
management. Teamwork, a mul�disciplinary 
approach and expert opinion cannot be overem-
phasized to ensure successful management of the 
cases.

Early abdominal pregnancy is one that presents at 
or before 20 weeks of gesta�on. Abdominal preg-
nancy can also be classified as primary or second-
ary depending on the implanta�on site. 

PRIMARY ABDOMINAL PREGNANCY: This form is 
excep�onal, the fer�lized ovum implants directly 
on the peritoneal surface. The diagnosis is based 
on the following criteria defined by studdiford: 
normal fallopian tube and ovaries, absence of 
retroperitoneal fistula, and pregnancy that is 
a�ached only to the peritoneal surface and is 
diagnosed early (less than 12 weeks of amenor-
rhea), excluding the possibility of secondary 
abdominal pregnancy. The implanta�on site is 
variable, it can be pelvic (rectouterine pouch, 
fundus or posterior side of the uterus), abdominal 
(diaphragm, liver, spleen, omentum) or even retro-
peritoneal.

SECONDARY ABDOMINAL PREGNANCY: Is the most 
common form. It can result from tubal rupture or 
from a tubo-abdominal abor�on .It can also be a 
consequence of an intrauterine pregnancy a�er a 
rupture of a hysterotomy scar, or a uterine perfora-
�on or a rupture of rudimentary horn.4

Abdominal pregnancy can be classified as early or 
late based on the gesta�onal age at which they 
present. The clinical presenta�on is extremely 
variable and the diagnosis of early abdominal 
ectopic pregnancy (EAP) is complex. As there are 
no pathognomonic symptoms of abdominal preg-
nancy that dis�nguish it from tubal pregnancy, it 
requires a high index of suspicion. It is not uncom-
mon to diagnose EAP for the first �me at laparoto-
my or laparoscopy performed for tubal ectopic 
pregnancy, and on occasion more than one 
laparotomy/laparoscopy may be required before 
the diagnosis is eventually made. A subop�mal 
increase in serial human chorionic gonadotrophin 
(b-hCG) �tres is not sufficient to make the diagno-
sis of any ectopic pregnancy, including EAP. The 

tool of choice for diagnosis is ultrasound, but 
dis�nguishing an EAP from other variants of ectop-
ic pregnancy remains difficult. Only 50% accuracy 
can be expected for the diagnosis of EAP when 
ultrasound is used along with clinical evalua�on. 
Ultrasound features to aid diagnosis of EAP were 
suggested by Allibone et al. These include, a) 
demonstra�on of a fetus in a gesta�onal sac 
outside the uterus, or the depic�on of an abdomi-
nal or pelvic mass iden�fiable as the uterus sepa-
rate from the fetus, b) failure to see a uterine wall 
between the fetus and urinary bladder, c) recogni-
�on of a close approxima�on of the fetus to the 
material abdominal wall and, d) localiza�on of the 
placenta outside the confines of the uterine cavity. 
As with all types of ectopic pregnancy, medical 
management of abdominal pregnancy has been 
reported. Agents used to treat these ectopic preg-
nancies include methotrexate (systemic and local), 
local ins�lla�on of potassium chloride, hyperos-
molar glucose, prostaglandins, danazol, etoposide 
and mifepristone. Medical management is com-
monly used where poten�al life-threatening 
bleeding is an�cipated, such as EAP of the liver and 
spleen. Even where medical management is used, 
it is important that pa�ents are kept under surveil-
lance as it is not uncommon for them to s�ll 
require surgery because of hemorrhage. Angio-
graphic arterial emboliza�on can be used as first 
line treatment of EAP with the aim of avoiding 
surgery.  Emboliza�on of feeding vessels preopera-
�vely will facilitate complete removal of an 
abdominal pregnancy.5 Current concept on man-
agement of abdominal pregnancy support imme-
diate ac�ve surgical interven�on with termina�on 
of the pregnancy if diagnosed before 24 weeks 
gesta�on. In pa�ents who present a�er 24 weeks, 
the appropriateness of conserva�ve management 
is debatable. There is need to assess each individu-
al case and adopt the most appropriate method 
with a view to limi�ng materno-foetal morbidity 
and mortality. A conserva�ve approach requires 

close surveillance of the pa�ent and regular moni-
toring using Ultrasonography. The pa�ent should 
be admi�ed into hospital where blood bank facili-
�es and resources needed for rapid surgical inter-
ven�on are obtainable. Intra-opera�ve manage-
ment of the placenta poses another dilemma for 
the clinician. Although removal of the placenta 
offers a be�er prognosis, this should not be 
a�empted if there is any risk of massive hemor-
rhage with a fatal outcome. Placentas le� in-situ 
usually regress gradually and are monitored with 
serial serum β-hCG es�ma�on and Ultrasonogra-
phy. The prophylac�c use of methotrexate in 
placenta management is no longer advocated by 
some clinicians. In their view, the necrosed placen-
tal �ssue is a potent culture medium with 
increased risk of serious intraperitoneal infec�on.6 
Abdominal pregnancy with live fetus is an 
extremely rare condi�on and requires a high index 
of suspicion.7  At early gesta�ons, it can be 
challenging to render the diagnosis, and it can be 
misdiagnosed as a tubal ectopic pregnancy.8
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