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ABSTRACT
Abdominal pregnancy is a rare form of ectopic pregnancy. Advanced forms with live children at birth are
exceptional. We report a case of abdominal pregnancy of 35 weeks with live child, referred and after emergency
management. Maternal prognosis was good. The newborn, admitted to pediatric intensive care for breathing
difficulties, died 8 days after birth.
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Ectopic pregnancy accounts for 1 to 2% of
pregnancies and is located in more than 95% of cases in a
fallopian tube 1. Abdominal pregnancy, a particular form
of ectopic pregnancy, is characterized by implantation of
the fertilized egg into the peritoneal cavity 2. This
definition excludes tubal, ovarian and intraligamentary
pregnancies 3. Abdominal pregnancy occurs in 1.4% of
ectopic pregnancies and its incidence varies from 1 case
per 400 pregnancies to 1 case per 50000 pregnancies
depending on the region. It is more common in
developing countries, particularly in sub-Saharan Africa 4.
Primary peritoneal implantation is rare. Secondary
implantation is the most common 5. Pregnancy
termination is usual because of trophoblastic invasion and
frequent placental abruption 4 . Abdominal pregnancy is
said to be early before 20 weeks of amenorrhea and late
after 20 weeks of amenorrhea. Patient is always at high
risk of maternal and fetal complications 6. Late abdominal
pregnancy with live child is extremely rare. Between 2008

and 2013, 38 cases were identified in the literature 7. We
report a case of abdominal pregnancy at 35 weeks of
amenorrhea with live child, complicated by
hemoperitoneum.
Case report
Two para patient, 28-year-old, with 3-year-old child,
with no contraception, no pelvic surgery, no infertility or
smoking history was received on November 12, 2017,
during a mobile obstetric ultrasound session at the Baga
peripheral care unit, for diffuse abdominal pain, asthenia
and vertigo. She was on her first ultrasound examination
for the current pregnancy. Ultrasound examination
revealed an empty uterus with a live fetus intra-abdominal
(fetal heart rate 184 beats per minute), biometrics
corresponding to 33 weeks 4 daye of amenorrhea, and
with intra-abdominal fluid effusion. The placenta was
inserted into the posterior wall of the uterus. The pregnant
woman was referred to Kara University Hospital the same
day for treatment.
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Upon admission to Gynecology and Obstetrics
department at Kara University Hospital, she presented
with lipothymia with profuse sweat and cold extremities.
Examination of the general condition had revealed
cutanomucous pallor, arterial hypotension with BP of
80/50 mm Hg, peripheral pulse at 120 beats per minute
and respiratory rate of 20 cycles per minute. Resuscitation
measures were rapidly started with the establishment of
two venous approaches and blood samples were collected
for the determination of blood group, rhesus factor (Rh
group positive) and hemogram. Her hemoglobin level was
8 gm / dl and the coagulation profile was not feasible due
to lack of equipment. Blood transfusion was started at the
same time of rapid clinical evaluation. The date of her last
period was back in March 19, 2017, corresponding to a
pregnancy of 35 weeks of amenorrhea. She attended three
prenatal consultations at the Peripheral Care Unit where
she received 120 mg ferrous fumarate and 0.4 mg folic
acid for the prevention of anemia and two doses of
sulfadoxine-pyrimethamine for prevention malaria during
pregnancy. From the fifth month of pregnancy, she
complained of recurrent diffuse abdominopelvic pain,
triggered or accentuated by active fetal movements, which
persisted despite repeated doses of phloroglucinol (160
mg twice daily for 7 days) and paracetamol (1 g twice
daily as needed). There was no history of trauma,
digestive disorders, urinary disorders and genital
hemorrhage.
On physical examination, the abdomen was large,
painful as a whole on palpation on the sudden release of
compression of the umbilicus. No contracted uterus was
palpated. The fetus was in transverse position. The height
of the uterus was measured at 28 cm. Fetal heart sounds
were counted at 180 beats per minute. At the percussion
there was a dullness over the flanks. Speculum
examination revealed a single cervix and absence of
genital hemorrhage. With the vaginal touch combined
with abdominal palpation, the cervix was posterior, closed
and the fetal presentation was high and the posterior
vaginal cul-de-sac was bulging and painful. The pregnant
woman was quickly taken into the operating room for an
exploratory laparotomy. Medial sub-umbilical laparotomy
was performed under general anesthesia with orotracheal
intubation. At the opening, the fetus was without an
ovular sac, covered with blood (Figure 1). After
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extraction of the fetus by its podalic pole, we proceeded
for the exploration of the abdominal cavity. There was a
large hemoperitoneum with many dark red clots. We

Figure 1: Fetus in the abdominal cavity, covered with
blood
sucked 2 liters of blood and extracted 500 g of clots. The
placental bed was very haemorrhagic (Figure 2).The
placenta, partly detached, adhered to the posterior surface
of the uterus, the left uterine appendages, and the
omentum. Intestinal loops, mesentery, iliac vessels, and
right uterine appendages were normal. There were no
adhesions. Removal of the placenta was done associated

Figure 2: Hemorrhagic abdominal placental bed
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with left adnexectomy and partial omentectomy.
Hemostasis was achieved. We finally performed the
parietal closure after washing-aspiration without drainage
of the peritoneal cavity, by fascial and cutaneous sutures.
The surgical specimens have not been send for
histopathological study because of limited financial
resources. The newborn female, weighing 2100 g, had an
APGAR score of 6 in the first minute and 5 in the fifth
minute. She had no abnormal external malformation and
was admitted to a pediatric resuscitation unit for breathing
difficulties. She was maintained on oxygen therapy and
the neonatal death occurred on the eighth day.
Postoperative maternal care consist mainly of transfusion
of 1350 ml of packed red blood cells, ceftriaxone
antibiotics (1 g twice daily for 7 days) and paracetamol
analgesic (1 g three times daily for 5 days). The follow-up
was simple and the patient was discharged from the
hospital after 7 days on levonorgestrel dermal implant.
She was well one year after surgery and continued to use
the contraceptive method.
Discussion
Abdominal pregnancy is the only ectopic pregnancy
that can progress upto term 8. Most abdominal
pregnancies are secondary to tubal rupture or
tuboabdominal abortion 9. The frequency of abdominal
pregnancy is higher in sub-Saharan Africa due to the high
prevalence of sexually transmitted infections and
subsequent tubal lesions 10 and the low socio-economic
level of the populations 11. It varies from 2256 cases in
Congo to 1 in 2941 cases in Nigeria 12. The case that we
report was late in diagnosis and fortuitous during a mobile
session of ultrasound in a unit of peripheral care. The risk
factors of abdominal pregnancy are multiparity, tubal
pathology or surgery, pelvic endometriosis etc 13. The
patient in our study had no risk factors for ectopic
pregnancy. The positive diagnosis of abdominal
pregnancy is often intraoperative 8. Preoperative diagnosis
is often overlooked. It is often overlooked during prenatal
consultations and despite the routine use of ultrasound 14.
The diagnosis of abdominal pregnancy before the sixth
month of pregnancy is rare in developing countries where
health centers are under-equipped; resulting in high
perinatal mortality and high maternal morbidity (severe
haemorrhage, bowel obstruction, infection) 4. The clinical
manifestations of abdominal pregnancy vary and depend
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on the seat and gestational age at diagnosis. Abdominal
pregnancy may go unnoticed until advanced gestational
age, during which most cases are diagnosed 15.
Abdominal pregnancy does not have specific clinical
signs. The most commonly observed symptoms are
recurrent abdominopelvic pain (100% of cases) or painful
active fetal movements (70% of cases). Physical
examination is suggestive in the case of generalized
abdominal defense, abnormal fetal presentation, palpation
of the fetus and cervical deviation 9,14. Signs of peritoneal
irritation (vomiting, nausea, umbilical cry, generalized
defense) and haemodynamic shock (paleness, tachycardia,
cold sweats, low blood pressure) may indicate
hemoperitoneum by placental abruption. Abdominal
pregnancy manifesting itself as an abdominal emergency
and a state of shock secondary to severe intra-abdominal
hemorrhage, as in our study, is however unusual 9.
Abdominal pregnancy can become complicated at any
gestational age. Hemorrhagic complication is the most
common. Patients, as in our study, are often in a state of
hemorrhagic shock that reflects hemoperitoneum
secondary to placental abruption 16. Indeed the placenta
can peel off at any time during pregnancy, unpredictably,
and be the cause of a hemoperitoneum. It can also implant
on any of the abdominal organs, but it often sits on or near
the uterine wall. Its insertion on the uterus would maintain
fetal development 17. In our study, as in that of Mengistu
et al, abdominal pregnancy was diagnosed preoperatively
by ultrasound 8. Abdominal ultrasound is the first-line
paraclinical examination for diagnosis. It is suspected in
cases of uterine vacuity, gestational sac not surrounded by
myometrial structure and not separated from the maternal
bladder by a myometrial structure 5, 14. Unfortunately,
ultrasound is an operator-dependent examination and may
miss the diagnosis. Magnetic resonance imaging is the
alternative 18. The presence and the abundance of the
amniotic fluid, in the abdominal pregnancy, is one of the
criteria of good fetal prognosis. Its presence would protect
against fetal deformities 4, 19. Spontaneous rupture of
amniochorial membranes, as in our study, is possible.
According to D'cunha, free amniotic fluid in the
peritoneal cavity promotes peritonitis 20. Ultrasound
allowed the diagnosis of abdominal pregnancy in our
study. But it is not accessible to all pregnancy in our
countries and especially in rural areas. The diagnosis of
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abdominal pregnancy in our study was made during a
mobile session of obstetric ultrasound in rural areas. This
was the first ultrasound examination for this multi-site
pregnant woman, despite her antenatal care and recurrent
abdominal pain.
Abdominal pregnancy, often diagnosed during
complication stage, requiring urgent management. This
management began in our study by the implementation of
resuscitation measure. The treatment remains surgical.
The therapeutic attitude depends on the gestational age,
the site of placental implantation and the absence or
presense of hemoperitoneum 4, 6, 21. In our study, as in that
of Matovelo et al, it consisted of an emergency
exploratory laparotomy, under general anesthesia, through
a medial umbilical incision 22. On exploration, the uterus
was in pelvis, the amniotic sac was broken, the fetus was
free in the abdominal cavity with hemoperitoneum; the
placenta was adhered to the omentum, uterine fundus and
left uterine horn. Extraction of the newborn was followed
by aspiration of the blood and removal of the placenta
after resection of the affected horn, partial omentectomy,
and ipsilateral adnexectomy 22. Intraoperative blood
transfusion is often necessary because the extraction of
the placenta is at high risk of cataclysmic haemorrhage 22.
The maternal and fetal prognosis is reserved in the
abdominal pregnancy. Morbidity and maternal mortality
are related to the severity of hemorrhage, intestinal
obstruction, CIVD and placental excision 15, 21. Maternal
mortality by abdominal pregnancy ranges from 0.5 to
18% of cases 23, 24. Perinatal morbidity varies from 40 to
95% but survival after 30 weeks reaches 80% due to
scientific progress. Similarly, children are born with
deformities and malformations in 21 to 90% of cases.
Fetal mortality varies from 40 to 95% of cases and 21% of
children are born with malformations or deformities 24, 25.
Fetal morbidity is dominated by prematurity, hypotrophy
and malformations.
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