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Abdominal pregnancy, occurring outside typical intrauterine locations, poses substantial risks to maternal health due
to the potential for severe bleeding from placental detachment. Despite its rarity, accounting for 1-1.5% of ectopic
pregnancies, its mortality rates are significantly higher, with maternal mortality ranging from 2% to 30%.

Case report. A 42-year-old woman, pregnant with her third pregnancy at 33 weeks, was admitted to the hospital with
abdominal pain. All antenatal visits were performed without the use of ultrasound. Utilizing ultrasound and magnetic
resonance imaging (MRI), we diagnosed an abdominal pregnancy, revealing an extrauterine fetus and placenta, and
clarified the location of the placenta, and the involvement of nearby structures. Prompt surgical intervention via
laparotomy ensured successful delivery and maternal well-being. The male baby was born in good condition, and no
congenital abnormalities were observed.

Discussion: Ultrasound remains the primary diagnostic tool, complemented by MRI for precise evaluation. Early
diagnosis is paramount, emphasizing the need for improved clinical understanding and vigilance, with MRI serving as
a valuable adjunct in uncertain cases. Early surgical intervention, guided by diagnostic imaging, improves outcomes,
underscoring the importance of a multidisciplinary approach to the management of abdominal pregnancy.
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NMepBuYHaa 6ploWHasa 6epeMeHHOCTb C XXU3HEeCNOCOGHbIM
NNoAoM: KIIMHUYECKUIA cnyvali yCneLwHoro BeaeHus

C. onen™, Mynasap Aaxap JIyéuc, Curpa Yramu Dddenan
Yuueepcumem Puay
Kamnyc Buna Budesa KM. 12,5, Cumnanz Bapy, Keu. Tamnan, Koma-Ilexan6apy, Puay 28293, Hndone3us

AHH 0T Ly —

A6aoMWHaNbHan 6epeMeHHOCTb NPeCTaBNSET 3HAYNTENbHDIA PUCK 19 30POBbSA MaTepy U3-3a BO3MOXHOCTY TS-
XENOro KpoBoTeYeHUsl, 06yCNOBNEHHOIO OTCNOWKOM NnaLeHTbl. HeCMOTpS Ha peKoCcTb abA0MUHaNbHO GepeMeH-
HOCTW, A0Ns KoTopoii cocTaBnseT 1-1,5% Bcex BHEMATOYHbIX 6epeMeHHOCTEN, ypOBEHb MAaTEPUHCKOI CMEPTHOCTY
0Y4eHb BbICOKMIA 1 Konebnetcd oT 2 1o 30%.

Onucanue cnyyas. bepemeHHas xeHuHa 42 neT (aaHHas 6epeMeHHOCTb TPETbA) NOCTYNIUNA B 60/bHULY Ha CPOKE
33 Hepen ¢ 601bto B XMBOTE. Bce 10pO0BbIe BU3UTbI NPOBOAMANCE 6€3 MCNOMb30BaHUS YbTPa3ByKOBOrO UCCIe-
nosaHus (Y31). C nomoubto Y3M u MarHuTHo-pe3oHaHcHoit Tomorpaduy (MPT) anarHocTpoBaHa 6proliHas 6epe-
MEHHOCTb, BbISIBNIEH BHEMATOYHbI N0/ ¥ NNaLEHTa, yTOYHEHO ee PAaCNONOXEHNE 1 NPUAeXaHue K 6an3nexalimm
CTpykTypam. CBOEBPEMEHHOE XMPYPrMYecKoe BMELIATENbCTBO MOCPEACTBOM NanapoTOMUM 06eCMeynno ycnewl-
Hble pOAbl 1 61arononyYHbIiA UCxoa MaTepy 1 Nnoaa. Poanncsa Manbymk, BPOXAEHHbIX NaTONOMMiA He Habnaanoch.
06cyxpaeHune. OCHOBHbIM MHCTPYMEHTOM AWNAarHOCTUKW BHYTPUOPIOLLHOW 6epeMeHHOCTM ocTaeTcst Y3W, KoTopoe
[OMKHO A0MoNHATbCS MPT 19 TOYHOM OUEHKW. PaHHAA [MarHoCTUKa UMEEeT NepBOCTENEHHOE 3HaveHne, a MPT
CIY>XXUT LIeHHbIM I0MOJIHEHNEM B HEACHBIX CNlyYasx. PaHHee XMpyprunyeckoe BMeLLaTesIbCTBO, MPOBOAUMOE M0f KOH-
TPOJIEM METOA0B BMU3yanu3auuu, ynyywaeTt pesyibrathl, NOAYepKMBad BaXKHOCTb MEXANCUMMIMHAPHOTO Noaxoaa
K BeJJeHNO GPHOLLIHOI 6EPEMEHHOCTY.

KnioueBble cnoBa: sKTonnyeckas 6epeMeHHOCTb; TPaHCabA0MNHANbHOE YNbTPa3BYKOBOE UCCNEA0BAHNE; MarHUT-
HO-pe30oHaHCcHas TOMorpadus; NanapoToMus; XMpYpPruyeckoe BMELLaTeNbCTBO; MybTUANCLMNINHAPHBIA NOAXOL
Py6pukn MeSH:

BEPEMEHHOCTb BEPIOLIHAA — ANATHOCTMKA
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List of abbreviation
MRI = magnetic resonance imaging

Pregnancy that arises in the peritoneal cavity outside
of the typical tubal, ovarian, or wide ligament regions
is referred to as abdominal pregnancy. The mesosalpinx,
omentum, and pouch of Douglas are the most often
occurring sites. On the other hand, there have been
documented cases of implantation in the appendix, liver,
and spleen in the abdomen. This rare syndrome is thought
to account for 1-1.5 percent of all ectopic pregnancies,
or 1 in 8000-10,000 pregnancies [1, 2].

The possibility of major bleeding from a partially
or fully separated placenta during any trimester of
pregnancy poses a serious risk to the mother’s health
and may even be fatal. When compared to other types
of ectopic pregnancies and even pregnancies inside the
uterus, the maternal death risk associated with abdominal
pregnancies is significantly higher. Maternal death rates
vary globally from 2% to 30%, whereas perinatal death
in cases that remain undiagnosed ranges greatly from
40% to 95% [3].

Primary and secondary forms of abdominal
pregnancies can be distinguished, with secondary
cases being more common. Studdiford’s criteria, which
include the absence of a utero-peritoneal fistula, normal
bilateral fallopian tubes and ovaries, and an exclusive
pregnancy related to the peritoneal surface that occurs
early enough to exclude secondary implantation

following initial tubal location, are used to define
primary abdominal pregnancies. Pregnancies that start
in the ovaries or fallopian tubes and then re-implant in
the peritoneum, where the embryo or fetus continues
to develop, are referred to as secondary abdominal
pregnancies [4-6].

We describe a case of a confirmed abdominal
pregnancy that was initially misdiagnosed. Maintaining
a high level of clinical suspicion is essential for ensuring
timely diagnosis and effective management of this
condition.

CASE REPORT

A 42-year-old woman, experiencing her third
pregnancy, presented to Arifin Achmad Hospital in
Pekanbaru at 33 weeks of gestation. She reported
abdominal pain that had persisted for two months. Her
two previous pregnancies had been uncomplicated.
During this pregnancy, she had attended three antenatal
care visits at 4, 6, and 7 months, all conducted by a
midwife without the use of ultrasound.

On physical examination, the fetus was palpable
through the abdomen. A transabdominal ultrasound
revealed that the uterus was anteflexed, measuring
10.49x7.43x6.63 centimeters with an endometrial
thickness of 4.06 millimeters (fig. 1A, 1B). Notably,
the fetus appeared to be separate from the uterus. The
fetal heart rate was recorded at 142 beats per minute,
with an estimated fetal weight of 1656 grams. There
was no visible uterine wall between the fetus and the
urinary bladder, and the fetus was situated very close
to the abdominal wall. Visualization of the extrauterine
placenta strongly suggested an abdominal pregnancy, a
diagnosis that had previously been missed due to the lack
of previous ultrasound studies.

Magnetic resonance imaging (MRI) was then
performed to confirm the diagnosis. The MRI results
showed an intra-abdominal extrauterine fetus in

FIG. 1. Transabdominal ultrasound examination of a 42-year-old woman with an abdominal pregnancy (A, B).
Note: Vu - vesica urinary; BPD - Biparietal Diameter; HC - Head Circumference.

PUC. 1. TpancabaomuHaabHOE yIbTPa3ByKOBOE MCCIIENOBAHME JKEHILMHbI 42 JIeT ¢ OPIONIHO 6epeMeHHOCThIO (A, B).
MpumeyaHwe: Vu - vesica urinary, Mo4eBoi ny3bipb; BPD - Biparietal Diameter, 6unapueTtanbHbiit gnametp; HC — Head Circumference, okpyx-

HOCTb I0J10BblI.
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a transverse position (fig. 2). The placenta was located
in the left lower abdomen and was attached to the uterine
fundus. The mesentery and distal ileum were in the left
abdomen, and the left internal iliac artery, left ovarian
vein, and left psoas muscle were involved. The placental
feeding artery originated from the left uterine artery, and
oligohydramnios was noted.

The preoperative diagnosis was primary abdominal
pregnancy without intrauterine pregnancy: O00.0 as
classified by the International Classification of Diseases
(ICD-10). A laparotomy was planned with surgical
backup.

Surgical technique

During the operation, which lasted 90 minutes, a
vertical incision was made along the midline. Upon
opening the peritoneum, parts of the fetus’ arms were
visible (fig. 3A). By gently pulling the legs, a male baby
was delivered, weighing 1800 grams and height 42
centimetres, with Apgar scores of 4 and 8 (fig. 3B). The
baby was born in good condition, cried immediately after
birth, and no congenital abnormalities were observed.
The umbilical cord was clamped, and an abdominal
exploration was performed.

The intestines were protected with a large gauze
pad. During the exploration, it was found that the
placenta had implanted in the left ovary and extended
into the sigmoid colon, necessitating an intraoperative
consultation with a surgeon, the technique of separating
the placenta from the organs involved by peeling it off
little by little with the fingertips if there are difficult
parts with the tips of the scissors and there was no

T ‘m;gs&@; )
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intervention in the sigmoid colon or the left psoas
muscle. Haemostasis was successfully achieved, and a
tubectomy was performed on the right fallopian tube.
The exploration revealed that the placenta was located
in the left lower abdomen, attached to the uterine
fundus (fig. 3C). The mesentery and distal ileum
were also situated in the left abdomen. Additionally,
the left internal iliac artery, left ovarian vein, and left
psoas muscle were involved. The placental feeding
artery originated from the left uterine artery and was
accompanied by oligohydramnios. The estimated
blood loss during the surgery was 1000 mL and during
surgery the patient received 240 milliliters of packed
red blood cells.

During the hospital stay, the patient’s condition
remained stable, and she received 480 millilitres of
packed red blood cells. Her postoperative haemoglobin
level was 9.3 g/dL. The patient was discharged after
three days of treatment. The baby was admitted to
the Neonatal Intensive Care Unit and was placed on
continuous positive airway pressure therapy.

DISCUSSION

Advanced abdominal ectopic pregnancy is very rare
and is usually associated with complications that lead to
premature termination of pregnancy [7]. In the presented
case, the patient carried her pregnancy to 33 weeks and
was taken to the hospital due to abdominal pain.

Severe lower abdomen pain is a common symptom,
however it might vary. The risk factors for abdominal
pregnancy are similar to those for tubal pregnancy.
These increase the likelihood of an ectopic pregnancy.

FIG. 2. The magnetic resonance T2-weighted imaging of a 42-year-old woman with an abdominal pregnancy: the extrauterine

fetus is in a transverse position (A - Frontal, B - Axial).

PUC. 2. T2-B3BelieHHble 1300paskeHNs] MarHUTHO-PE30HAHCHOM TOMOrpadui sKeHIUHbI 42 JIeT ¢ GPIOIIHON 6epeMEeHHOCThIO:
BHEMAaTOUHbIN TUIOf B TIOTIEpeUHOM mosioskeHuu (A - dpoHTanbHas nmpoekiys, B — akcuaabHas Ipoekus).
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FIG. 3. Laparotomy of a 42-year-old woman with abdominal pregnancy (A. After opening the peritoneum, you can immediately
see the fetus hand, B. Photo of the baby shortly after birth, C. Placenta after being removed from the uterus).
PUC. 3. JTanmaporomust skeHIyHbl 42 jietT ¢ 6prourHoi 6epeMeHHOCThIO (A. TTocsie BCKPbITHS GPIOIIMHBI Cpasy MOXKHO YBUIETD
pyuky 1iona, B. @otorpadus peberka Bckope mociie poskaenus, C. [TnaieHTa nocse usBiedeHns n3 MaTKu).

They include recent usage of intrauterine contraception
and progesterone-only pills, as well as a history of
pelvic surgery, pelvic inflammatory disease, sexually
transmitted diseases, and allergies [7, 8]. This particular
patient did not use contraception, did not report other risk
factors, and did not have symptoms such as abnormal
vaginal discharge. However, she was 42 years old at the
time of this pregnancy. Maternal age of 35 years or older
is linked to a four- to eight-fold increase in the risk of
ectopic pregnancy [8, 9].

Diagnosis can often be missed in resource-limited
settings due to poor provision of prenatal care, low
socioeconomic status of the patient, and lack of adequate
medical resources [5, 10]. During this pregnancy, the
patient had three prenatal care visits without the use of
ultrasound, which resulted in a missed diagnosis of an
abdominal pregnancy.

Ultrasound, especially transvaginal ultrasound,
is still the main method of detecting abdominal
pregnancy. Expertise, careful consideration, clinical
correlation, and a strong suspicion are crucial for

handling clinical uncertainty and ambiguous outcomes.
In one case, abdominal pregnancy was detected through
transabdominal  ultrasonography [11]. Abdominal
pregnancy may be diagnosed incidentally on first-
trimester sonography or after a patient presents with
abdominal pain or bleeding [12].

In our patient, transabdominal ultrasound showed
clear signs of abdominal pregnancy: the placenta was
located ectopically, the fetus was separated from the
uterus and located very close to the abdominal wall. When
an accurate diagnosis is required, or when it is unclear
how far placental tissue has invaded the abdominal
and pelvic organs, MRI can provide additional insight.
When necessary, its use is allowed [13]. We used MRI
to confirm the diagnosis and clarify the location of the
placenta, the vessels that supply it and involvement of
nearby structures.

Nontubal ectopic pregnancy has been reported to have
a 7-8 times higher risk of maternal complications that
include spontaneous separation of the placenta leading to
massive haemorrhage, shock, disseminated intravascular

62 CEYEHOBCKW BECTHUK T. 15, Ne 3, 2024 / SECHENOV MEDICAL JOURNAL VOL. 15, No. 3, 2024



coagulation, organ failure, and death [14]. After diagnosis,
treating an abdominal pregnancy usually requires an open
laparotomy to provide access for managing bleeding
and resolving placental adhesions. On the other hand,
because there is little chance of vascularization, removing
placental tissue in the early stages of pregnancy is really
simple. However, placental extraction becomes more
difficult in the third trimester [15, 16]. Therefore, we used
an interdisciplinary approach. The placenta was implanted
into the left ovary and extended into the sigmoid colon
and left psoas muscle, requiring intraoperative surgical
consultation, which avoided serious complications.

A recently published review of abdominal pregnancy
included 113 cases from 2007 to 2019 [14]. Implantation
in the bowel and mesenteries was described only in 9
cases, 4 of which required bowel resection [14].
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Abdominal pregnancy may be complicated by
congenital malformations [5]. The baby was born in good
condition, no congenital pathologies were observed.

CONCLUSION

Failure to recognise abdominal pregnancies may
have serious repercussions. Gynaecologists need to keep
an open mind and develop their ability to comprehend
and interpret imaging and clinical results. Ultrasound
is often the preferred method of diagnosis in certain
cases of abdominal pregnancy. However, inexperienced
ultrasound users or those who don’t pay close attention to
details can miss the diagnosis. When in doubt, MRI can
be used with confidence. When a diagnosis is uncertain,
early surgical intervention including minimally invasive
methods, can be very helpful.
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