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ABSTRACT 
 
Aims: Abdominal pregnancy, especially at the second trimester, is a rare and life-threatening case 
with a high mortality rate for both mother and fetus [1,2]. An abdominal pregnancy is defined as a 
pregnancy that occurs in the peritoneal cavity outside the tube, ovary, or intra-ligamentous region, 
which can occur primarily or secondary. The researcher reported the case of primary abdominal 
pregnancy [1,3-5]. 
Presentation Case Report: Patients G4P1A2H1 at 25-26 weeks pregnant without complaint, had 
an ultrasound examination which showed fetus location in the left hypochondria region, with 
placenta implantation attached to the abdominal aortic area, this was confirmed by MRI that 
showed intraabdominal pregnancy. Operative laparotomy in this patient was performed, followed by 
dissection of placenta attachment to the sigmoid colon and omental mucosa. Bleeding was also 
found in the uterine fundus without any evidence of the discovery of uteroperitoneal fistulas in 
intraoperative. The results of histopathological examination showed an appearance of placental 
tissue with a non-specific chronic inflammatory process from the placenta implantation of the 
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abdominal pregnancy in the posterior fundus.  
Conclusion: This case report supports the importance of diagnostic competence of life-threatening 
conditions, especially in rare cases with less obvious manifestations, in order to reduce maternal 
and fetal morbidity and mortality. 
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1. INTRODUCTION  
 

Abdominal pregnancy, especially in the second 
trimester, is a rare and life-threatening case with 
a high mortality rate for both mother and fetus. 
[1,2] An abdominal pregnancy is defined as a 
pregnancy that occurs in the peritoneal cavity 
outside the tubes, ovaries, and intra-ligamentous 
region. [1,3-5] The incidence of abdominal 
pregnancy is 1.4% of all ectopic pregnancies, 
and can be found in 1: 10,000 - 1: 30,000 
pregnancies [3-7]. The percentage of maternal 
mortality ranges from 0.5% -18% of all cases and 
the perinatal mortality rate is 40-95% of all cases, 
and the possibility of maternal or perinatal 
mortality can increase if the diagnosis is not 
immediately confirmed and treated [2,8]. 

 
There are primary and secondary abdominal 
pregnancy [1]. Studdiford's criteria can be used 
to diagnose a primary abdominal pregnancy, 
which are located in the peritoneal cavity. 
Secondary abdominal pregnancy defined as 
pregnancy originates from the tube or occurs as 
a result of ectopic pregnancy rupture or tubal 
abortion [9,10]. Primary abdominal pregnancies 
are very rare, with the incidence of events 
unknown [11-14]. Abdominal pregnancies can 
also be divided into late abdominal pregnancy 
(after 20 weeks of gestation with alive fetus, or 
show signs of ever lived and developed in the 
mother's abdominal cavity) and early abdominal 
pregnancy (gestational age ≤ 20 weeks)                   
[9,10]. 
 
Studdiford's criteria, ultrasound examination or 
postoperative histopathological evidence can be 
used to diagnose abdominal pregnancy [9-15]. 
The main therapeuticchoice in the management 
of abdominal pregnancy is surgery. Medication is 
generally used to minimize potential life-
threatening bleeding in the patient [16-20]. The 
prognosis of an abdominal pregnancy is 
unfavorable for both the mother and the fetus, 
especially if the diagnosis decision is late, or if 
the case is found intraoperatively. The prognosis 
for the fetus is often very poor, with perinatal 
mortality varying from 40% to 95% [16-21]. 

2. PRESENTATION OF CASE  

 
Ms. A, 36 years old with G4P1A2H1 at 25-26 
weeks of gestational age was diagnose with 
abdominal pregnancy, previous cesarean  
section history (the youngest child was 11 years 
old), single living fetus, came to the emergency 
section of obstetric and gynaecology department 
of Arifin Achmad Tertiary Hospital, Pekanbaru. 
Patient came brought a referral letter from 
Dumaisecondary hospital (subdistrict hospital). 
During this pregnancy the patient never 
controlled her pregnancy (antenatal care) to the 
obstetrician, until finally she came to             
secondary hospital tomet the obstetrician for the 
first time because she can’t feelher baby 
movement anymore and ultrasound performed 
showed extrauterine pregnancy, then referred to 
a tertiary hospital for complete treatment.                  
The patient had stable vital signs but showed 
increased blood pressure about 160/90 mmHg. 
Patient claimed to have history of high blood 
pressure and routinely consumed methyldopa 
2x250 mg per day. The patient has a history of 
recurrent vaginal discharge since the first 
pregnancy, which was worsening when the 
patient is pregnant, but this condition had never 
been treated, and moderate nausea and              
vomit but it didn’t interfere her to do                
activities. 

 
An Abdominal examination did not reveal an 
acute abdomen sign, fundal height was term 
sized, fetal heart rate was hard to detected and 
laboratory findings were within normal range. 
Ultrasound examination (USG) showed 
suspicious appearance of a late abdominal 
pregnancy with a complex mass image with 
hyperechoic density behind the uterus, a 
placental-like mass with an irregular wallattached 
to the abdominal aorta (Fig. 1a) and a fetal 
appearance in the left hypochondria region. USG 
did not show intrauterine conception (Fig. 1b). 
FMRI examination was performed to confirm the 
diagnosis, the result then confirmed an intra-
abdominal pregnancy (Fig. 2). 
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At the time of laparotomy, a dissection was 
performed on the placenta attachment to the 
mucosa of the sigmoid colon and omentum (Figs. 
3a, 3b), and a 700 grambaby boy was 
bornwithApgar scoreof 1/1/0 at 1,3 and 5 
minutes. The surgery in collaboration with the 
surgeon. Bleeding was found in the uterine 
fundus, ligase cauterized was performed and 
drain was installed interperitoneally. The patient 
was then transferred to the ICU for further 
observation and being followed up closely and 
patient was discharge with hemodynamically 
stable. 

 
3. DISCUSSION 

 

The most common symptoms in abdominal 
pregnancy are abdominal pain, nausea and 
vomiting.In this report, not found any symptom of 
abdominal pregnancy like recurrent abdominal 
pain throughout pregnancy. This makes it 
increasingly difficult to recognize abdominal 
pregnancy. The patient never performs an 
ultrasound examination and suddenly come to 
obstetrician because she can’t feel her baby 
movement anymore. The clinical manifestations 
between primary and secondary abdominal 
pregnancy can be different, although the risk 
factors for both are the same. In this patient, the 
possible underlying risk factor is a history of 
recurrent vaginal discharge which may be 
accompanied by a history of pelvic inflammatory 
disease and has a history of recurrent 

miscarriage, which also could be a risk factor for 
ectopic pregnancy [22-24]. 
 
An Abdominal examination was found fundal 
heigh was term sizedwhich is not relevant to her 
gestational age. Ultrasound examination, 
especially transvaginal ultrasonography, is the 
main choice of modality for diagnosing 
abdominal pregnancy. Experience, competency, 
clinical manifestations correlation and a high 
index of suspicion are very important in deciding 
the diagnosis [9-15,22-24]. The clinical 
manifestations showed in the patient was not 
very obvious, thus the obstetrician performed 
their own assessment, using transabdominal and 
transvaginal ultrasound. MRI examination was 
performed to provide additional information in 
less obvious cases in order to provide more 
evident image of the extent of placenta 
implantation attachment in the abdominal and 
pelvic organs. In this patient, on further 
inspection of the placenta, there was placenta 
adhesions to the mucosa of the sigmoid colon 
and the omentum without any evidence of the 
discovery of uteroperitoneal fistulas in 
intraoperative. Fetus was found to be located in 
the left hypochondria region, hence there was 
probability that it wasindeed a primary abdominal 
pregnancy, which is a very rare case. 
Laparatomy is the preferred choice when 
abdominal pregnancy is diagnosed, in order 
togetbetter access for placental exploration and 
control the bleeding [16-20].

 

 

     

 
  

Fig. 1b. Ultrasound 

showed no intrauterine 

conception exist 

Fig. 2. MRI showed no 

fetus in the uterine cavity. 

Fetus was visible in the 

left side of abdominal 

cavity with the position of 

the head, back on the left 

lateral side, and placenta 

attached to the fundus 

Fig. 1a. Ultrasound showed 

a placental-like mass with 

irregular wallsattached to 

the abdominal aorta 
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Fig. 3. Dissection of the placenta that is attached to the sigmoid colon and omentum mucosal 
  

4. CONCLUSION 
 

Abdominal pregnancy is a rare case and requires 
precise competencein diagnose abdominal 
pregnancy both from clinical manifestations and 
interpreting imaging findings. In this patient with 
nonspecific sign and lack of antenatal care make 
it difficult to confirm the diagnose of abdominal 
pregnancy. Ultrasound examination is the main 
diagnostic modality in rare cases such as 
abdominal pregnancy. The complications that 
occur can be life threatening mainly due to 
bleeding caused by placenta implantation. 
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