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Abdominal pregnancy is a life threat to both mother and fetus requiring surgery regardless of the age of pregnancy. We report a case of abdominal pregnancy, delivered by laparotomy with a live newborn. This is a 31-year-old
woman with 34 weeks and 2 days of amenorrhea whose ultrasound showed
an abdominal pregnancy. Laparotomy extracted a newborn female weighing
3000 grams with APGAR at birth rated at 7/10 at one minute. The postoperatives were simple. The patient was discharged on the 14th postoperative day
on 20 mg methrotrexate injection once a week for four weeks.
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Abstract

1. Introduction
Entity of ectopic pregnancies, abdominal pregnancy is defined as the implantation and development of the fertilized egg in part or in whole in the abdominal
cavity in a primary or usually secondary manner [1] [2]. Of the two possible locations of ectopic pregnancies, the vast majority of cases (95%) of which are tubal pregnancy and the rare extra tubal minority (5%), abdominal pregnancy occupies the last place behind ovarian pregnancies (3.2%) and cervical (1.5%) with
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1.3% [3]. Early abdominal pregnancy is distinguished from advanced abdominal
pregnancy diagnosed after 20 weeks of amenorrhea [4]. Progressive forms beyond
the 5th month are exceptional in developed countries, but frequent in those with
low medical density [5] [6] [7] [8] [9]. Its primitive form is rare, as is its evolution over time with excessive perinatal mortality. In developing countries, the
life of the mother is not so spared in some cases due to lack of resuscitation
means and a lack of technical facilities. It is for this reason that Correa sees it as
one of the reflections of underdevelopment [7] [8]. In this article, we report a
case of abdominal pregnancy, delivered by laparotomy with a live newborn, observed in the maternity of the Community University Hospital Center of Bangui
in Central African Republic in September 2018.

2. Observation
This is a 31-year-old patient, 4th gravida, 2nd para with the notion of 2 abortions. She had no specific medical history and was not using contraception. Her
last period date would go back to December 22, 2017 for a period of five (05)
days.
In May 2018, she consulted for a notion of amenorrhea associated with nausea
occurring in waves, vomiting occurring in the morning on an empty stomach or
after meals, sialorrhea and constipation but without genital bleeding.
On clinical examination, the patient was in good general condition with stained
conjunctivae. Blood pressure and pulse were normal. She was afebrile. The abdomen was enlarged, deformed and measured 18 cm. The fetal heart sounds were
heard above the umbilicus. The pelvic exam noted that the uterus increased
slightly, the vulva clean and the cervix closed on vaginal examination.
The X-ray of the abdomen without preparation and magnetic resonance imaging (MRI) were not performed. Conversely, abdominal ultrasound by 3.5 MHz
probe confirmed the diagnosis of an evolving abdominal pregnancy of 20 WA +
5 days by measuring the various biometric parameters (cranial perimeter, biparietal, abdominal perimeter, femoral length.). The uterus was empty with a visible line of emptiness but slightly increased in size. The placenta was outside the
uterine cavity bathed in peritoneal fluid.
Despite the risks to the mother and the fetus, the patient nevertheless opted
for the continuation of the pregnancy. Rigorous surveillance was then instituted
by prescribing close contacts. Unfortunately, the patient only honored three (03)
contacts and received no vaccination or chemo prophylaxis for malaria except
iron supplementation. Providencia liquefaciens vaginitis associated with Gardnerella vaginalis vaginosis were discovered during these three contacts as well as
malaria with 680 parasites per mm3 treated with Cofantrine (Artemether + Lumefantrine) and a urinary tract infection with Klebsiella onythrace sensitive to
Chloramphenicol, with Gentamicin, Ofloxacin and Tetracycline but treated with
Chloramphenicol.
At 34 WA + 2 days, a transverse suprapubic Pfannenstiel laparotomy allowed
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the extraction of a live F-sex newborn weighing 3000 grams with APGAR at 7/10
at 1 minute and showing no malformation.
After ligation and sectioning of the umbilical cord, a little hemorrhagic placenta adhering to the posterior surface of the uterine fundus as well as to the
omentum was found. A partial ablation by pocket-to-pocket dissection was performed.
Due to a lack of red cell suspensions, whole blood bags were administered.
Drains were put in and removed a few days later. Thromboprophylaxis under
platelet control was instituted for 10 days as well as iron therapy for 30 days. The
postoperative follow-up was straightforward and the patient was discharged
from the hospital on D14. Methotrexate-based chemotherapy was started for 4
weeks at a dose of 1 mg/kg.
A few days later, the newborn transferred to pediatrics died of prematurity
and neonatal infection. Note that a complete antenatal corticosteroid therapy
was done before the operation.

3. Discussion
Abdulcasis would be the first to describe a case of abdominal pregnancy in the
tenth century [1].

3.1. Epidemiology
In our daily practice, abdominal pregnancy remains a rare disease of ectopic
pregnancy [3]. Its frequency is not the same in the regions. High in countries
with low medical density where her diagnosis is also later [9]-[15], the frequency
of abdominal pregnancy is low in countries with high medical density such as
pointed out Sfar and al. in Tunis with the lowest rate: 1 in 21,439 births [2]. This
difference is explained by the socio-economic level of the country and by the
quality of the surveillance of pregnancy and childbirth [16] [17] [18] but also by
the high prevalence of sexually transmitted diseases as well as abortions in septic
conditions, causing tubal lesions, frequently observed in Africa [19].
Reported in some publications, the incidence in the black race is up to 10 to
25 times that of the white race [10] [20] [21]. A few cases have been reported on
assisted reproduction [22] [23].
Women over 30 with few deliveries are much more eligible according to the
literature [24].

3.2. Pathogenesis
There are several classifications of abdominal pregnancies. Among these classifications, the oldest distinguishes the primitives from the secondaries [11].
The primary form is the least frequent [25]. By delay in oocyte uptake, the
ovum can remain in the free peritoneum until the 6th day after ovulation and
can be fertilized and nest on any structure of the cavity [26]. Confirmation of
this form must meet the four conditions of Studdiford [2] [11] namely both
DOI: 10.4236/ojog.2021.113029
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tubes and ovaries must be free from any lesion; absence of utero-peritoneal fistula; the relations of the ovular sac concern exclusively the peritoneal surface; the
pregnancy must be young enough.
More frequent, the secondary form can result from a ruptured tubal pregnancy or from a tubo-abdominal abortion and can be consecutive to a secondarily
abdominal intrauterine pregnancy on the occasion of a ruptured hysterotomy
scar, a breach of uterine perforation, or a rupture of a rudimentary horn [2].
A new classification based on gestational age or location of implantation has
been proposed by certain Anglo-Saxon authors [27]. It distinguishes early abdominal pregnancy whose gestational age is less than 20 weeks with a trophoblastic implantation which takes place mainly on the uterus, the broad ligament,
the parietal peritoneum and the dead end of Douglas, from pregnancy late abdominal pain after 20 weeks [11].

3.3. Diagnostic
We will discuss the diagnosis both clinically and paraclinically.
Clinically, the diagnosis is guided by several symptoms [28] [33]:
- digestive disorders: nausea, vomiting, constipation, subocclusion;
- abdomino-pelvic pain concomitant with fetal movements with or without
metrorrhagia;
- anemia with deterioration of the general condition;
- a very superficial fetus often in an atypical, high transverse position;
- sometimes palpation of the uterus increased in size but empty corresponding
to a second mass;
- on vaginal examination, the cervix is often fixed under the pubic symphysis,
it is hard and long;
- it is not uncommon for a progressive complication to dominate the picture
(internal or externalized hemorrhage, anemia, jaundice, oliguria, toxi-infectious syndrome).
Our patient presented many of these signs supporting the diagnosis.
Paraclinically, our diagnosis was confirmed by abdominal ultrasound. But in
case of occlusive syndrome or an atypical position of the fetus, the X-ray of the
abdomen without preparation is indicated. However, the key examination remains laparoscopy [29], inaccessible in all hospital structures in the country.

3.4. Treatment
The only therapeutic sanction used to manage an abdominal pregnancy is surgery, the operational urgency of which is theoretically qualified according to fetal viability [2].
A preventive laparotomy was performed at 34 WA + 2 days in our case in order to avoid the risk of maternal-fetal mortality. Despite this, the newborn baby
died a few days after prematurity and neonatal infection.
Because of the risk of cataclysmic hemorrhage, all attempts at placental extirDOI: 10.4236/ojog.2021.113029
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pation are strictly prohibited, especially if the placenta is inserted into a noble
organ or a vessel [30]. The placenta is left in place but by cutting the cord as
close as possible and by strictly monitoring the patient postoperatively in order
to detect complications (fistula, peritonitis, abscess, secondary hemorrhage, occlusion). Ultrasound coupled with the dosage of placental hormones [4] makes it
possible to control spontaneous placental resorption which takes place in two
phases, namely very slow until the 10th week and faster which could last up to 3
years [31].
In order to accelerate this absorption, we used an antimitotic (Methotrexate).
But this attitude is still discussed in the literature not only because of its toxicity
but also of its inability to avoid the complications caused [28]. In the meantime,
whole blood bags were donated and drains put in place. Thromboprophylaxis
under platelet control was started for 10 days as well as iron supplementation for
one month. It should be noted that during the operation, antibiotic prophylaxis
was also administered.

3.5. Maternal-Fetal Prognosis
The fetal prognosis of abdominal pregnancy is poor with mortality ranging between 75% and 95% due to poor placental vascularity, hypotrophy and fetal
malformations [32].
On the other hand, the prognosis of the mother depends for its part on the
delay in diagnosis and the attitude towards the placenta; maternal mortality is of
the order of 0% to 18% according to Hainaut [11].

4. Conclusion
Rare, abdominal pregnancy is an obstetric emergency requiring special attention. For this, the pregnant woman has the obligation to benefit from a wellfollowed prenatal consultation by competent personnel capable of detecting abnormalities of the abdominal pregnancy and of prescribing an adequate treatment because certain pathologies are likely to compromise the life of the mother
or of the fetus.
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