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ABSTRACT

We present two cases of abdominal ectopic pregnancy of 16 and 26 weeks, evaluated
with ultrasound and magnetic resonance imaging. Both cases presented an acute
surgical abdomen, the case with the oldest gestational age showed hemodynamic
decompensation due to hemoperitoneum secondary to placental abruption. The
clinical presentation led to resolution by laparotomy and extraction of the fetus and
placental tissue, ending in hysterectomy due to trophoblastic involvement of the
uterine surface and adjacent organs in the first case. The 26-week-neonate died after
4 months due to late sepsis. Clinical suspicion for amenorrhea and severe abdominal
pain are important criteria, and imaging studies, especially ultrasound, are the main
diagnostic tools.
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RESUMEN

Presentamos dos casos de embarazo ectépico abdominal de 16 y 26 semanas,
evaluados con ecografiay resonancia magnética. Ambos casos ingresaron con cuadro
de abdomen agudo quirurgico, el de mayor edad gestacional con descompensacién
hemodindmica por hemoperitoneo secundario a desprendimiento placentario. La
presentacion clinica conllevo a la resolucién por laparotomia y extraccion del feto y
del tejido placentario, terminando el primer caso en histerectomia por compromiso
trofoblastico de la superficie uterinay 6rganos adyacentes. El neonato de 26 semanas
fallecié luego de 4 meses, por sepsis tardia. La sospecha clinica por amenorrea y
dolor abdominal intenso son criterios importantes, y los estudios de imagenes,
especialmente la ecografia transvaginal y pélvica, son las principales herramientas
diagnésticas.

Palabras clave. Embarazo abdominal.

INTRODUCTION

Abdominal pregnancy is defined as an ectopic embryonic implantation
that occurs in the peritoneal cavity. It is a rare condition, with an esti-
mated incidence of 1/10,000 births and in 1.4% of ectopic pregnancies®.
Most ectopic pregnancies are a result of reimplantation of a tubal abor-
tion (secondary), and the most frequent site of implantation is para-ad-
nexal™. There are various, nonspecific symptoms associated with this
pathology which are dependent on the location and gestational age of
the fetus. These range from asymptomatic cases that progress to or
beyond the second trimester, to those with nonspecific symptoms and
abdominal pain that could result in hypovolemic shock due to the rup-
ture of abnormally implanted placental vessels®?34,

Ultrasound is the gold standard for diagnosis of ectopic pregnancy with
a specificity and sensitivity previously described as 94% and 87% re-
spectively®. The abdominal-pelvic nuclear magnetic resonance imaging
(MRI) may help guide the involvement of adjacent organs.

Management depends on maternal symptoms and fetal status. In many
cases, emergency laparotomy is the chosen technique, as the patient
may present acute, severe intra-abdominal haemorrhage due to placen-
tal separation of the implantation bed. Due to the extreme risk of com-
plications and associated maternal mortality of up to 5 per 1000 cases®,
some experts recommend surgical intervention as soon as the diagnosis
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has been made®. Cases of conservative manage-
ment are usually isolated® and fetal mortality
can reach more than 50%. Abdominal pregnancy
has also been associated with congenital malfor-
mations in about 20% of neonates”.

This study presents two complicated cases of
abdominal pregnancy at 16 and 26 weeks in a
social healthcare hospital of Peru, and we per-
formed a literature review regarding the ap-
proach and treatment of this entity.

CASE REPORTS

Case 1 involved a 35-year-old patient (gravida 2,
para 1) referred at 16 weeks, with severe abdom-
inal pain without genital bleeding. A transvaginal
and abdominal ultrasound was performed, de-
tecting a 13 x 7 cm myomatous uterus, empty
uterine cavity and fetal bone structures with-
out cardiac activity adjacent to the uterus. The
magnetic resonance imaging is shown in Figure
1. An exploratory laparotomy was performed,
which found a heterogeneous mass protected
by omentum adjacent to the right uterine later-
al wall. Subsequently, the chorioamniotic mem-
branes was released and a stillbirth of 120 gr
was removed. The placenta was separated from
the omentum and the intestinal serosa, finding
choriodecidual fragments firmly attached to the
adnexa and uterus, so a total hysterectomy was
performed. The post-surgical progression was
favourable and the patient was discharged on
the seventh day.

Ficure 1. CasE 1: PELvICc MR IMAGE COMPATIBLE WITH ABDOMINAL

EXTRAUTERINE PREGNANCY WITH INVASION OF THE PLACENTA TO THE
PELVIC SURFACE.
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Case 2. involved a 37-year-old patient, (gravida
6, para 2) referred at 24 weeks to our hospital
with painful abdominal syndrome due to cho-
lecystitis. The general surgery service planned
an expectant management. The symptoms
persisted, and during the evolution the patient
presented a decrease in hematocrit and severe
anemia (hemoglobin: 6.9 g). An obstetric ultra-
sound was performed by our service which
showed a 26-week-old active fetus located on
the right flank, with a posterior placenta with-
out myometrial lining, and an unoccupied 13 cm
uterus associated with free fluid in the peritone-
al cavity (Figure 2). Magnetic resonance imaging
findings are shown in Figure 3. Hemoglobin was
optimized, fetal lung maturation with cortico-
steroids and fetal neuroprotection with magne-
sium sulphate were indicated. An exploratory
laparotomy was performed which found two
litres of hemoperitoneum and a live female fe-
tus of 710 gr, Apgar score 6' and 7°, wrapped by
the chorionic membranes of approximately 18
c¢m in diameter. The placenta was posterior and
lying on the broad ligament, which presented
a 6 cm rupture on the high posterior side, with

FIGURE 2. CAsE 2: A: FETUS AND PLACENTA WITHOUT SURROUNDING
MYOMETRIUM AND HEMOPERITONEUM. B: FETUS AND EMPTY UTERUS IN
SAGITTAL VIEW
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Ficure 3. Case 2: MRI T2, MATERNAL CORONAL PLANE: CHORIOAM-
NIOTIC SAC IN EXTRAUTERINE POSITION WITH NORMAL FETAL CONTENT.
EMPTY UTERUS.

FIGURE 4. CAsE 2: A: CHORIONIC MEMBRANES WITH RUPTURE OF
PLACENTAL BED. B: LIVE FETUS AFTER OPENING THAT COCOON.

A

active bleeding from the uterine nutrient vessel,
without involvement of the abdominal organs
(Figure 4); it was removed en bloc. The surgical
service referred the patient back for cholecys-
tectomy on the sixth postoperative day, due to
persistent abdominal pain. The progression was
favourable, and she was discharged on the sixth
day following the cholecystectomy. The neonate
exhibited necrotising enterocolitis with broncho-
pulmonary dysplasia. Furthermore, a persistent
ductus arteriosus, intraventricular haemorrhage
and retinopathy due to extreme prematurity,
caused the newborn'’s death at 4 months 4 days
from late sepsis.

DiscussioN

We highlight two cases of abdominal ectopic
pregnancy, the first with an early second trimes-
ter fetal death and the second showing a 26-week
live fetus, both with similarity with respect to clin-
ical pictures, imaging findings and approach. Fol-
lowing Studdiford'’s criteria established in 1946,
both were secondary abdominal pregnancies be-
cause of tubal involvement and placental uterus
fistula. Amenorrhea and abdominal-pelvic pain
were the main maternal symptoms in both cases.
The second case was confused with biliary pa-
thology, which was the reason for referral to our
institution. Ultrasonography is generally used for
diagnosis and guiding signs included an empty
uterus, a poor placental definition and an unusu-
al fetal attitude. It was also essential to determine
the absence of myometrial tissue between the
pregnancy and the bladder and adjacent organs,
which serves to differentiate advanced abdomi-
nal pregnancies from intrauterine ones®.

MRI is useful in these cases to assess the extent
of placental involvement to adjacent organs®.
Advanced abdominal pregnancies are defined as
those that exceed 20 weeks of gestation and their
main management dilemma is in relation to pla-
cental management once the fetus has been re-
moved. Nunyalulendho reported 163 cases from
1946 to 2008, with a preoperative diagnosis of less
than 50%". Masukume included 38 cases of ad-
vanced abdominal pregnancies with live fetuses in
the period between 2008 to 2013"%and Minakshi
Rohilla reviewed cases from 2013 to 2018, report-
ing 26 cases of advanced abdominal pregnancies
with better preoperative diagnostic rates (56%)/'".
Term cases have been described as incidental in-
traoperative findings, even in our setting‘?.
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There is no standardised protocol for the man-
agement of this pathology. These are usually in-
terrupted at the time of diagnosis because of the
high risk of maternal complications, although
expectant behaviour has been considered in
asymptomatic cases, hoping for viability. The
maximum gestational age for these cases, ac-
cording to reports, is from 32 to 34 weeks (con-
sensus is not to exceed the gestational age limit
at which fetal viability is reached), when an ex-
ploratory laparotomy is scheduled considering
catheterisation of pelvic vessels to control intra-
operative hemorrhage. The most frequent ma-
ternal complications after surgery include hem-
orrhage and infection with a maternal mortality
rate of 12% in these cases!”. Regarding the man-
agement of placental tissue, its complete exci-
sion is easier the smaller the pregnancy. Even
laparoscopic treatment could be considered in
these cases and the association with uterine
vessel embolization has also been described”.

In the first case presented, the placental involve-
ment included intestinal loops and the uterine
wall, leading to a hysterectomy. In the second
case, the implantation in the peritoneum al-
lowed en bloc evacuation which involved the
right tube, conserving the uterus. In cases where
complete placental extraction is not possible,
conservative management is an option which
involves leaving the placenta in situ and it is rec-
ommended to double check for the possibility of
maternal complications such as abscesses, late
bleeding and obstruction of hollow viscera as a
result of secondary inflammatory and necrotic
phenomena‘™),

The use of methotrexate for the post-operative
management of placental reduction is discussed
and experts recommend placental extraction,
which is possible in 55%-75% of cases‘". Esco-
bar 9 reports 74 cases of advanced abdominal
pregnancy including 25 cases with expectant
management (median latency of 6.1 weeks) with
neonatal survival rates of 56%; the placenta
could be removed in 58% of cases and maternal
mortality due to hemorrhage was of 4%.

In conclusion, abdominal ectopic pregnancy is a
rare condition with high maternal-fetal mortality
rate and has led to marked variability concern-
ing therapeutic approach. Ultrasonography and
MRI support is useful for diagnosis and planning
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of the appropriate surgical approach. The most
frequent form of presentation is the acute abdo-
men secondary to hemoperitoneum, which can
turn the condition into a gynecological emergen-
cy that demands a hospital resources with high
resolution capacity for its successful manage-
ment.
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