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ABSTRACT

Background: The abdominal pregnancy is a pregnancy anywhere in the abdominal cavity other
than the tube, ovary, and broad ligament. Abdominal pregnancy has 7.7 times greater risk than
tubal pregnancy and 9o times greater than intrauterine pregnancy. This study aims to reveal the
diagnosis and treatment of abdominal pregnancy in Dr. Moewardi Hospital Surakarta.

Subjects and Method: This was a case series study conducted at Dr. Moewardi Hospital
Surakarta. This study report three cases of advanced abdominal pregnancy at Dr Moewardi
Hospital (2019 — 2020), that consisted of two cases of advanced abdominal pregnancy to term, and
one advanced abdominal pregnancy with acute abdomen.

Case presentation: Case 1 (it was found abdominal pregnancy at 30 weeks), the condition of the
mother and the fetus was good, the pregnancy was continued until the gestational age was term.
The patient was given corticosteroids for lung maturation and magnesium sulfate for neuro-
protection. Case 2 (an abdominal pregnancy was found at term), it was decided to immediately
terminate it with good preoperative preparation. Both patients in case 1 and case 2 had good result
in both the mother and the fetus. The placenta was left in situ in both cases to prevent massive
bleeding and injury to the gastrointestinal organs. Case 3 (advanced abdominal pregnancy with
acute abdominal symptoms) decided to undergo an emergency laparotomy and removal of the
placenta.

Conclusion: Abdominal pregnancy must be diagnosed and managed properly to reduce maternal
mortality and morbidity. In advanced abdominal pregnancy, it could be considered to continue the
pregnancy until the term. The placenta management of in situ without methotrexate might be
considered in cases of abdominal pregnancy.
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BACKGROUND

The abdominal pregnancy is a pregnancy
anywhere in the abdominal cavity other
than the tube, ovary, and broad ligament
(Jabbar et al., 2018). Advanced abdominal
pregnancy is defined as an abdominal preg-
nancy that develops beyond 20 weeks of
gestation (Gilani and Syed, 2019). Cavity of
Douglas is the most frequent site of abdo-
minal pregnancy followed by mesosalpinx
and omentum. Abdominal pregnancy
occurs in 1-1.5% of ectopic pregnancies
with an incidence of 1: 8,000 - 10,000
pregnancies (Jabbar et al., 2018; Gilani and
Syed, 2019).

Abdominal pregnancy has 7.7 times
greater risk than tubal pregnancy and 9o
times greater than intrauterine pregnancy.
Maternal mortality is around 0.5% - 18%
and perinatal mortality is around 40 - 95%
(Hailu et al., 2017). Maternal morbidity is
caused by bleeding, infection, anemia,
disseminated intravascular coagulation,
pulmonary embolism, and gastrointestinal
fistula is due to the intra-abdominal fetal
bone (Betrand et al., 2009).

The clinical symptoms of uncompli-
cated abdominal pregnancy are very non-
specific, among which the most frequent is
abdominal pain or persistent suprapubic
pain, no menstruation, vaginal bleeding
with discharge, gastrointestinal symptoms
such as nausea and vomiting (Tolefac et al.,
2017).

Diagnosis of abdominal pregnancy is
due to the absence of characteristic symp-
toms that differentiate it from tubal preg-
nancy so then it requires high clinical suspi-
cion. Investigations are needed to make a
diagnosis of abdominal pregnancy such as
ultrasonography (USG) and MRI. Based on
the ultrasound examination reveals that a
gestational sac contains a fetus outside the
uterus or a mass in the pelvic and abdo-
minal cavity contains a fetus separated
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from the uterus, no visible uterine wall
between the fetus and the bladder, and it is
seen that the fetus is close to the abdominal
wall and localization of the placenta outside
the cavity of uterus. However, the accuracy
of ultrasound examination is 50% with
clinical symptoms. MRI examination with
contrast is very helpful in making the
diagnosis and knowing the involvement of
other organs so that it can be additional
data for the treatment of therapy in cases of
abdominal pregnancy (Agarwal and
Odejinmi, 2014).

The management of an abdominal
pregnancy depends on the gestational age
at the time of presentation and the hemo-
dynamic state of the maternal. In early
abdominal pregnancy, medical manage-
ment can be given in the form of metho-
trexate, intracapsular injection of chloride
liquid, hyperosmolar glucose, the use of
prostaglandins, mifepristone, etoposide,
danazol, and arterial embolization per
angiography. If the maternal hemodynamic
is unstable, laparoscopy to laparotomy is
undertaken (Tolefac et al., 2017).

In advanced abdominal pregnancy,
expectative management can be undertaken
with a stable maternal hemodynamic condi-
tion and planning termination at 34 weeks
of gestation (Marcellin et al., 2014; Nassali
et al., 2016). If the maternal hemodynamic
condition is unstable, the surgery is con-
ducted with emergency laparotomy. The
principle of surgery is to birth the fetus
carefully and to identify placental implants
without causing bleeding. There are two
ways that can be done, namely the fetus and
the placenta is removed or the fetus is
removed and the placenta is left to avoid
bleeding (Worley et al., 2008).1°

This study aimed to reveal the diag-
nosis and treatment of abdominal preg-
nancy in Dr. Moewardi Hospital Surakarta.
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CASE PRESENTATION

Case 1
A woman with G1PoAo, 20 years old, she
felt that she was 7 months pregnant and she
was sent by Pandan Arang Boyolali
Hospital, Central Java, with a statement of
her suspicion of abdominal pregnancy. The
patient had no complaints such as bleeding
in the birth canal or abdominal pain. From
the abdominal examination, it has been
found that a round hard mass was felt in
the right lumbar region, extending to the
upper border of the epigastric region, and
the left border of the left lumbar region.
Fundal height was not palpable and
fetal heart rate (+). On examination of the
genitalia, the vaginal wall and pores were
found within normal limits. There was also
no bleeding or discharge from the birth
canal. Prenatal diagnosis was carried out by
ultrasound examination (USG), it has been
found that extrauterine fetuses were seen in
the abdominal cavity, fetal heart rate (+),
across the head to the right of the right
midclavicle line, the back above, the amnio-
tic fluid was sufficient, the placenta was the
impression of insertion in the anterior
abdominal wall partly supra. fundus and
uterine body with a lot of neurovascular
features, normal size uterus, no free fluid
and no congenital abnormalities.
Corticosteroid was administered for
lung maturation and MgSO4 for neuro-
protectors and then it was planned termi-
nation at 34 weeks of gestation. Evaluation
at 34 weeks, the mother's condition was
good, there were no complaints, the fetus
was in good condition, the fetal well-being
was good, so that termination was planned
at term of gestation with close supervision.
An elective fetal evacuation laparotomy was
undertaken to this patient at 37 weeks’
gestation. Durante operative bleeding was
450 cc. A baby girl was born, birthweight
3,100 g, with an APGAR score of 8-9-10.
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Placenta was seen measuring 20x20x2 cm
insertion in the right anteroadvancedral
abdominal wall, making adhesions with the
bladder, uterus, omentum and descending
colon, the placenta was decided to be
abandoned. Length of stay the patient was 3
days in Hospital.

Case 2

A 39 year old woman, G3P2A0, 39 weeks
was referred from Natalia Boyolali Hospital
with an abdominal pregnancy information.
The patient had no complaints such as
bleeding in the birth canal or abdominal
pain. From the abdominal examination,
found a round hard mass in the right
lumbar, fetal heart rate 155x/ m, the uterine
fundus could not be palpated. On examina-
tion of the genitalia, there were no abnor-
malities in the vaginal wall or pores. Ultra-
sound examination showed a single extra-
uterine fetus, head in the right lumbar area,
back above. The insertion of the placenta
into the anterior abdominal wall extends to
the border of the uterus and bladder.
Amniotic fluid volume was sufficient. Esti-
mated fetal weight was 2,500 g. Durante
operative bleeding was 100 cc. Length of
stay the patient was 3 days in Hospital.

Case 3

An individual with G3P2Ao0, 31 years old,
UK 27 weeks with complaints of abdominal
pain was referred from RSUD Soetijono
Blora. The patient has never had an ultra-
sound during this pregnancy. Based on the
ultrasound examination, it was found that
the uterus with EL (+) showed that the
fetus was located posterior to the uterus
with placental insertion in the uterine body
and peritoneum in the hypochondriac
region. An emergency laparotomy was
undertaken for acute abdomen. Durante
operative bleeding was 15,000 cc with
removal of the placenta and supracervical
hysterectomy. Massive transfusions were
undertaken at the time of surgery. Born
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baby boy, 700 grams, US 2-3-4. The condi-
tion of the mother after surgery was good.

Length of stay the patient was 8 days in
Hospital.

RESULTS

Table 1. Comparison Characteristics of Abdominal Pregnancy

No Characteristics Case 1 Case 2 Case 3

1 Parity G1PoAo G3P2A0 G3P2A0

2 Age 20 .0 39 years old 31 years old

3  Gestational age 37 weeks 39 weeks 27 weeks

4  Symptoms Not specific Not specific Abdominal pain

5 Outcome Female, birth Female, 2,400 g Male, 700 g
weight 3,100 g

6  Placentainsitu/removed  In situ In situ Removed

7  MTX post operation - - -

8  Placenta implantation Vesica urinaria, Omentum and Uterus, sigmoid
omentum, uterus, some gynecological colon, left tube
descending colon organs and ovary

9  Tubal conditions No exploration No exploration was  Stick with
was carried out carried out pregnancy

products
10 Bleeding durante op 450 cc 100 cc 15,000 cc
11 Length of stay 3 days 3 days 8 days
12  Postoperative bhCG levels 08/1/2020= 30/3/2020= 12147 -
(mIU/ml) 11736 13/4/2020= 3804
28/1/2020= 28/4/2020= 564
1881 11/5/2020= 41

11/2/2020= 532
10/3/2020= 41
09/4/2020= <2

08/6/2020= <2

Figure 1. Ultrasound examination has revealed that partial placenta insertion
in the supra fundus and uterine body with a lot of neovascular
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Figure 2. MRI examination supports the overview of an abdominal
pregnancy by insertion of the placenta in the right anteroadvancedral wall.
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Figure 3. Ultrasound examination shows the uterus is within normal
limits with the placenta that attached to the fundus uteri
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Figure 4. Ultrasound examination indicates a uterus with EL (+)
with a live fetus intra-abdominal. Placenta is inserted in the posterior
uterine body and peritoneum in the hypochondriac region

DISCUSSION
During 2019 - 2020, it has been found five
cases of abdominal pregnancy at Dr. Moe-
wardi Hospital Surakarta with their own
unique characteristics. In general, the des-
cription of the characteristics of each abdo-
minal pregnancy is as follows:

In all cases, the risk factors for abdo-
minal pregnancy have not found. Parity
that found was the first pregnancy and the
third pregnancy. It was not known whether
it was primary or secondary because there
was no exploration to see the condition of
both tubes.

The case of advanced abdominal preg-
nancy, expectative management can be
undertaken where delivery is reached until
term. However, if there are signs of acute
abdomen, bleeding, hemodynamic unstable
to be undertaken by emergency laparotomy.
In cases where the placenta is removed,
bleeding during the operation is significant
due to adhesions to the surrounding
organs. When the placenta was abandoned
(in situ), methotrexate was not adminis-
tered, however -hCG levels and placental
size were monitored. It obtained that an
average after 3 months postoperative levels
of B-hCG reached normal. The considera-
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tion did not give methotrexate namely large
placental necrosis after therapy can be a
good medium for bacterial growth resulting
in severe abdominal infections (Xu et al.,
2019).

Abdominal pregnancy is a very rare
case however it has high mortality and
morbidity in both the mother and the fetus.
Abdominal pregnancy cases are a challenge
for clinicians because the symptoms and
signs are not specific. Diagnosis of abdo-
minal pregnancy is through a prenatal
ultrasound supported by an MRI examina-
tion. Although expectant management is
still a matter of controversy, however, it can
be considered in the cases of advanced
abdominal pregnancy under certain condi-
tions. Placenta management either aban-
doned in situ or removed has its own
advantages and disadvantages. The evalua-
tion of an abandoned placenta without
methotrexate has indicated good outcome
in cases of abdominal pregnancy.
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