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Abstract

Advanced abdominal pregnancy is a condition of pregnancy thahwestbeyond 20 weeks of gestational age in the
abdominal cavity. Estimatioof the case occurrence is between 1:10,000 to 1:30,000 live biithhd@ppens as a result of
fertilization in abdominal cavitytubal rupture, or tubal abortion. This condition causes arhigibidity and mortality rate in
the mother and baby. We pressahd case of a 41-year-old woman with G2P1 term pregnafemyeé to our OBGYN clinic

in Dr. Zainoel Abidin Hospital, Banda Aceh, from a regibhospital with morbidly adherent placenta previa withuspicion

to abdominal pregnancy. She had no history of antepartum Hegar The patient was put through several examinations
and prepared for elective c-section to hysterectomy.r Afpening the peritoneum during C-Section, we had difficulty
identifying the lower segment of the uteri. The amniatembrane was covered with omentum. We incised the amniotic
membrane and delivered a 3500gr, AS 8/9 male baby. Plagaptahtation was identified at the omentum, uterineléin
and some of the pelvic wall. Bleeding was controlled ataige part of the placenta was evacuated adequatielypme part
was left in the abdominal cavity. The patierand the bably condition were stdb after the surgery and was discharged after
the fifth day of hospitalizatiom a good condition. This case report provided insights thatnaddaabdominal pregnancy
shows no typical symptom armglsimilar to placenta previa. Its diagnosis at an advhgestational age is apparently more
challenging. Some cases were able to be diagnosed prtaagdgrdut most other cases were only diagnosed intraiypelsa
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1. Introduction

Advanced abdominal pregnancy (AAP) is a preghancy thafrgsses past 20 weeks of gestation \aith
growing fetus inside the abdominal cavity. It is a péréaiopic pregnancy witl high rate of morbidity. An
ectopic pregnancy occurs approximately in 1-2% of totajnmacies and happens mainly in the fallopian tube.
Conceptual implantation in advanced abdominal pregnancyakanplace in the omentum, ligamentum latum,
abdominal organs, or blood vessels located in the abdomepedris. The estimated occurrence of advanced
abdominal pregnancy with live birth is about 1:10,000 80,000 from all pregnancies and 1% from ectopic
pregnancy1-3]. Advanced abdominal pregnancy occura essult of fertilization taking place in the abdominal
cavity, tubal rupture, and tubal abortion. Clinical symmanften vary, posing diagnostic challengesAéiP
conditions. Some cases even turn out to be asymptomigticontinuous pregnancy and are rarely diagnosed
until childbirth. In a good antenatal diagnosis, 20-40%A®P are able to be diagnosed preoperatively.

AAP is related to maternal and fetal complications &suit lead to a high riséf bleeding, coagulopathy,
emboli, and fetal malformation occurrentbe estimatd maternal mortality oRAP is 0.5-18%which is seven
times higher compared to thaftectopic pregnancy. Perinatal deaths occur in 5-25% obtaleXAP cases which
are mainly caused by prematurity, impaired fetal growtig bleeding. Nowadays, with improved neonatal
management, 70-80% of babies with gestational age older @hareks can survive [1, 2].

2. Case Report

A 4l-year-old Gayonese woman, G2P1 watlgestational age of 37-38 weeks, referred from Bireuen
Regional Hospital to Policlinic of Dr. Zainoel Abidinospital, Banda Aceh. The patient was diagnosed avith
single living fetus with cephalic presentation and a completeenta previssuspected as placenta accreta. The
patient underwent regular antenatal checkups with an obstetrkiadings during the antenatal examination
showed no other significant problesmcept the conditiorof the placenta covering the birth canal. Therefare,
history of bleeding from the birth canal was denied. Irirtfial phase of pregnancy, the patient admitted that s
had a complaint of severe abdominal pain that interfered Ivé@thactivities. She also experienced a balance
disturbance while doing her activities and looked pEf& nurse who did the assessmamthe patient claimed
that the complaints were normal during pregnancy. Thergatever consulted a doctor for her compkague
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to her inability to mobilizeAs the pregnancy advanced, the patient complaifipdin, especially when the fetus
was moving.

The patient underwent her first ultrasound examinatidheagestational age of 20 weeks and result did not
suggest any suspicion of abnormality. At the gestatiaq@bé37 weeks, the patient went to have herself checked
by an obstetrician for delivery process preparatitmwever, the patient was referred to a higher medicditiaci
since there was a suspicioha complete placenta previa condition accompanied witretsc

Thorough examination was doatDr. Zainoel Abidin Hospital, Banda Aceh. Physical exzation revealed
a change in the fetal position from the cephalic presentat the first admission to a horizontally lyipgsition
in the uterus. Further, more prominent fetal body esitwere found during abdominal palpatilnthe ultrasound
examination, the single living fetwgas found to match the terof gestational age, lying horizontally with the
estimated weight matching the gestational age. The amfiiotl was found adequate (Amniotic Fluid Index 10)
and the placenta was located in the anterior corpus blotkénigirth canal. Further ultrasound examination using
Placenta Accreta Index (PAI) was performed to evaluatpdbksibility of placental invasion. The result of PAI
revealed a 19% possibility of a placental invasion. érgoperative conclusion, the patient was finally dizggd
with placenta previa with invasion possibility of 19%, &enc-section procedure up an elective total
hysterectomy were prepared.

Table 1. Placenta Accreta Index Score

No C-section Mark 0

Complete Anterior Placenta Previa 1

Positive Bridging Vessel 0.5
Myometrium Thickness Bim 0.25
Lacuna Grade Il 1

Total 2.75> 19%

Figure 1. Preoperative ultrasound image

2.1.Intraoperative findings

We faced some obstacles in identifying the uterine I@@gment once peritoneum was opened. There were
amniotic membrane and a hint of placenta covered by omerdisimg a suspicion of an abdominal pregnancy.
We performed incision to the omentum with the basectly hit the amnion and placental membrane. We
continued cutting through the placenta and dedigéne baby by pulling out the legs. A male baby was borin wit
a weight of 35009, APGAR score of 8/9, and the amniotic flidd elear. The umbilical cord was cut, while the
uterus was hard to be assessed. When the umbilicalasrgently pulled out to deliver the placenta, the oomnt
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and intestines came alongrasst part of the placenta implanted to omentum, uterine fyrashds some to the
pelvic wall. After maxinum evacuatiorof the placenta and bleeding conjttble uterus was able to be identified
as 10x10 cm in size with both tube as well as the ovaridmnmormal boundary. A fimbriectomy measure was
conducted. The patient experienced shock during intraoperstage as a 2,508 bleeding occurred.
Resuscitation and blood transfusion of 1,250 cc PRC and 5@®Rowvas conducted to stabilize the patient
condition. The patient was then treated in post operattensive care unit.

Figure 4. The baby and placenta

2.2.Postoperative condition

The patient condition was stable after a 2-day tmeat in intensive care unit. Hemoglobin level after
transfusion was 9 gr/dl. There was no sign of declineoinel movement. The patient was then moved to an
inpatient room to be treated for 3 more days befordlyigiischargedon the fifth day in a good condition and
ability to mobilize. The condition of the baby washétsand cared in the same room as the mother.

WWw.ijrp.org



Cut Meurah Yeni / International Journal of Research Publications (IJRP.ORG) ‘.\ JJ RP.ORG

ISSN: 2708-3578 (Online)

223

3. Discussion

Advanced Abdominal Pregnancy is a very rare case. @liorcultrasonographical diagnosis are difficult to
be performed, especialigt an advanced gestational age. About 45% of the cases casated tduring the
antenatal period, while the rest were diagnosed intraigedsa The symptoms showed by patients were usually
related to the digestive tract. However, such symptopre @&bsent in this patient, in which, the pathesat no
considerable complaint about her pregngddtyApproximately 57.6%f abdominal pregnancy cases, as reported
in several case reports, were diagnosed preoperativelyever, there were also numerous cases identified
intraoperatively. The most frequent indications suggesiagondition of abdominal pregnancy were abdominal
pain, easily palpated fetus on the mother’s abdomen, and induction failure in labor[1]. Chun et al. reported a case
of abdominal pregnancy at a gestational age of 38 weekgplaitbntal depiction similar to placenta prejh
Whereas, Dabiri et al. discovered an abdominal pregnaitty an acute picture of abdomen, which was
assumingly due to uterine rupture in the gestational age of &3y&.

Embryo implantation in abdominal cavity can occur pritgamd secondarily. Primary implantation happens
when fertilization takes place directly in the abdomireality. Meanwhile, secondary implantation occurs after
tubal rupture, tubal abortion, or uterine rupture. Sdaonpimplantation is the most frequently occurring process
in abdominal pregnancies [3,. & some cases, patients experienced a history of abdbpain during the first
trimester, and the uterus and both fallopian tubes werealfimtact There is potential occurrence of secondary
implantation in this casesaresult of tubal abortion.

Ultrasound examination, performed especially during the ffirsiester,can help improve the diagnosis of
abdominal pregnancy. Additional examination such as MRI tsm l® done to assess the level of placental
adhesion that can be used as a consideration of whiethglacenta can be born or aborftéd

Several criteria of abdominal pregnancy diaglbrough ultrasound examination, as suggestd8]bware
as follow: (1) the presence of fetus in the gestaticaalositside the uterus amass feature in the abdomen or
pelvic showing the uterus is separated from the fetusb&jured uterine wall between the fetus and bladder, (3)
the fetus is seen to be adjacent to mother’s stomach wall, and (4) the placenta locaed outside of the uterine
area. Additional criteria include oligohydramnios, fétahtion abnormalities, the presence of featuresaufguita
previa and intestinal gas that is close to the fetug]j4n this case reporfy features of placenta previa was
observed.

Diagnosis of abdominal pregnaney a gestational age of over 20 weeks will increase thecehah
expectative management to achieve fetal viability, deswime maternal-related risks might ocdanrseveral
case reports, pregnancies could continue to developngntal gestational age without any complication on the
fetus and mother [1]. Nevertheless, newborn deformiteese also been found as much as 21% of the total
abdominal pregnancy cases. Facial and skeletal asygrjogtts abnormalities, and extremity deformities were
the common form observed in newborn deformifigsin our case report, we found an asymmetry on the face
and skull of the baby.

There is no particular consensus on whether the plasbotad be left inside the abdominal cavity or has to
be evacuated during the process of laparotomy. Evacugdtiba placenta can increase the risk of heavy bleeding,
whereas leaving the placenta inside can increasesthefrinfection and formation of abscess. In sevessie
reports, the placentas were left inside the abdominatlycamce it can lower the risk of morbidity and blood
transfusionas well & shorten the treatment duratighdministration of methotrexate or expectant management
can be applied as potential follow-through management wheanies to a decision to leave the placenta
Administration of methotrexate can accelerate the deginuot the placental tissue; however, it can incréase
risk of infection since the speed of the placental tislstruction by methotrexate can lead to tissues necrosi
permitting infectious microorganisms to gr®y.

Evaluation of beta hCG level and ultrasound can be tlhassess residual placenta. The level of beta
hCG can decrease to a normal level >5 weeks post-aat@inas administration of 4 doses of methotrexate. In
addition, vascularization evaluation using Doppler ultrasoundssess the blood flow of the residual placenta.

4. Conclusion

Abdominal pregnancy is a rare case. Although preoperatid intraoperative diagnosis can be performed
most of the cases were diagnosed intraoperatively dtgntan-typical clinical symptom. Antenatal examination,
especially a good ultrasound, can increase the diagndsis aase.

Some efforts such as expectative management can be perfarmezth fetal viability by considering the
condition of the fetus and mother. Option to leaveewscuate placenta can be chosen by considering the
occurrence of any possible risks. Residual placenta goveroand® in the form of methotrexate administration
or expectative management. Assessment towards residaahf can be performed through beta hCG level and
ultrasound evaluation.
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