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Case Report

Laparoscopic management of primary abdominal
pregnancy: a case report

Frimer abdomninal ektopik gebeligin laparoskopik tedavisi: olgu sunurmu
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Abstract

Ozet

This is a case report of a primary abdominal pregnancy managed by
laparoscopic intervention. A 22 year old, gravida 1, woman was admit-
ted to our emergency room with vaginal bleeding and pain in lower
abdomen. She was 4 weeks pregnant according to her last menstru-
al period. She had undergone right salpingoophorectomy previously.
Pelvic examination revealed cervical motion tenderness, bilateral
adnexal tenderness and rebound tenderness. Her vital signs were
normal. Beta hCG was 15826 IU/ml and hemoglobin was 10.0 g/dl.
Transvaginal sonography showed an endometrium of 3 mm thickness
and free fluid in the pelvis. Upon admission to the Early Pregnancy
Clinic, abdominal pain became worse and hemoglobin decreased to
8.0 g/dL. Therefore, we performed a laparoscopy which showed that
the uterus, left tube and ovary were completely normal with absence
of the right ovary and tube. Approximately 500 cc blood was aspirated
from the pelvis. Between the right sacrouterine ligament and rectum,
there was a bleeding area 2 cm in width which was removed with
forceps and sent for frozen pathological examination,which revealed
‘placental tissue fragments’. Endometrial sampling was reported to
be ‘secretory endometrium’. A rapid decrease in the beta HCG post
operative titer confirmed the resolution of the pregnancy. Primary
abdominal pregnancy is extremely rare. The diagnosis is confirmed
according to Studdiford’s criteria. In the literature, there only a few
cases of abdominal pregnancy in which laparoscopic procedure has
been used effectively as treatment. However, laparoscopic procedure
is usually successful in treatment of abdominal pregnancy if the ges-
tational age is early enough.
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Klinigimizde laparoskopik olarak tedavi edilen bir primer abdominal
gebelik olgusunu sunduk. 22 yasinda, gravida 1 olan hasta acil servi-
se vajinal kanama ve alt abdominal agn yakinmasiyla basvurdu. Son
adet tarihine gore yaklasik 4 haftalik gebe oldugu ve daha 6nce tubo-
ovaryan torsiyon tanisiyla sag salpingoooferektomi yapildigi 6grenildi.
Pelvik muayenede serviks hareketleri agriliyds, bilateral adneksal has-
sasiyet ve rebound mevcuttu. Vital bulgulan stabildi. Beta-hCG: 15826
IU/mL, Hb: 10.0 g/dL idi. Transvajinal ultrasonografide pelviste yaygin
sivi vardi, endometrium kalinligi 3 mm, intrauterin ve/veya ektopik
gebelik izlenmiyordu. Erken Gebelik Klinigi'ne kabuliinde hastanin
karin agnsi artti, Hb: 8.0 g/dL ye diistii. Hastaya intraabdominal kana-
ma tanisiyla laparoskopik cerrahi uygulandi. Laparoskopide sag over
ve sag tubanin cerrahi yokluk halinde oldugu izlendi. Uterus, sol over
ve sol tuba normal goriiniimdeydi. Douglas boslugundan yaklasik 500
cc kan aspire edildi. Sag sakrouterin ligament ile rektum arasinda 2
cm genigliginde kanamal alan izlendi ve cikarildi. Doku 6rnegi frozen
incelemeye gonderildi, sonug plasental doku parcalar olarak bildiril-
di. Ayni anda yapilan endometrial 6rnekleme sonucu sekretuar endo-
metrium olarak rapor edildi. Post operatif donemde beta-hCG deger-
lerinde hizli bir diisiis izlendi. Primer abdominal gebelik son derece
nadirdir. Tani, Studdiford kriterleri ile konur. Literatiirde laparoskopik
cerrahinin abdominal gebelik tedavisinde etkin bir sekilde kullamldigi
olgu sayis1 oldukca azdir, ancak, gebelik haftasinin erken oldugu uy-
gun vaka grubunda basan oldukca ytiksektir.
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Introduction

An ectopic pregnancy is one in which the blastocyst implants
anywhere other than the endometrial lining of the uterine cavity.
Ectopic pregnancy accounts for 1.3 to 2 percent of reported
pregnancies (1). Ectopic pregnancy remains the leading
cause of early pregnancy related death. It is the 4th common
cause of maternal mortality (2, 3). Serial serum beta human
chorionic gonadotropin (beta HCG) titers with subnormally
decreasing or increasing pattern and transvaginal sonography

are the most valuable diagnostic tools for confirming a clini-
cal suspicion of ectopic pregnancy.

Clinical presentation varies from mild vaginal bleeding to
hemoperitoneum and shock in the case of rupture. Nearly 95
percent of ectopic pregnancies implant in the fallopian tube
and the remaining 3.2 percent are ovarian and 1.3 percent
abdominal (4). Transvaginal sonography helps us to localize
the ectopic pregnancy.

Abdominal pregnancy is an extremely rare and serious form
of ectopic pregnancy with an incidence of 1 in 2200 to 10200
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of all pregnancies (5). We would like to report a case of primary
abdominal pregnancy which is managed successfully by lapa-
roscopic intervention.

Case Report

A 22 year old, gravida 1, para 0 woman admitted to our emer-
gency room with mild vaginal bleeding and pain in lower
abdomen. It was learned that she had 4 weeks of pregnancy
according to the first day of her last menstrual period. She had
undergone right salpingooferectomy previously because of tuba
ovarian torsion. Upon admission, pelvic examination revealed
cervical motion tenderness, adnexal tenderness bilaterally and
rebound tenderness. Beta HCG assay was reported as 15826
[U/ml and hemoglobin concentration was 10.0 g/dl, hematocrit
was 29.8 percent,blood pressure and pulse rate were normal.
Transvaginal sonography demonstrated an empty uterus with
an endometrium of 3 mm thickness and free fluid in the right
adnexal region, in the left paraovarian localization and in front
of the uterus. The right ovary could not be visualized since it
was surgically removed and the left ovary was normal and
intrauterine or extrauterine pregnancy could not be demon-
strated in sonographic scanning. During her clinical follow
up, from admission of the patient at the Emergency Room to
evaluation of her at the Early Pregnancy Clinic of our hospital,
vital signs remain stable but the patient’s complaints got worse
and hemoglobin concentration decrease from 10.0 to 8.0 and
hematocrit from 29.8 to 25.9 percent.

With those findings, we suspected intraabdominal bleeding due
to tubal abortion or abdominal pregnancy. Therefore we did a
laparoscopy by using dual puncture technique. Standard surgical
techniques were used with a camera and monitor set up. The
uterus, the left tuba and the ovary were completely normal, no
bleeding was observed from the left fimbria and there weren’t
any signs of tubal rupture. The right ovary and tuba had been
amputated surgically 3 years previously, and there weren'’t also
any signs of bleeding from the stump. From the pouch of Douglas
and abdomen approximately 500 cc blood was aspirated. In the
area between the right sacrouterin ligament and rectum, there
was a bleeding area 2 cm in width containing trophoblastic tissue
(Figure 1). The trophoblastic tissue was removed with forceps
and sent for frozen pathological examination. Moderate active
bleeding occured from the implantation site during the procedure
and bleeding was controlled by electrocautery using bipolar for-
ceps. Pelvis was irrigated with saline at the end of procedure and
dilatation and curettage (D/C) was performed. A rapid decrease
in the beta HCG titer post operatively confirmed the resolution of
the pregnancy. Since the post operative hemoglobin concentra-
tion is 6.2 g/dl, 2 units of red blood cell were transfused and the
patient was discharged 48 hours post operatively.

The frozen examination of the tissue removed intraoperatively
revealed placental tissue fragments confirming the diagnosis of
an abdominal pregnancy and histological examination of D/C
material revealed secretory endometrium fragments, which
was also confirming a primary abdominal pregnancy and
excluding a uteroplasental fistula.

Discussion

Abdominal pregnancy is classified as primary or secondary.
The diagnosis of primary abdominal pregnancy was confirmed

Figure 1. Primary abdominal pregnancy located next to the right
sacrouterine ligament in the pouch of Douglas

according to Studdiford’s criteria (6). According to those criteria
the diagnosis of primary abdominal pregnancy is based on the
following conditions:

1. Presence of normal tubes and ovaries,

2. Absence of a uteroplasental fistula,

3. Attachement exclusively to a peritoneal surface early enough
in gestation to eliminate the likelihood of reimplantation after
tubal abortion (7).

Usual sites for implantation of an abdominal pregnancy are
intraabdominal organs especially the bowel or mesentery or
the peritoneum. Transvaginal sonography and MRI are the diag-
nostic imaging methods which may be used in case of abdomi-
nal pregnancy. Transvaginal sonography is the first choice for
diagnosis. MRI may be helpful when the transvaginal sonogra-
phy is inadequate and anatomic relationships are important for
determination of surgical approach.

Most of the abdominal pregnancies are secondary, resulting
from the reimplantation of a tubal abortion (8). Our case was
an example of primary abdominal pregnancy which was man-
aged by laparoscopic intervention. According to Studdiford’s
criteria tubes and ovaries should be normal. In our case there
weren’t any evidences of tubal abortion or tubal rupture or
uteroplasental fistula, and the gestational age was as early as 4
weeks which also meets the Studdiford’s criteria.
Laparoscopic procedure in diagnosis and treatment of ectopic
pregnancy is gradually replacing laparotomy (9). Although in
most cases of abdominal pegnancies, surgical management is
via laparotomy because of risk of massive sometimes uncon-
trollable intraoperative hemorrhage from the implantation site
(10). In the literature, there only a few cases of abdominal preg-
nancy in which laparoscopic procedure are used effectively in
diagnosis and treatment (11-13). Laparoscopic procedure is
usually successfull in treatment of abdominal pregnancy if the
gestational age is early enough.

The vascular supply of implantation site of abdominal preg-
nancy is also important for determination of surgical approach.
Sometimes the implantation site involves a vascular area
such as the surface of colon as it was reported by Dover and
Powell (11). In that case, the majority of gestational product had
been removed laparoscopically from the surface of ascending
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colon, leaving a small remnant of organized clot at the site
because of the risk of colonic perforation and active bleeding.
If the diagnosis of abdominal pregnancy is made early enough,
the laparoscopic management will be successfull, as in our case
we presented here. We recommend laparoscopic approach for
similar cases because laparoscopy is less invasive than lapa-
rotomy and it has shorter hospital stay.
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