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INTRODUCTION 

Abdominal pregnancy is a rare type of extra-uterine 

pregnancy, accounting for 1.0-1.5% of all such extra-

uterine pregnancies.1,2 The incidence of abdominal 

pregnancy  is however commoner in the tropics due to the 

prevalence of sexually transmitted infections and pelvic 

septic morbidities.3,4 The recommended approach to the 

management of abdominal pregnancy is to terminate the 

pregnancy in the safest way possible once a diagnosis is 

made.5 However, due to underutilization of antenatal care 

and inadequacy of maternity care resources in developing 

countries, some mothers present late with advanced 

abdominal pregnancies, with increased risks of 

complications in pregnancy and during delivery.4,6 

The high maternal mortality and perinatal morbidity and 

mortality attributed to abdominal pregnancy result largely 

from failure to diagnosis the condition early, the ectopic 

location of the fetus, as well as difficulties experienced in 
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the course of manually removing the placenta.6,7 Maternal 

mortality from abdominal pregnancy is estimated at 5 per 

1000 cases, 7 times higher than mortality from other 

ectopic pregnancies.6,7 Maternal mortality is often 

attributed to uncontrollable intraoperative haemorrhage.7,8 

Due to the rarity of the condition and the difficulty 

experienced in manually removing a placenta that may be 

attached to a vital abdominal organ, experience can only 

be pooled through case reports.  

This case report was a viable advanced abdominal 

pregnancy that was an incidental sonographic diagnosis 

with the placenta attached to the fundus of the uterus. It is 

reported to highlight the innovative technique of applying 

a tourniquet distal to the point of separation of the 

placenta to achieve complete placental removal, moderate 

intraoperative blood loss and a normal postoperative 

period. It is envisaged that this report may be of help to 

medical personnel who may encounter a similar scenario 

in their practice.  

CASE REPORT 

Mrs. UVG was an un-booked gravida 3, para 1+1 

(induced abortion) petty trader, who presented at the 

antenatal clinic of the University of Uyo Teaching 

Hospital, Uyo at a gestational age of 32 weeks + 4 days 

on account of an incidental finding of a live abdominal 

gestation following an ultrasound scan she did at a 

private diagnostic center. 

The index pregnancy was conceived spontaneously and 

she did not obtain any form of antenatal care prior to 

presentation.  

However, apart from the fact that she had an episode of 

lower abdominal pain that lasted for 3 days at the 

gestational age of 6 weeks, the course of the antenatal 

period was uneventful. There was no history of 

threatened abortion or antepartum hemorrhage. There was 

also no history of dizziness and fainting attacks. 

 

Figure 1: The hourglass - remodeled placenta before 

manual removal. 

 

Figure 2: Application of tourniquet and manual 

removal of placenta. 

 

Figure 3: Placental bed at end of surgery. 

At presentation, her vital signs were within normal limits. 

Abdominal examination revealed a symphysio-fundal 

height of 32 cm, easily palpable fetal parts and fetal heart 

rate of 132 beats per minute. Her admission hematocrit 

was 24% and her urinalysis result was normal. She had a 

repeat obstetric ultrasound scan in the study center, which 

confirmed a live abdominal pregnancy at a gestational 

age of 32 weeks and 5 days. Her serum 

electrolytes/urea/creatinine were within normal limits and 

liver function test was normal. 

Her vital signs were assessed every 2 hours and they 

remained stable. She was transfused with 2 units of 

settled blood cells and the post-transfusion hematocrit 

was 31%. The general surgical and neonatology teams 

were invited to review the patient and contribute to her 

clinical management. On the 6th day on admission at 33 

weeks + 3 days, she complained of abdominal 

discomfort, which was associated with fetal movements. 

Antepartum corticosteroids were administered 

intramuscularly to her with the hope of promoting fetal 

lung maturation.  
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She had an exploratory laparotomy at a gestational age of 

33 weeks + 4 days with the general surgeon and 

neonatologist in attendance. Findings at laparotomy was a 

viable fetus lying freely in the peritoneal cavity. The 

amniotic sac had ruptured. The uterine size was 

comparable to a 14 weeks size of pregnancy. The 

placenta which was remodeled to adopt an hourglass 

shape was attached to the fundus of the uterus (Figure 1). 

The right fallopian tube was fibrotic and adherent to the 

body of the uterus. Both ovaries and the left fallopian 

tube were grossly normal. 

After delivery of the fetus from the peritoneal cavity 

taking care not to put traction on the placental bed, the 

umbilical cord was doubly clamped and severed in 

between the clamps. A Foley catheter, size 16F was 

applied as a tourniquet between the base of the placenta 

and the fundus of the uterus (Figure 2). The bulk of the 

placenta made up the upper bulb of the hourglass shape 

and was manually separated at the point of the relatively 

narrow neck. Residual placental tissue were removed 

manually from the lower bulb of the hourglass shape of 

the placenta. The lower bulb measure about 2cm in 

height. The covering fetal membranes were stitched to 

overlie the raw surface of the placental bed. Series of 

figure 8 stitches were inserted at bleeding points to secure 

hemostasis. On removal of the tourniquet, there was no 

bleeding at the site of attachment of the placenta (Figure 

3). Peritoneal lavage was performed and an 

intraperitoneal drain was inserted and the abdominal 

cavity closed in layers. Estimated blood loss was 1000 

milliliters. She was transfused 2 units of whole blood 

intraoperatively. Informed consent was obtained from the 

patient to report this case; approval was equally received 

from the institutional Research Ethics Committee. 

The infant had Apgar scores of 2 over 10 at 1 minute and 

the same at 5 minutes. Resuscitative measures did not 

improve the state of health of the infant who died 1 hour 

postpartum. Histology report of the placenta was normal 

but autopsy report of the infant revealed massive 

intracerebral hemorrhage and hypoplastic lungs with 

widespread pneumonitis. The mother had an uneventful 

post-operative period. The postoperative haematocrit was 

28%. Her initial postpartum serum assay of β-HCG was 

211.3 miu/µl on the 2nd postoperative day. Serum assay 

of β-HCG on the 7th postoperative day was undetectable. 

She was discharged on the 8th postoperative day, while 

the serial serum assay of β-HCG on the 14th and 21st 

postoperative days remained undetectable during her 

initial weekly follow up visits. She was seen at 6 weeks 

postpartum at the postnatal clinic and her condition was 

normal. 

DISCUSSION 

The rarity of abdominal pregnancy, the risk of perinatal 

morbidity and mortality, as well as the challenges of 

managing primary hemorrhage that often follow manual 

removal of a placenta that might be attached to a delicate 

abdominal organ make a case for the continued need for 

case reports of every abdominal pregnancy encountered 

in practice. Such reports provide avenues for sharing of 

experiences gained. This case reported was 

sonographically diagnosed incidentally at advanced stage 

of pregnancy, but the diagnosis did not say whether the 

pregnancy was primarily abdominal or not.  

Findings at laparotomy suggested that the pregnancy 

might have resulted secondarily from right tubal abortion, 

because the right fallopian tube showed signs of 

inflammatory reaction. In addition, the placenta was 

attached to the fundus of the uterus. This is in agreement 

with Studdiford’s criteria, which states that for a primary 

abdominal pregnancy, the ovaries and tubes must be 

clinically normal, without any utero-peritoneal fistula and 

the pregnancy must be exclusively associated with the 

peritoneal surface.9-12 The fetus was delivered free in the 

abdominal cavity with very low Apgar scores of 2 over 

10 because the amniotic sac had ruptured, exposing the 

fetus to pulmonary hypoplasia. In contrast, in cases where 

intra-abdominal fetuses are delivered with good Apgar 

scores, such fetuses are often retained in an intact 

amniotic sac at the time of delivery.7,9,11,13  

Even though the infant died shortly after birth in this case 

reported, there were no pressure deformities, apparently 

because the infant was relatively small when compared to 

the space available to it in the mother’s abdominal cavity. 

Much variation in the management of abdominal 

pregnancies as reported lies in how the placenta is 

handled following delivery of the fetus; while some 

obstetricians err on the side of caution and retain the 

placenta, others dare to remove the placenta with 

sometimes dire consequences.11-13  

This is a case where a Foley catheter was used 

innovatively as a tourniquet to significantly reduce 

primary hemorrhage from the placental bed, while the 

placenta was manually removed completely. Similar 

cases where a tourniquet was not used in the way 

reported here, resulted in excessive loss of blood, in 

excess of 2000 milliliters.4,7,11 Where hemorrhage was 

that much, several units of blood were transfused. On the 

other hand, when the placenta is retained, the 

postoperative period could be turbulent, and there is often 

the need for methotrexate administration to induce 

autolysis of the placenta.4,7  

With the innovative technique reported in handling 

placental removal, blood loss was minimal, transfusion 

was modest, the postoperative period was normal and 

there was no need for methotrexate therapy to induce 

autolysis of the retained placenta.5,10,13 These are benefits 

that could be exploited by other obstetricians confronted 

with a similar scenario. Prolonged follow-up of the 

mother in this case report was avoided, save for two 

initial weekly visits needed to confirm complete return of 

β-HCG to normal. Some cases report follow-up visits, 

sometimes as long as 6 months, especially when the 
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placenta was retained.11-13 Such prolonged follow up 

could be avoided in the overall interest of the patients, the 

health personnel and the economy of the health facility. 

CONCLUSION 

In conclusion, we report the case of an un-booked live 

advanced abdominal pregnancy diagnosed at the 

gestational age of 32 weeks, which was discovered 

through a self-prescribed obstetric ultrasonography. 

There was mild anemia in pregnancy, which was 

corrected. The mother had an exploratory laparotomy 

with innovative application of a tourniquet distal to the 

placental attachment to the uterine fundus to attain 

minimal hemorrhage from the placental bed and complete 

removal of the placenta. The postoperative period was 

uneventful, even though the infant died one hour after 

birth due to respiratory failure. 
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