
Novel Insights from Clinical Practice

Biomed Hub 2022;7:42–47

Advanced Abdominal Ectopic Pregnancy 
with Subsequent Fetal and Placental 
Extraction: A Case Report

Luis Armando Zuñiga 

a    César Alas-Pineda 

b    Clarisa L. Reyes-Guardado 

c    

German Isaías Melgar 

a    Kristhel Gaitán-Zambrano 

c    Simmons Gough 

d

aDepartamento de Ginecología y Obstetricia, Hospital Dr. Mario Catarino Rivas, San Pedro Sula, Honduras; 
bDepartamento de Epidemiología, Hospital Dr. Mario Catarino Rivas, San Pedro Sula, Honduras; cFacultad de 
Medicina y Cirugía, Universidad Católica de Honduras – Campus San Pedro y San Pablo, San Pedro Sula, Honduras; 
dDepartamento de Imagenología y Radiología, Hospital Civil de Guadalajara Fray Antonio Alcalde, Guadalajara, 
Mexico

Received: October 3, 2021
Accepted: December 23, 2021
Published online: February 25, 2022

Correspondence to: 
César Alas-Pineda, cesar_alas10 @ hotmail.com

© 2022 The Author(s).
Published by S. Karger AG, Basel

Karger@karger.com
www.karger.com/bmh

Established Facts

• Abdominal ectopic pregnancy (AEP) incidence varies from 1:10,000 to 1:30,000 pregnancies world-
wide.

• AEP is an important cause of maternal and fetal death with high mortality rates.

Novel Insights

• This case represents a clinical challenge, especially in terms of surgical management for placental ex-
traction.

• Although newborn survival mortality rates account for 40–95% of the cases, the neonate was born 
without complications.
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Abstract
Abdominal ectopic pregnancy (AEP) occurs within the peri-
toneal cavity, outside the genital organs (uterus, tubes, ova-
ries). It is an unusual condition with an incidence that varies 
from 1:10,000 to 1:30,000 of all pregnancies worldwide. A 
38-year-old primigravid patient was diagnosed in the sec-

ond trimester with AEP. Pregnancy reached 35.6 gestational 
weeks, and the patient underwent surgery via laparotomy 
for extraction of the live fetus. Complete removal of the pla-
centa was performed without maternal or fetal complica-
tions. AEP is an important cause of maternal and fetal death; 
the mortality rate in pregnant women with AEP is approxi-
mately 1–18%. Surgical intervention to deliver a baby in cas-
es of AEP requires a multidisciplinary team, especially in 
countries with limited therapeutic options.
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Introduction

Ectopic pregnancy (EP) is an obstetric complication 
affecting women of reproductive age and is defined as the 
extrauterine implantation of a fertilized egg. It occurs in 
approximately 1.2–1.4% of all reported pregnancies 
worldwide [1].

There are multiple risk factors that predispose patients 
to EP, including a history of pelvic inflammatory disease, 
smoking, fallopian tube surgery, previous EP, endome-
triosis, assisted reproduction techniques, and infections 
[2, 3]. However, only 50% of women with abdominal EP 
(AEP) have any associated risk factors [4].

Ninety percent of EPs are tubally located, while the rest 
are distributed in cesarean scars (4%), interstitial regions 
(4%), intramural regions (1%), the myometrium (1%), 
and the abdominal cavity (1.3%) [5].

AEP is rare and occurs within the peritoneal cavity 
outside of the genital organs (uterus, tubes, ovaries) [6]. 
Its incidence varies from 1:10,000 to 1:30,000 pregnancies 
worldwide [6, 7]. AEP is usually diagnosed late because 
some patients are asymptomatic, or if symptomatic, the 
symptoms are nonspecific [8]. It may present as diffuse 
pain accompanied by signs of incipient pregnancy [9].

Depending on its location, AEP can be classified into 
two types: primary, which occurs when fertilization and 
implantation occur directly in the abdominal organs [3]; 
and secondary, which occurs as a result of a tubal preg-
nancy that detaches into the abdominal cavity (tubal 
abortion, rupture of a uterine horn, or a caesarean section 
scar) [10]. Other, more unusual cases such as the iatro-
genic perforation of the uterus during a voluntary termi-
nation of pregnancy may also occur [10, 11].

AEP can reach full-term gestation, with a viable fetus 
and subsequent perinatal survival; however, these are ex-
ceptional cases described in the literature [6]. In Hondu-
ras, there is a record of only one previous case of AEP in 
1956, with a dead fetus that developed into a lithopedion 
[12]. The relevance of the case described below lies not 
only in the rarity of AEP but also in the procedure per-
formed and the results obtained in a third-level hospital 
in San Pedro Sula, Honduras, C.A., where the first total 
placental extraction performed in the AEP resulted in a 
live, healthy baby.

Case Report

We present the clinical case of a 38-year-old primigravid wom-
an, who was sexually active since she was 15 years old and did not 
use family planning methods. Her obstetric history includes un-

treated polycystic ovaries and irregular menstruation with cycles 
from 28 to 40 days.

In July 2020, the patient sought medical care for amenorrhea 
that was observed since March of the same year. She also reported 
that she took two home pregnancy tests (urine) and a blood preg-
nancy test during March, all of which were positive.

A pelvic ultrasound (US) was performed, which revealed an 
empty, homogeneous, and regularly contoured uterus. She was re-
ferred to Hospital Dr. Mario Catarino Rivas (HMCR) in San Pedro 
Sula, for management of her extrauterine pregnancy. However, the 
patient refused the referral and subsequent evaluations at HMCR, 
alleging that the hospital would terminate her pregnancy and that 
her desire was to continue with the pregnancy. In addition to this 
argument, the patient also stated that she was afraid that she might 
contract COVID-19.

The following month, at approximately 20 gestational weeks 
(GWs) according to her last menstrual period, the patient again 
sought medical care for her pregnancy. A pelvic US was performed 
and she was referred for the second time to HMCR. The patient 
finally agreed and on the following day, i.e., August 13, 2020, she 
went to HMCR. Because she was diagnosed with AEP, she was ad-
mitted for further evaluation and a complete blood test was per-
formed, which was normal. Further, the patient did not report ab-
dominal pain.

Physical examination revealed that the patient was in good gen-
eral condition with a mesomorphic biotype. Her vital signs were 
stable, with a blood pressure of 120/80 mm Hg, a heart rate of 72 
beats per minute, a respiratory rate of 19 breaths per minute, and 
a normal body temperature. Segmental physical examination 
showed no apparent abnormalities. Positive fetal movement and a 
fetal heart rate of 150 beats per minute were found upon examina-
tion of the fetus.

A US performed after admission revealed that the placenta in 
the left hemiabdomen adhered to the left abdominal wall and the 
left pelvic wall, with color Doppler flow in close contact with the 
uterus at the level of the left adnexa and left uterine artery. These 
findings were confirmed with magnetic resonance imaging (MRI), 

Fig. 1. Coronal T2 section of an abdominopelvic MRI showing the 
amniotic sac and the fetus in the abdominal cavity attached to the 
left adnexa and displacing the empty uterus to the right.
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performed the same day, where the presence of intraperitoneal ex-
trauterine pregnancy was also observed in the left hemiabdomen 
(shown in Fig. 1, 2). The primigravid woman was informed of the 
situation and possible outcome of the diagnosis, emphasizing the 
maternal-fetal complications and risks. The patient left the health 
facility the same day, fearing that the pregnancy would be termi-
nated.

In September, she returned to the hospital for evaluation, 
where an abdominal US found no significant changes relative to 
the previous one. She was asked to remain in the facilities for sur-
veillance and follow-up; however, she again refused hospitaliza-
tion and left HMCR.

The patient was hospitalized at HMCR on November 2nd of 
the same year, at 31.6 GW. She returned because she researched 
her diagnosis on the internet and became concerned when she read 
about the high maternal and fetal mortality rates associated with 
AEP. The patient was asymptomatic when admitted to the hospi-
tal. The patient was treated with fetal lung maturation inducers 
and dexamethasone in preparation for the delivery of the fetus.

A third US revealed a single fetus in the abdominal region, with 
an estimated weight of 2,144 g and an amniotic fluid index of 10 
cm. The patient decided to continue the pregnancy at 33 GW, de-
spite the risks. The patient consented to a laparotomy to deliver the 
fetus on December 2, 2020.

The surgery was initially planned to be performed at 36 GW; 
however, when the multidisciplinary team was formed, it was 
agreed to perform the surgery at 35.6 GW because the entire team 
would be present. The team consisted of two obstetrician gyne-
cologists, one general surgeon, two urologists, two pediatricians, 
three anesthesiologists, one gynecology resident, nursing staff, and 
a medical instrument specialist. In preparation for the operation, 
space was reserved in the neonatal and adult intensive care units 
and a supply of blood products was secured from the hospital’s 
blood bank.

Prior to surgery, a double-J stent was placed in both ureters. 
Under spinal anesthesia, a medial laparotomy was performed, with 
an infraumbilical and supraumbilical incision of approximately 25 
cm, which revealed amnion-omental adhesions. The placenta was 
adhered to the left abdominal wall, with several firm points of at-
tachment to the left uterine adnexa. The right ovary was of normal 
appearance and morphology. Amnion-omental adhesions were 
released, resulting in the discharge of a copious amount of amni-
otic fluid that was colorless, not foul smelling, and at normal body 
temperature.

The fetal membranes were identified, and the fetus, which was 
in a transverse dorso-anterior position, was extracted (shown in 
Fig.  3a). This resulted in the birth of a live male to whom late 
clamping of the umbilical cord was applied. The newborn was eval-
uated by a pediatrician and taken to the neonatal nursery in good 
health condition. The patient was administered 1 vial of tranexam-
ic acid (1,000 mg/10 mL) and a 20 mL vial of intravenous human 
prothrombin complex (Octaplex®). The location and vasculariza-
tion of the placenta were evaluated transoperatively, and a manual 
placental extraction was performed.

Complete placental extraction was achieved by digital separa-
tion between the placenta and the anterior abdominal wall. Surgi-
cal scissors were used to separate the colon from the placenta, caus-
ing lacerations of the colonic serosa in that portion. Removal of the 
left adnexa, to which a portion of the placenta was firmly adhered, 
was performed because it was the main source of blood supply for 
the placenta (shown in Fig. 4). During the procedure, the patient 
lost approximately 2,000 mL of blood, for which two units of 
packed red blood cells and four units of fresh frozen plasma were 
required.

The procedure ended without complications, and the patient 
was hemodynamically stable with normal vital signs. The patient 
was transferred to surgical recovery and then to the puerperium 
room to remain under medical surveillance for 2 days after the 
procedure with no complications. The newborn male was in good 

Fig. 2. a Axial T2 section of an abdominopelvic MRI showing the amniotic sac and the placenta without a sepa-
ration plane between it and the anterior abdominal wall. b A more cephalic view showing the fetus in the ab-
dominal cavity displacing intestinal viscera to the right.
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health, with an APGAR score of 8/9, weighed 2,640 g, was 46 cm 
long, and had a head circumference of 33 cm. The baby had no ap-
parent congenital or structural malformations (shown in Fig. 3b).

Discussion

AEP is an unusual variant of EP, which is characterized 
mainly by nesting and embryonic growth in the perito-
neal cavity [3]. The most frequent sites of placental im-
plantation are the posterior cul-de-sac, which accounts 

for 55% of cases, followed by the mesosalpinx, the omen-
tum, the peritoneum of the abdominal or pelvic walls, and 
the space between the anterior uterine wall and the blad-
der [13–15]. According to the worldwide literature, from 
2008 to 2013, only 38 cases of advanced abdominal preg-
nancy resulting in a live birth were reported [10, 16].

AEP is an important cause of maternal-fetal death; the 
mortality rate in pregnant women ranges from approxi-
mately 0.5–18%, exceeding 7–8 times the mortality that 
occurs in tubal EP and is 90 times higher than the mortal-
ity in normal intrauterine pregnancy [3, 14, 17]. This is 
due to the high risk of profuse hemorrhage due to partial 
or total placental separation [15].

Newborn survival is also affected, with a perinatal 
mortality rate of 40–95%, and 21% of live-born infants 
have birth defects [18]. Typical deformities include limb 
defects, facial and cranial asymmetry, joint abnormalities, 
and central nervous system malformations [18]. The neo-
nate had no malformations, no perinatal complications, 
remained under surveillance, and was subsequently dis-
charged.

Primary AEP is an unusual obstetric complication of 
EP located in the peritoneal cavity, with an incidence of 
approximately 0.6–1.6% of all cases reported in the lit-
erature [19]. The patient was diagnosed with primary 
AEP and was the first case of this type reported in Hon-
duras.

Currently, the criteria established by Studifford in 
1942 are used to define primary abdominal EP, which in-
clude the following: (1) normal bilateral fallopian tubes 
and ovaries without the presence of recent or past lesions, 
(2) absence of utero-peritoneal fistula, and (3) pregnancy 
in exclusive contact with the peritoneal surface [20].

Fig. 3. a Extraction of the fetus 35.6 GW. b 
The live and healthy male newborn.

Fig. 4. Complete removal of the adhesion from the abdominal and 
pelvic cavity.
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AEP beyond the second trimester with a viable fetus is 
extremely rare. However, it is the only form of EP that can 
result in a fetus fit for extrauterine life. There are few cas-
es of full-term abdominal gestation described in the world 
literature [8]. Despite the risks, the patient held firm to 
her religious beliefs, and since it was her first pregnancy, 
decided to continue with the pregnancy even after the di-
agnosis of AEP.

Due to abnormal placental implantation, cases of ad-
vanced abdominal pregnancy carry multiple risks such as 
hemorrhage, infection, disseminated intravascular coag-
ulation, abdominal obstruction, fistula formation, and 
preeclampsia [13, 16, 18, 19]. In the case described herein, 
there were no complications during the gestational, tran-
soperative, or postoperative period.

Clinical evaluation is important to diagnose an ab-
dominal pregnancy, unlike tubal EPs which may go un-
detected until late gestational age [9]. This is due to a clin-
ical picture that varies from asymptomatic patients to 
others with severe symptoms that can compromise both 
maternal and fetal life [3].

Monitoring serum beta-human chorionic gonadotro-
pin levels is a useful marker for clinical suspicion of EP; 
however, it is not sufficient by itself to make the diagnosis 
of EP. In many cases, the diagnosis of AEP is not con-
firmed until a laparotomy or laparoscopy is performed 
due to suspicion of a tubal EP [3, 10, 14, 19, 21].

Diagnostic imaging methods include MRI and US. 
The latter can reach a sensitivity of 99% if used properly 
[13, 19, 21]. When observed during a US, an empty uter-
us with gestational sac separated from the uterus, adnexa, 
and ovaries should raise suspicion of AEP. A mass seen 
in the abdomen with features of pregnancy (gestation and 
yolk sacs, fetal heartbeat) is diagnostic, but it is usually not 
possible to differentiate a pelvic mass from the adnexa us-
ing US [3]. MRI offers better visualization of the placenta, 
uterus, and fetal tissues [13]. To confirm the location of 
placental and fetal tissue, MRI was used.

Surgery is the preferred procedure for AEP, and the 
best option is to remove the entire sac including fetus, 
membranes, and placenta [19]. Laparotomy is the pre-
ferred method in cases where there is a risk of hemor-
rhage; laparoscopic surgery may be chosen in cases that 
are diagnosed early and do not carry vascular risks [14, 
21].

Placental extraction carries the risk of uncontrollable 
hemorrhage. It is not considered as the first treatment op-
tion for AEP because it lacks the hemostatic mechanisms 
exerted by myometrial contractions; therefore, it fails to 
constrict the placental vasculature [13]. Despite the risks 

involved in placental extraction, the multidisciplinary 
team made the decision to remove it and proceeded to 
perform digital separation between the placenta and the 
anterior abdominal wall without further complications. 
This caused moderate bleeding, which was treated by 
promptly ligating the blood vessels that supplied the pla-
centa.

The general recommendation is to leave the placenta 
in situ to reduce the risk of severe perioperative hemor-
rhage; however, this treatment has been associated with 
postoperative mortality and complications. These in-
clude secondary hemorrhage, abscess formation, adhe-
sions, coagulopathies, ongoing preeclampsia, and failure 
of lactogenesis [13, 14, 16, 19, 22]. When the placenta re-
mains in situ, two methods of follow-up are available 
[13]. The first is the use of methotrexate to accelerate tis-
sue absorption, and the second method is expectant man-
agement, which consists of monitoring the beta-human 
chorionic gonadotropin levels and performing a US [13].

Conclusion

Full-term AEP with subsequent placental abruption is 
an extremely rare situation in clinical practice. Early di-
agnosis provides a better prognosis for the mother; how-
ever, it may go unnoticed due to its clinical variability. 
Surgical treatment is the method of choice for these cases, 
despite the high risks associated with full-term gestation 
including high maternal-fetal mortality rates. There is no 
consensus on the approach, and some authors recom-
mend leaving the placenta in situ, despite the postopera-
tive complications that this entails. In cases in which pla-
cental extraction is performed, a good separation tech-
nique and adequate vascular management will provide 
the best results.
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