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Abdominal pregnancy: Methods of hemorrhage control
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Summary

Abdominal pregnancy is an extremely rare form of ectopic pregnancy, mostly occurring

secondarily after tubal rupture or abortion with secondary implantation anywhere in the
peritoneal cavity. Massive intra-abdominal hemorrhage is a life threatening complication
associated with secondary abdominal pregnancy. Various methods and techniques have
been reported in the literature for controlling hemorrhage. Here, we report a case of
massive intraperitoneal haemorrhage following placental removal controlled by abdominal
packing and review the literature for diagnostic and management challenges.
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1. Introduction

Abdominal pregnancy is a rare form ectopic pregnancy
occurring in 1 in 10,000 live births to 1 in 30,000 (/).
It could be either primary or secondary with the latter
being more common. Secondary abdominal pregnancy
occurs following a tubal abortion or rupture with
secondary implantation in the peritoneal cavity. Primary
ectopic pregnancy is diagnosed with studdiford criteria
which specifies that both tubes and ovaries should
be normal with no tuboperitoneal fistula and an early
pregnancy implanted on peritoneal surface which makes
the possibility of secondary abdominal pregnancy a
rare possibility (2). The main complication of ectopic
pregnancy is life threatening hemorrhage. Here, we
discuss a case of secondary abdominal pregnancy with
profuse intraperitoneal haemorrhage.

2. Case Report

A 28 year lady G2P1LO presented to emergency room
with ammenorrhoea for 3 months, lower abdomen
pain and bleeding per vaginum for past 7 hours. On
examination patient was pale, pulse 120/min, thready
and hypovolemic, blood pressure was 90/60 mm Hg. On
abdominal examination, there was distention, rigidity
and rebound tenderness. On vaginal examination the
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uterus was normal in size with fullness in all fornices
and tenderness in right adenexa. No adnexal lump was
present. Urine pregnancy test was positive. Transvaginal
Ultrasonography (Figure 1) showed a sac in right
adnexa consisting of a 12 weeks old fetus with positive
cardiac activity and a collection in the pelvis and
abdomen. An empty uterus was seen separately. She
was taken up for immediate laparotomy as a suspected
case of ruptured ectopic pregnancy in view of her
hemodynamic instability. On laparotomy, there was
haemoperitoneum, approximately 1.7 litres of blood was
drained from abdominal cavity with a live pregnancy
within a gestational sac lying in the abdominal cavity.
The placenta was found attached to the posterior surface
of uterus and posterior leaf of right broad ligament and
the peritoneum overlying the ureter (Figure 2). The right
tube was distorted, enlarged, edematous and hyperemic
with a hole in the mesosalpinx. Right salpingectomy
was done as the right tube was distorted and damaged, to
prevent recurrence. The placenta was partially separated
and its complete removal triggered profuse bleeding
from the placental bed ,with very friable tissue overlying
the peritoneum covering the ureter. Hemostatic sutures
were taken to control bleeding from posterior surface
of the broad ligament. However bleeding from the
peritoneum overlying the ureter continued and a
decision to pack the area with ribbon gauze was taken.
The packing was limited to posterior surface of uterus
and pouch of Douglas. One end of the ribbon gauze was
taken out abdominally through the abdominal wound.
An abdominal drain was inserted. The opposite fallopian
tube and ovary were normal. Patient was transfused 4
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Figure 1. Ultrasound picture showing live extrauterine
pregnancy.

Figure 2. Per-operative finding of fetus lying in peritoneal
cavity.

units of packed cells and 2 units’ fresh frozen plasma
and put on antibiotics.

Pack was removed after 48 hours without any
complications. Abdominal drain was removed on third
post-operative day. Patient improved and was discharged
on sixth post-operative day after stitch removal.
However, patient follow up was lost because she failed
to report to the outpatient clinic after six weeks.

3. Discussion

Ectopic pregnancy has an average incidence of 1%,
however, it accounts for 3-4% of pregnancy related
deaths (3). Abdominal pregnancy is rarer and more
dangerous with an incidence varying from one per
10,000 births to 1 in 30,000 (/). Abdominal pregnancy is
difficult to diagnose and poses a serious risk of morbidity
and mortality to the mother and the baby. Maternal
mortality ranges between 0 and 30 percent (4). While
the perinatal mortality ranges from 40 to 95 percent (5).
Clinical diagnosis may be suspected from abdominal
pain, vaginal bleeding, adnexal mass, gastrointestinal
symptoms, tenderness and in later stages as abnormal
lie, superficially palpable fetal parts, painful fetal
movements, failed induction of labor and intrauterine

fetal death (6-9).

Ultrasound and MRI are helpful in diagnosis
when we have a high index of clinical suspicion. The
demonstration of an empty uterus adjacent to the bladder,
absence of myometrium around the fetus, unusual
fetal lie, poor definition of the placenta, and relative
oligohydramnios have been described on USG (10,11).
Factors such as maternal hemodynamic status, fetal
congenital abnormality, fetal viability, gestational age at
presentation, and the availability of neonatal facilities
should be considered while managing abdominal
pregnancies (/2). When presenting at an early gestational
age the management is laparotomy for removal of the
pregnancy because of risk of hemorrhage and association
with a much higher incidence of congenital anomalies.
With advanced pregnancy when the fetus is at the
borderline limits of viability we are faced with the
dilemma of continuing the pregnancy at the risk of severe
hemorrhage in the mother leading to increased maternal
mortality and morbidity versus terminating the pregnancy
by elective, well planned laparotomy. It has been reported
that if the fetus is surrounded by a normal volume of
amniotic fluid, fetal outcome is good and careful wait
and watch may be considered until fetal maturity (4). The
central controversy in managing abdominal pregnancies
is regarding management of the placenta and controlling
hemorrhage from the placental bed following placental
separation without damage to vital organs like the
bowel and is the main clinical challenge (/3). Various
methods to control hemorrhage have been suggested in
the literature. With a confirmed diagnosis of abdominal
pregnancy giving pre-operative methotrexate to reduce
blood loss at the time of surgery has been suggested
(14). Others have preferred leaving the placenta behind
(15). But this practice is accompanied by serious risks
like secondary hemorrhage, sepsis, failure of lactation,
disseminated coagulation, fistulae formation and bowel
obstruction due to adhesions (6, 16,17).

Use of post-operative methotrexate for involution
of placenta is controversial (/8). Selective embolization
of placental bed has also been reported in the literature
(19). In our patient none of the above procedures were
possible because the general condition of the patient
was very low at the time of presentation, and profuse
bleeding from the bed was continuing. Our institution
does not have the facility for embolisation. We resorted
to abdominal packing with a successful outcome. One
of the main reasons for using abdominal packing in this
patient was the friability of the tissue in the placental
bed area overlying the ureter with risk of ureteric
injury. Abdominal packing has been used effectively
for uncontrolled hemorhage following caesarean
hysterectomy for morbidly adherent placenta (20)
massive hemorrhage during gynecological cancer surgery
(21) and for post-partum hemorrhage (22). However,
we found no case wherein it has been used to control
hemorrhage in secondary abdominal pregnancy. Various
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types of packs have been described in the literature with
the earliest reported being the Logothetopoulos pack (23)
others being dry laparotomy packs (23), transcutaneous
placement of an inflated condom over a 22 fr catheter
(24) or ribbon gauze within a penrose drain (25). Various
complications described include a re-laparotomy for
removal of pack, post-operative febrile morbidity, sepsis,
small bowel obstruction, but no long term complications
have been reported.

Intra-abdominal packing proved to be an effective
method for controlling hemorrhage and achieving
hemostasis in our case.
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