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ABSTRACT

Among all the factors that make abdominal pregnancy frequent in our context of developing countries: the
frequency of genital infections high and the absence of pregnancy follow-up. In our case, the extra uterine
pregnancy is peritoneally located and does not seem to respond to a specific risk factor. It is therefore considered
primitive. The diagnosis is evoked by the presence of abdominal pain, often in a context of late menstruation.
Gynecological examination found an enlarged uterus but not proportional to the presumed age of pregnancy, this
was confirmed by ultrasound and determination of the Bhcg level. Depending on the acute nature of symptoms,
surgical intervention is often essential. The latter is performed by general or local anesthesia depending on the
urgency. A few cases of abdominal ectopic pregnancy carried to term or near term have been described in the
literature, in these cases fetal fragility, polymalformation and anesthetic depression often contribute to the failure of
resuscitation of the newborn.
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INTRODUCTION

Abdominal pregnancy is defined as the implantation and
development of the fertilized egg in part or in whole in
the abdominal cavity in a primary or most often
secondary manner.! This is a rare possibility in the
course of a pregnancy, since it represents only 1% of
ectopic ovular implantations according to Halaff.™
Although it is uncommon in developed countries,
abdominal pregnancy has increased in countries with low
medical density."!

The progressive forms are exceptional with high
perinatal mortality and occlusive, infectious and
especially haemorrhagic maternal complications that can
be very serious.* We report here in our article a new
case of abdominal pregnancy stopped in the first
trimester.

OBSERVATION

Mrs A.Z., 27 years old, has been married for 3 years. It is
2nd gesture and nulliparous with two spontaneous
abortions at 2 months of amenorrhea, the last of which
dates back to 6 months. Treated for pulmonary
tuberculosis at age 18 with recovery; she had no other
medical history and was not using contraception. His last
period was December 01, 2020. She consulted on

February 8, 2021 (10 weeks of amenorrhea) for
exacerbated abdominal pain in the right iliac fossa,
associated with incoercible vomiting, but without
metrorrhagia. The clinical examination showed a patient
in good general condition, apyretic and her conjunctiva
were normally colored. A sensitive defenseless abdomen
with negative burney MC sign with to vaginal touch a
normal uterus size clean vulva and closed cervix. The
rest of the somatic examination was without abnormality.
The  abdominal-pelvic  ultrasound  examination,
performed by 3.5 and 7.5 MHz probes, had shown an
appendicular plastron appearance yet a latero uterine
mass cannot be eliminated (figure 1); The uterus was
slightly enlarged in size with an empty, fine and medial
cavity line and a peritoneal effusion of great abundance
(figure 2). A biological check-up objectified a level of
BHCG 2052 Mui/ml and GB at the blood count 11,130
/mm3. A pelvic abdominal CT was requested
objectivating at the level of the right iliac fossa an aspect
of the ile al handles agglutinated extended at the pelvic
level. (figure 3).

Before this clinical and paraclinical picture a surgical
intervention was indicated whose exploration found a
slightly increased uterus of size with agglutinated aspect
of the intestinal handles around the trophoblast and a
hematic effusion of great abundance for which they
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proceeded to a release of the adhesions around the
hematoma.

Haemostasis and peritoneal lavage were performed.
Blood spoliation was compensated intraoperatively by
transfusion of two red blood cells. The after-effects of
the operation were simple.

Anatomopathological result: it is a hematic material
containing trophoblastic and epiploic tissue.

Figure 1: Appendicular plastron appearance or
lateral uterine mass.

Figure 2: empty uterus with abundant effusion.

Figure 3: Agglutination of the ileal handles in the
right iliac fossa.

e \ , 1 %
Figure 4: Appearance of The Handles Agglutinated
Around The Trophoblastic Tissue.

DISCUSSION
It seems that ABULCASIS is the first to describe a case
of abdominal pregnancy (AP) in the tenth century.™]

> Epidemiology

AP is a rare localization of ectopic pregnancy.” Its
frequency varies according to the author. The great
variability in the incidence of the disease depends
essentially on the socio-economic level of the country
and the quality of pregnancy and childbirth
monitoring.! &1 byt also on the high prevalence of
sexually transmitted diseases, which cause tubal lesions
and are frequently observed in Africa.®

Racial predominance is reported in some publications,
placing the incidence in the black race up to 10 to 25
times that of the white race. '/ 1102
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Predisposing factors for AP are those of extrauterine
pregnancy: genital malformations, specific or non-
specific inflammatory sequelae, sequelae of tubal surgery
and low socioeconomic background./ 24 gome
observations of AP on medically assisted procreation
have been described.[*! !

In the literature, AP is reported mainly in women over
the age of 30 with few deliveries.*"

» Pathogenesis

Several AP classifications have been proposed. The

oldest separates the primitive AP from the secondary

AP.28 |n the primitive form, the less frequent®!, the egg

can remain in free peritoneum until the 6th day after

ovulation, by delayed oocyte capture, and can be

fertilized and nestled on any structure of the cavity.™! To

be confirmed, this form, the authenticity of which

remains debated, must meet Studdiford's four

conditions. [l

- Both tubes and ovaries must be free of any lesion;

- Absence of uteroperitone al fistula ;

- The reports of the ovular sac exclusively concern the
peritoneal surface;

- The pregnancy must be young enough.

The secondary form is the most frequent; it can come
from a ruptured tubal pregnancy or a tubo-abdominal
abortion. It can be the consequence of an intrauterine
pregnancy secondarily abdominal at the time of a rupture
of scar of hysterotomy, a breach of uterine perforation or
a rupture of a rudimentary horn.[? B!

This classification remains rather theoretical given the
difficulty of specifying the integrity of the fallopian tube
or uterus intraoperatively, especially if the pregnancy has
progressed to near the term.”! It has little clinical and
therapeutic impact."® Some Anglo-Saxon authors have
proposed a new classification based on gestational age or
location of implantation.!® It distinguishes early Al
whose gestational age is less than 20 A.S. with
trophoblastic implantation primarily on the uterus, broad
ligament, parietal peritoneum and Douglas cul-de-sac,
from late abdominal pregnancy after 20 A.S.1®]

CONCLUSION

Abdominal pregnancy, is a rare disease, and today is the
prerogative of low level socioeconomic communities
The association of several signs makes it possible to
suspect it, but diagnostic confirmation is given by
ultrasound and by assaying Bhcg levels.

The presence of an ectopic pregnancy of location other
than salpingic should always be of concern to the
practitioner. Table and misleading and may mimic that of
other pathology including appendicitis.

Before a peritoneal extrauterine pregnancy diagnosed
even asymptomatic, the logic is to perform emergency
surgery for maternal rescue.

Cases of term extraction of newborns resulting from an
ectopic pregnancy are reported by the literature are very
rare and are not the rule.

REFERENCES

1. Partingon CK, Studley JGN, Menzies-Gow N.
Abdominal pregnancy complicated by appendicitis.
Case report. Br J ObstetGynecol, 1986; 93: 1011-2.

2. Sfar E, Kaabar H, Marrakechi O et al. La grossesse
abdominale, entité anatomo-clinique rare. A propos
de 4 cas (1981-1990). Rev Fr GynécolObstét, 1993;
88: 261-5.

3. Cetin MT, Aridogan N, Coskun A. La grossesse
abdominale. A propos de six cas personnels. Rev Fr
GynécolObstét, 1992; 87: 76-8.

4, Setouani A, Snaibi A, Boutaleb Y. La grossesse
abdominale. A propos de 7 cas colligés de 1978 &
1986. J GynécolObstétBiolReprod, 1989; 18:
177-80.

5. Bouaziz N, Zzhioua F, Chaker A, Mouelhi C,
Ferchiou M, Meriah S. Un nouveau cas de grossesse
abdominale avec enfant vivant et non malformé.
Tunisie Médicale, 1997; 75: 143-5.

6. lloki LH, Koubaka R, Nkihouabonga-Guinot G,
Ibara JR, Ekoundzola JR, Itoua-Ngaporo A.
Grossesse abdominale. Neuf cas colligés en 4 ans
(1991/1995) au CHU de Brazzaville (Congo). Rev
Fr GynécolObstét, 1999; 94: 40-3.

7. Alto WA. Abdominal pregnancy. American Family
physician, 1990; 41: 209-14.

8. Cristalli B, Guichaoua, Heid M, lzard V, Levardon
M. Grossesse ectopique abdominale. Limites du
traitement coelioscopique. J Gynécol Obstét Biol
Reprod, 1992; 21: 751-3.

9. Guermazi S. A propos de 2 cas de grossesse
abdominale observés a I'hépital Charles Nicolle de
Tunis. Thése méd, Sfax, 1985.

10. Ham Dan M, Rousseau G, Wagner J. Grossesse
abdominale. Un cas autochtone avec enfant a terme,
vivant et normal. J Chir., 1991; 128: 544-7.

11. Benvold E, Raab N. Abdominal pregnancy: a case
report and a brief review of the litterature. Acta
ObstetGynecolScand, 1983; 62: 377-9.

12. Duchamp M, Mezin R. Association grossesse
abdominale-grossesse intra-utérine au troisieme
trimestre. A propos d'un cas et revue de la littérature.
J GynécolObstétBiolReprod, 1994; 23: 440-3.

13. Halatt JG, Groue JA. Abdominal pregnancy, a study
of twenty one consumptive cases. Am J
GynecolObstet, 1985; 152: 444-9.

14. Adrien C, Moessinger AC. Foetal lung growth in
experimental utero-abdominal pregnancy.
ObstetGynecol, 1986; 68: 675-8.

15. Vignali M, Busacca M, Brignate C, Doldi N,
Spagnolo D, Belloni C. Abdominal pregnancy as a
result of gamete intrafallopian transfer and a
subsequent treatment with methotrexate: a case
report. J Fertil, 1990; 35: 280-3.

16. Ferland RJ, Chadwick DA, O'Brien JA, Granai CO.
An ectopic pregnancy in the upper retroperitoneum

www.wipls.org | Vol 7, Issue 6, 2021. |

ISO 9001:2015 Certified Journal | 11




Bouslikhane et al.

World Journal of Pharmaceutical and Life Science

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

following in vitro fertilization and embryo transfer.
ObstetGynecol, 1991; 78: 544-6.

Leikin E, Randall HW. Hydrocephalic foetus in an
abdominal pregnancy. ObstetGynecol, 1987; 69:
498-500.

Hainaut F, Mayenga JM, Crimail PH. Grossesse
abdominale tardive. A propos d'un cas. Rev Fr
GynécolObstét, 1991; 86: 522-8.

Martin JN, McCaul JF. Emergent management of
abdominal pregnancy. Clinic ObstetGynecol, 1990;
33: 438-47.

Cohen JM, Weinreb JC, Lowe TW, Brown C. MR
imaging of a viable fulltren abdominal pregnancy.
Am J Roentgenol, 1985; 145: 407-8.

Poizat R, Lewin F. Grossesse extra-utérine apres le
5% mois. EncycIMédChir Paris, Obstétrique, 1982;
5069 D', 5.

Brown RC, Varner MW. Anaemia as a sign of
abdominal pregnancy. Am Fam Physician, 1984; 29:
135-8.

Aitouyahia B, Terki S, Gana S.
Echographieetgrossesseabdominale. Rev Fr Gynécol
Obstét, 1983; 78: 765-70.

Smith FW et coll. Nuclear magnetic resonance
imaging a new look et the foetus. Br J Obstet
Gynecol, 1985; 92: 1024-33.

Lepers S, Besserve P, Montravers P. Prise en charge
anesthésique pour accouchement d'une grossesse
abdominale. Ann Fr anesth Réanim, 1999; 18:
530-3.

Dubinsky TJ, Guerra F, Gormaz G, Makdad N.
Foetal survival in abdominal pregnancy: a review of
11 cases. J Clin Ultrasound, 1996; 24: 513-7.
Abossolo T, Sommer JC, Dancoisme P, Orrain E,
Tuaillon J, Isoard L. First trimester abdominal
pregnancy and laparoscopic surgical treatment. Two
case reports of evolving of abdominal pregnancy
treated with laparoscopy at 10 and 12 weeks. J
GynecolObstetBiolReprod (Paris), 1994; 23: 676-80.
Diouf A, Diouf F, Cisse CT, Diallo D, Gaye A,
Diadhiou F. Term abdominal pregnancy mith
delivery of a living child. Two case reports. J
GynecolObstetBiolReprod (Paris), 1996; 25: 212-5.
N'Gbesso RD, Coulibaly A, Quenum G et al. Une
calcification rare de calcifications abdominales: le
lithopédion. J Radiol, 1998; 79: 683-6.

www.wipls.org |

Vol 7, Issue 6, 2021. |

ISO 9001:2015 Certified Journal 12




