


Case report
UNDIAGNOSED POST-TERM INTRA-ABDOMINAL PREGNANCY COMPLICATED BY INTRA-UTERINE FETAL DEMISE; AN UNCOMMON OCCURRENCE AT A TEACHING HOSPITAL IN SOUTHWEST NIGERIA


ABSTRACT
Abdominal ectopic pregnancy, AEP is a rare obstetric nightmare which complicates on the average 1 in 10000 to 1 in 30000 pregnancies. Its diagnosis is challenging because the presenting symptoms are non-specific and some do not present with symptoms. AEP is associated with enormous complications including fetal death, perinatal and maternal morbidity and mortality. We present a 38-years old G7P3+3(3A) with post-dated pregnancy and incidental finding of intra-abdominal pregnancy complicated by intra-uterine fetal death during Caesarean section, following failed induction of labour. She was delivered of a macerated female stillborn that weighed 1.5kg and her post-operative recovery was unremarkable. 
Abdominal ectopic as a type of ectopic gestation is rare and associated with severe complications including maternal and fetal mortalities. Clinical symptoms, when present are non-specific, making diagnosis and management challenging. This case highlights the difficulty with the diagnosis of AEP and the need for improved diagnostic measures to forestall complications that can ensue.
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INTRODUCTION
Abdominal pregnancy is a form of ectopic gestation which is rare in occurrence and it is associated with increased fetal mortality, as well as maternal complications including maternal deaths from severe haemorrhage especially when the diagnosis is late or when not properly managed1. Abdominal ectopic pregnancy (AEP) is defined as implantation of a gestational sac within the peritoneal cavity and implantation sites include omentum, uterine surface or abdominal organs such as intestine, liver or spleen2,3. They account for about 1% of all ectopic pregnancies, are more common in the under-developed countries and when they occur, are usually associated with fetal growth restriction, congenital malformation and fetal demise1. In AEPs the fetal mortality rates are very high, ranging from 40 to 95%, while the maternal mortality rates are lower, ranging from 1 to 18%4.
Abdominal pregnancy could be termed primary or secondary and most of the cases seen are secondary abdominal pregnancies5,6. It is primary abdominal ectopic pregnancy when implantation is directly on intra-abdominal structures excluding the fallopian tubes and the ovaries and it is secondary abdominal ectopic gestation if there was an initial implantation in the uterus or fallopian tube followed by an extrusion into the peritoneal cavity1,2,5.
Clinical symptoms and signs are non-specific; thus, the diagnosis is very challenging and easily missed. Some of the symptoms patients present with include vaginal bleeding in early pregnancy, abdominal pain, painful fetal movement and gastrointestinal manifestations, and on abdominal examination, the fetal parts are easily palpable1,3. 
This case presentation is a rare experience and it emphasizes the need for increased clinical awareness, enhanced diagnostic capabilities, and better institutional readiness in dealing with rare and complicated obstetric conditions in resource-constrained environments. Also, this case captions the pressing necessity for systemic advancements to lower complications and improve outcomes for high-risk pregnancies in Nigeria and other developing countries.
CASE REPORT
Mrs. S.T., a 38-years old G7P3+3(3A) at estimated gestational age of 43 weeks + 5 days who was referred from a general hospital on account of intra-uterine fetal death. She however, presented about 2 weeks following referral with complaints of inability to perceive fetal movement of a month duration. She also presented with an ultrasound scan report of intra-uterine fetal death at 20weeks + 4 days with background multiple uterine fibroids. Her pregnancy was said to have been booked at the referring centre at an estimated gestational age of 20 weeks with verbal report of normal booking parameters. She had 2 doses of intramuscular tetanus toxoid and 2 doses of intermittent preventive treatment for malaria. General physical examination was satisfactory with a pulse rate of 96bpm and blood pressure of 124/90mmHg. Abdominal examination revealed a symphysiofundal height of 36cm, fetal parts were not palpable and fetal heard sound was not heard while a digital vaginal examination showed a cervix which was not favourable for induction of labour. A repeat scan at presentation revealed a single fetus with intra-uterine fetal demise in transverse lie with Spalding sign. 
The patient was counselled on the findings and was worked up for cervical ripening and induction of labour. Her bedside clotting time was 5 minutes. She had cervical ripening commenced (according to the departmental protocol) with combined trans-cervical extra-amniotic catheter, TCEAC and 25ug of misoprostol7. About 20 minutes following the procedure, attention was drawn to the patient on account of profuse bleeding per vaginum and a tentative diagnosis of antepartum hemorrhage cause unknown was made which necessitated an emergency surgery.
At surgery, a female macerated stillborn was found within the peritoneal cavity with a weight of 1.5kg, the placenta formed into a ball-shaped structure also found within the peritoneal cavity and the uterus intact and about 20 weeks size with grossly normal fallopian tubes and ovaries bilaterally. The patient’s recovery following the procedure was unremarkable and she was discharged to follow-up clinic 3 days post operation. 
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  Figure 2: Ball-shaped placenta     
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DISCUSSION
Abdominal ectopic pregnancy, AEP is rare with 1 in 654 and 1 in 1320 reported in Ibadan, Nigeria and Kumasi, Ghana respectively8. There are documented incidences ranging between 1 in 10,000 to 1 in 30,000 and aside its classification into primary or secondary abdominal pregnancy, it can also be classified into early or late depending on the gestational age at which the diagnosis was made. AEP is said to be early if diagnosed at ≤ 20 weeks gestational age and late when diagnosed at > 20 weeks gestational age4,6. Abdominal pregnancy may progress to advanced stage and even to term especially in poorly developed climes where diagnosis may be missed4.
The diagnosis of AEP by relying on clinical presentation is very challenging and often missed because while some patients do not present with symptoms, those who present with symptoms have non-specific symptoms1,9. The index patient only presented with inability to perceive fetal movement. It has been documented that the diagnosis of abdominal ectopic is difficult such that as high as 40 to 50% of known cases were discovered during surgical operations, despite of adequate antenatal reviews and ultrasound scans10. This exactly happened with Mrs. S.T., who booked for antennal care, went for her routine visits and had about 4 ultrasound scans ab initio and a fifth scan at presentation. 
Studdiford in 1942 described a criteria that must be met before a diagnosis of primary abdominal pregnancy is made, which include – intact fallopian tubes and ovaries bilaterally, absent fistula connecting the uterus and the peritoneal cavity, pregnancy should be early enough to exclude the possibility of secondary implantation and must be exclusively related to the peritoneal surface1,11. The diagnosis of AEP may be during an abdominal surgery as was found in our patient. This is a common finding in low-resource communities across board, wherein access to sophisticated imaging tools such as high resolution ultrasound scans and magnetic resonance imaging, MRI are lacking4. 
The definitive treatment for AEP is dependent on some factors such as gestational age at diagnosis, fetal viability and the hemodynamic status of the patient. Options of management include medical treatment for early AEP, laparoscopy or laparotomy for early AEP and laparotomy for late AEP irrespective of fetal viability. Medical treatment involves using agents such as methotrexate, hyperosmolar glucose, mifepristone etc. and patients are kept under close surveillance for severe bleeding which will warrant a recourse to surgical intervention1. Following delivery or evacuation of the fetus during laparotomy, the next challenge involves the removal of the placenta which may be attached to vital organs and large abdominal vessels. It is recommended that the placenta is left in-situ if there are no cleavage planes to ensure its safe removal. The downside to this is the possibility of aftermaths which include abdominal infections1,4. The placenta in Mrs. S.T., had undergone some changes and formed into a ball-shaped structure, which made its delivery very easy. 
CONCLUSION
The diagnosis of AEP is often missed as some patients do not present with symptoms, and those who do, present with symptoms that are non-specific. A sizable number of cases are discovered as rude shocks during abdominal surgeries, either elective caesarean section or caesarean section for failed induction of labour or other obstetrics reasons. This case highlights the complexity in the diagnosis of AEP in resource constrain regions and the need for improved diagnostic infrastructures in other to help avert complications that can occur from this obstetric nightmare through early diagnosis and timely intervention.
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