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CASE REPORT 1

AN UNUSUAL CASE OF ABDOMINOCYESISFOLLOWING EARLY
FUNDAL RUPTURE OF UTERUS
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Abgract: Abdominocyess is characterized by its morbid pathological process and fetal salvage. In this case, after a is exceedingly rare

condition and prolonged

period of amenorrhoea, the patient conceived; pregnancy, continued as a secondary abdominal pregnancy after

fundal rupture and despite repeated sonology, the condition went undiagnosed. Laparotomy revealed an amniotic sac containing a healthy
baby with precarious attachment of placenta and membranes within the peritoneal cavity. Supracervical hysterectomy was performed in
view of the wide rupture of the fundus of the uterus. Healthy mother and son were discharged subsequently.

INTRODUCTION

Exigtence of primary implantation of fertilized ovum in the peritoned
cavity is questionable. Abdominocyesis is dmost always secondary,
primary sitesbeing tube, ovary or even an uterinerent. Minor allmentsof
pregnancy are often exaggerated. Absence of Braxton Hicks contraction
and persstent abnormd  attitude of fetus should provoke a suspicion.
Diagnostic error in sonogragphy may go upto 40%. Hence a dinicdly
conscious provides deed; surest evidenceison laparotomy. Catastrophic
hemorrhage and fetal maformation are the primary complications
as0ci ated with continuation of pregnancy. Ided surgery involvesremoving
the entire sac-fetus, placenta and membranes. However difficulty
encountered often may result in leaving behind the latter two and await
asepticautolysisrisking secondary hemorrhage, intestina obstructionand
infection. Maternd mortdity withtheadvancesof surgery hasbeenreduced
to 5%, but perinatd mortdity and morbidity remain as high as 90%.

CASE REPORT

Mrs GP, a 26year old gravida 2, paral, living issue nil was admitted
through theout patient department with amenorrhoeaof 9 monthsduration
anddlinica aswell asradiologica diagnosisof transverseliewith central
placentapraevia On examination her pulsewas84/minand blood pressure
130/82mmHg. Previoudy she was admitted in June 2005 with severe
pain abdomen and marked pallor with sonological findings of
oligohydramnios. Shereceived 4 unitsof A+veblood and wasdischarged
fromhospitd after consarvativemanagement. Thiswasfollowed by regular
antenatal check up. Anultrasoundreveded Sngleliveintrauterinegestation
of 30weeks in transverse lie, placenta completely covering internd os,
scanty liquor (Fig.). Her obstetrica history reveded apreviousterm |UFD
with obstructed [abor managed by craniotomy subsequent to which she
developed avesico-vagind fistulathat wassuccessfully repaired vagindly
10yearsback. Subsequently she developed amenorrhoeafor 8
long years, treated outside both medically and surgically(D/C); she
concelved immediatdy after theinception of mengruation for the second
time. Sinceher previousantenatd recordsand previousultrasound pointed
towards term, we decided to go for elective caesarean section with two
units of blood in hand keeping the placenta position in mind once she
started complaining of decreased fetdl movements. L aparotomy wasdone
on 16/9/05, which surprisingly revealed intrasbdomind gestationd sac
on incisng the parietd peritoneum. Baby wes delivered having Apgar
score 10 and further exploration reveded an uteruslying low down with
ruptured fundus. Placenta was on the interna os anterior and posterior
wall of uterine cavity and aso on posterior wall of uterus with partia
attachment on left broad ligament. Cord had membranous attachment
the sac was dtached to omentum and transverse colon. Placenta was
completely removed, membranespartialy without damaging theomentum
and gut. Supracervical hysterectomy was performed and atotd of 4 units
of blood transfused both intra and post operatively. Apart from mild
depression of right tempora bonethebaby wasabsolutely normd. Mother
and son were discharged on the 8" postoperative day. Follow up a 6
weeks confirmed a normd hedthy infant with gppropriate milestones
and an absolutely hedlthy mother.

DISCUSSION

abdomina pregnancy or abdominocyesis is a condition in
which the embryo or fetus continues to grow in the abdomina cavity
after itsexpulsion from the tube or other site of its primary development.
Incidence is 1 in 3000. Weskening of uterine musculature at fundus
possible resulted from previous craniotomy or subsequent D/C. Bladder
wasrddively freeevenafter repar of VVE Therisk of maternd mortdity
is 7.7 times greater than tuba pregnancy and 90 times higher than an
uterine pregnancy.t Recurrent abdomind pain, vomiting in the second
andthirdtrimesters, and painful feta movementsarefrequent complaints.
Often, fetd parts are easlly papated, with the fetus high in the abdomen
inatransverseor obliquelie. Anemiaisoccasiondly noted latein thefirst
or second trimedter; thisis dueto intra-abdomina bleeding a the time of
patid placentd separation as was seen in our case. An unusud lie that
doesnot changeover timeisa o highly suggestive. Mideading ultrasound
may be due to dretched omentum over the gestationd sac giving the
gppearance of uterine wall.? Fetd abnormalities are seen in 30-95% of
survivors and are related to oligohydramnios and to the constricted
extrauterine environment, which results in pressure deformities®* Our
baby fortunately survived with minima deformity.During laparctomy, if
the blood supply to the placenta can be safely secured, removal of the
placenta completely usudly resultsin good postoperative recovery. Ina
series of 101 cases, the placenta could be removed completely in 60%
and mogt authors now agree that remova of placentaiif straightforward
should be the optima gpproach. Remova of pelvic organ on which
implantation hasoccurred may benecessary likehysterectomy or sdpingo-
oophorectomy.® Abdominocyesisresults invery poor fetd salvagebutin
our casetimely intervention hasalowed avery succesful and stisfactory
outcome.
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