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A CASE OF ABDOMINAL PREGNANCY 

BY 

Captain N. E. QUIN 

Royal Army Medical Corps 

Junior Specialist in Surgery 

THE following case may be of interest owing to its rare occurrence: 

CASE REPORT 

An Mrican woman, aged 24, was admitted to the British Station Hospital, 
Nanyuki, on 9th July, 1954. 

She gave a history of being four months pregnant. During the first three 
months she had been symptom-free, but during the last month had suffered 
from recurring attacks of colic in the lower and right side of the abdomen. 

One week previous to admission there had been a vaginal hremorrhage, 
lasting three to four days. She had also been complaining of nausea and occa
sional vomiting after meals for about three weeks. The bowels were con
stipated, the last motion being six days before admission. 

Previously she had been healthy, and the menses regular. She had one 
child four years old, and pregnancy and labour were normal. 

On examination there was a smooth swelling in the lower abdomen, rising 
out of the pelvis to a height of 3 inches (7.5 cm.) above the pubis in the midline. 
The lower abdomen was very tender and guarding was present. 

On vaginal examination a firm, tender mass was felt in the pouch of Douglas, 
filling the pelvis: The cervix was ~losed and could be moved independently of 
the mass. There was a little old blood on the examining finger. 

Operation was decided upon and the abdomen opened by a lower midline 
incision under general anresthesia. 

, There was no free fluid in the peritoneal cavity, but the uterus was seen to 
be enlarged to about 4- inches (10 cm.) in length. It was pushed forwards and 
upwards by the pelvic mass. The bowel and omentum were attached by 
adhesions to the top of the uterus, the adhesions extending on each side to the 
walls of the pelvis. The general appearance was like endometriosis with a 
few "chocolate cysts" in the omentum. 

During the freeing of the adhesions a profuse hremorrhage started, and a 
large cavity was felt behind the uterus. The patient's condition deteriorated 
rapidly and intravenous infusion of "Dextran" was commenced and followed 
by transfusion of blood. At this stage the uterus could not be pulled forward 
and it was decided to remove it in order to control the serious hremorrhage. 

A subtotal hysterectomy was carried out as quickly as possible, and it was 
then possible to see that the mass consisted of a sac containing a fcetus and that 
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the placenta was implanted upon the posterior wall of the pelvis, the rectum, 
small bowel and omentum, extending more to the right than the left side. 

The sac and as much placenta as possible were removed to control the 
hremorrhage. A pack was then inserted into the pelvis, the end being brought 
out through the posterior fornix of the vagina. The peritoneum was sutured 
over the pack, and the abdomen closed. 

The fretus was found to measure 41 inches (12 cm.) from crown to rump. 
During the operation the left tube and ovary were seen to be normal. The 

distal end of the right tube and the right ovary were obscured by adhesions and 
remnants of placenta. 

Post-operative recovery was good, the pack being removed after forty-eight 
hours. Convalescence was delayed by a discharging abdominal wound and by 
bowel symptoms, which proved to be due to roundworm infestation. 

COMMENT 

The chief difficulty encountered during the operation was the profuse and 
sudden hremorrhage from the placenta. It is usually considered to be safe to 
leave a "live" placenta undisturbed, and so avoid both the free bleeding and the 
possibility of damage to the blood supply of the intestines, should the placenta 
be fixed to the mesentery. 

In the case reported, however, the hremorrhage started before the true 
position, which appeared to be endometriosis, could be assessed, and the sudden 
collapse of the patient necessitated a sacrifice of the uterus in order to obtain an 
adequate exposure for hremostasis. 

It is difficult to decide whether the case was of a secondary abdominal 
pregnancy following a tubal abortion, or the more rare primary abdominal 
pregnancy. . 

A clear view of the right Fallopian tube and ovary was not obtained during 
the operation, as the placenta was implanted in an adjacent area, and the free 
end of the tube was surrounded by adhesions. It was not considered advisable 
to prolong the operative procedure. 

The history of pain, starting as a colic in the lower right abdomen, would 
seem to suggest contractions of the Fallopian tube. A history of one month 
does not seem to be long enough, although a reliable and clear account was 
difficult to obtain from the patient. It is therefore suggested that the case was 
in fact one of secondary abdominal pregnancy continuing after a tubal abortion. 
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