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Abstract 
An ectopic gestation is the implantation of the conceptus outside the confinement of endometrial cavity. The commonest sites are 
the tubes, which are 96% of ectopic gestations. Of the ectopic pregnancies, only the abdominal gestation has been known to deliver at 
advanced gestation. We report a case of a 32-year-old G2P1, who presented with abdominal pain, fetus floating in the abdominal cavity. 
She had laparotomy with salping ao-opherectomy. The findings of placenta tissue adherent to the right adnexal and omental tissue
attached to the placenta. She was discharged on the seventh day. Advanced tubal gestation is rare.
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Introduction 
Ectopic gestation occurs when the conceptus implants itself out-
side the endometrial cavity. It has been associated with maternal 
morbidity and mortality. The triad of absent menstrual flow, lo wer
abdominal pain, and vaginal bleeding are common. It accounts
for ∼2% of pregnancies. A common site of ectopic gestation is the
fallopian tubes [1]. The same proportion is seen in Nigeria [2]. The 
diagnosis of ectopic gestation can be attained via radiological or 
surgical diagnosis. This article describes a case of tubal pregnancy 
at term which is unique and rare of its kind. The literature is rife 
with tubal ectopic pregnancy, which mostly are second semester
gestation. Only one case has been reported of delivery at 34 week
which was preterm [3]. 

Case presenta tion
A 32-year-old G2P1 presented with mild lower abdominal pain. 
She was unsure of her last menstrual period, but an ultrasound 
done at presentation put her at term. She had no antenatal care 
visits, her past medical and surgical h istory were not significant.
Her first pregnancy, labour was uneventful of which she had
spontaneous vaginal delivery.

On examination, her vital signs (Temp- 36.8◦C, PR-123 bpm, 
BP-140/103 mmHg, RR-18cyc/min, SPO2–100%, Hb-9.1 g/dl). 

Abdominal examination revealed palpable fetal parts, with n o
signs of peritonitis. There was no vaginal bleeding.

An ultrasound showed a fetus in longitudinal lie (FHR-130) 
in the peritoneal cavity with an estimated gestational age of 
34 weeks +4 days, separately contra cted and empty uterus. An
informed consent was obtained for laparotomy.

Laparotomy with right salpingo-opherectomy and infra colic 
omentectomy was performed with the following intra operative 
findings: a live female neonate with webbed neck that weighed 
3.0 kg with an Apgar score of 8,9,10 free in the peritoneal cavity 
with no amniotic sac and hemo-peritoneum. The placenta was 
attached to the right ovary, tube and upper part of br oad ligament.
The distal end of the omentum was attached to the posterior
surface of the placental tissue. The uterus, left tube, and ovary
were grossly normal (Figs 1–4). 

Some clear fluid was noticed in the peritoneal cavity, and an 
abdominal drain was passed. The rectus sheath and skin were 
subsequently closed. The patient was transferred to the intensive
care unit.

On her first post-operative day, she remained clinically stable 
with drain output of <20 ml of effluent. On the second day, her 
hemoglobin level dropped from 9.1 to 6.2 g/dl, and her USS showed 
abdominal collections. A diagnosis of intra-abdominal bleeding 
was made, and the patient subsequently had a laparotomy with
intra operative findings: 2 L of hemo-peritoneum and bleeding
from the sutured right adnexal stump. Hemostasis was secured
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Figure 1. Top left arrow – uterus, middle left arrow – point of 
attachment of placenta to annexe, bottom left arrow – placenta, middle 
right arrow – clamped cord.

intraoperatively. She had a total six units of blood transfused 
throughout the course of management. Her abdominal drain was
left for 5 days.

The patient’s vitals remained stable and her abdomen was 
soft with only mild pain at the surgical site. She was discharged 
home on the seventh post-operative day with h er baby; both
were stable. She was subsequently seen at the post-natal clinic
with her baby (Fig. 5) on the 14th day after discharge, where 
her vitals were stable and she had no complaints, with a healed
surgical site.

Discussion 
Tubal ectopic gestation accounts for the highest proportion of
ectopic gestation [2]. They are usually present within the first 
trimester, with few cases reported in the second, both in Nigeria
and elsewhere [2, 4, 5]. No cases have ever been reported in 
literature of a term tubal pregnancy . The highest reported was
34 weeks [3]. A study conducted at the Usmanu Dan-Fodiyo 
University Teaching Hospital in Sokoto, Nigeria, reviewed cases 
of abdominal pregnancy over a 10-year period. Between January 
2000 and December 2010, eight cases were identified among 
25 506 total deliveries. The majority of patients were grand mul-
tiparas with an average age of 28.1 years [6]. Tubal pregnancy 
seen after first trimester are thought to survive longer due to the
thickened, enlarged tube [7]. Conversely, abdominal pregnancies, 
though rare, have been found in few reported cases to be carried
to term with delivery of a live fetus [8]. This case report presents 
a rare finding of a live term fetus with the placenta only attached 
to the adnexa on the right side. This is a tubal pregnancy, since 

Figure 2. Point of attachment of placenta to adnexae.

Figure 3. Top left arrow - omental adhesion, bottom left arrow -
omentum, top right arro w - uterus, bottom right arrow - placenta.

its attachment to the tube and ovaries exclude it from being
categorized as abdominal pregnancy.

The viability of this advanced tubal pregnancy may have been 
aided by the placental vessels receiving a blood supply from the 
left ovarian a rtery, hence reducing the migration and attachment
of the placenta to other peritoneal tissues (Figs 2 and 4). The 
patient was managed with laparotomy with an option of leaving 
the placenta in-situ in case of complex attachment, if removal
was not feasible [9]. The index case was managed surgically and 
removal of the placenta as it was only attac hed to two structures
in the pelvis: omentum and left adnexa (Figs 2 and 3). This was 
done by clamping and transf ixing with suture the adnexal.

Trophoblastic invasion of vascular channels is a complication 
following ectopic gestation that can cause intra-abdominal bleed-
ing following surgery [10, 11]. As was seen in the index case as the 
indication for the second laparotomy 48 h after the first surgery, 
as there w ere bleeding vessels around the transfixed stump of the
adnexa and omental tissue.

The patient remained stable post operatively, with no further 
complications to m other and baby in clinic follow-up.

Conclusion 
Advanced tubal pregnancy is a rare finding, and this outcome was 
seen due to the adequate blood supply to the placenta. It could 
be a diagnostic dilemma as it could be a differential diagnosis of
uterine rupture and abdominal pregnancy. Definitive treatment
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Figure 4. Arrow indicating the clamped and cut part of the adnaxae to 
which the placenta wa s attached.

Figure 5. Patient’s baby at 21 day s of a ge.

is surgical which involves transfixing of the supply vessel at the 
attachment of placenta to the tube.
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