Abdominal Ectopic Pregnancy and Current Recommendations
for Management: A Case Report
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Introduction

Ectopic pregnancy is a rare and serious complication
and significant contributor to the morbidity and mortality
rates related to pregnancy.’ Although greater than 95%
of cases are tubal in origin, implantation can occur
abdominally.’

Objectives

To present a sub-optimally excised abdominal ectopic
pregnancy and review the literature for recommended
surgical and medical management.

Case

A 27-year-old healthy woman, Gravid 2 Parity 0-0-1-0
at 7 weeks gestational age by sure LMP presented to
the emergency room with severe, worsening abdominal
pain for 8 hours and mild nausea. The pain was diffuse
and poorly localized. She also reported mild vaginal
bleeding over the past few days, lighter than a normal
menstrual period.

Obijectively, vital signs showed pulse = 80, blood
pressure = 112/67, temperature = 36.5°C, respiratory
rate = 17, and weight = 77 kg. The patient was lying
still in bed for the exam, showing a soft abdomen with
generalized tenderness in all four quadrants and
severe pain in the right lower abdomen. Mild rebound
was noted on the right side.

Lab work showed WBC = 13.2, Hgb = 12.5g/dl, Hgb
38.6%, with platelets 260,000. Urine pregnancy test
was positive with a beta-hCG= 5,928 mint/unit/ml.
Pelvic ultrasound showed a normal sized 8.0 x 5.0 x
4.9 cm uterus, an endometrial stripe = 9 mm, and trace
free fluid within the pelvis. An ectopic pregnancy was
identified “in the cornua or alongside the cornua.” The
gestational sac was seen with a yolk sac and a fetal
pole measuring 0.58mm with fetal heart rate at 106
bpm.

The patient was taken to the operating room and
underwent diagnostic laparoscopy, which revealed an
abdominal ectopic pregnancy along the right
uterosacral ligament, embedded in the peritoneum
overlying the right ureter. Complete excision of the
gestational sac was not feasible due to its firm
adherence to the peritoneum and its proximity to the
ureter. Partial removal was therefore performed using
laparoscopic forceps. As the area was hemostatic, the
intraoperative decision was made to abandon further
attempts at complete excision and proceed with
medical management.

Postoperatively, the patient was observed overnight
and treated the following morning with intramuscular
methotrexate (50 mg/m?). She was then followed
closely as an outpatient with complete resolution.

Results

This case adds to the literature on the management of
sub-optimally excised ectopic pregnancies. A review of
nine case reports and seven literature reviews on the
medical management of abdominal ectopic pregnancy,
as well as ACOG’s practice bulletin on tubal ectopic
pregnancy, was conducted. In this case, the patient
was successfully managed with partial excision of an
abdominal pregnancy followed by postoperative
methotrexate. This case demonstrates that adjunctive
methotrexate can be effective in achieving complete
resolution, highlighting a practical approach for
optimizing outcomes in patients with incompletely
excised abdominal ectopic pregnancies.

Figure 1. Images taken during diagnostic laparoscopy demonstrate an abdominal ectopic pregnancy adhered to the
right uterosacral ligament and peritoneum.

Conclusions

There has yet to be an established, therapeutic
protocol for the management of ectopic abdominal
pregnancy due to the complexity of such cases. The
literature advocates for laparoscopic management
when the diagnosis is made earlier than 12 weeks.?
Although not preferred, medical management with
methotrexate can be considered when the risk of
hemorrhage is deemed too high for surgical
intervention.? Historically, laparotomy was favored
when concern for perioperative hemorrhage existed.
However, advances in surgical technology have led
some to argue that laparoscopy alone may be sufficient
in select cases.'® When complete excision cannot be
achieved, existing literature supports the use of
postoperative methotrexate with close survelllance.
Current ACOG guidelines for ectopic pregnancy
management (Level B) state that in women with an
initial hCG level greater than 3,500, a two-dose
regimen of methotrexate may be considered rather
than a single-dose regimen.! Nevertheless, there
remains no clear consensus regarding the optimal
methotrexate regimen for medical management of
ectopic pregnancy.’
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