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A B S T R A C T 

Background: Ectopic pregnancies occur predominantly in the fallopian tubes or ovaries. Very rarely, the 

distal part of the greater omentum may have close contact to the fallopian tubes and implantation of the 

embryo may occur in this part of the greater omentum. In the absence of signs of pregnancy in the uterus or 

the fallopian tubes, the greater omentum has to be closely examined for ectopic pregnancy.  

Case Presentation: A 22-year-old woman in her 4th week of pregnancy presents with spotting and severe 

pain in the right lower abdomen with a history of 2 cesarean sections. The sonographic examination showed 

a normal uterus with a thin endometrial line. The uterine cavity did not present with any signs of a gestational 

sac. A great amount of free fluid in the Douglas cavity suspicious of a hemoperitoneum. ßhCG-values in 

serum was highly elevated up to 16749 mU/ml and confirmed the suspicion of an ectopic pregnancy. A 

diagnostic laparoscopy was performed, during which a blood clot reaching from the right lower abdomen 

to the greater omentum was detected. After removing the blood clot, a normal-sized uterus with regular 

ovaries and no signs of a pregnancy in the fallopian tubes were seen. However, an abdominal adhesion in 

the right upper part of the omentum close to the liver with bleeding was seen. While examining the 

abdominal cavity for the cause of bleeding, a small cystic lesion adherent to the greater omentum – close 

the offspring from the colon – representing an ectopic pregnancy became apparent. A partial omentectomy 

of 9,5 cm x 5,5 cm x 2,5 cm was performed with the finding of trophoblast and embryoblast implantated in 

the infrahepatic part of the greater omentum.  

Conclusion: In cases of ectopic pregnancy with hemoperitoneum, special care has to be taken examining 

not only the fallopian tubes or ovaries but also the greater omentum, which may harbour an implanted 

trophoblast and embryoblast – even in the upper part directly beneath the liver – as presented in this case. 

In cases of ruptured ectopic pregnancy of the greater omentum, the cases may be dealt with laparoscopic 

partial omentectomy if the case is early detected. 

 

                                                                                         © 2021 Peter Kern. Hosting by Science Repository.  

 

Introduction 

 

Ectopic pregnancies occur in two percent of all pregnancies [1]. These 

rare ectopic implantations may cause diagnostic and therapeutic 

challenges [2]. Morbidity and mortality rates of ectopic pregnancies are 

still high, including massive blood loss, sepsis, systemic or organ failure, 

and death [3]. It needs to be considered that ectopic pregnancies not only 

may occur in the fallopian tubes but also in the cervix, the ovaries, the 

peritoneal cavity, and the omentum [2, 4]. These cases are difficult to 

detect and to remove, so it is critical to raise awareness of these unusual 

locations and also to confer strategies to cope with them. 

 

Case Presentation 

 

A 22-year-old woman in her 4th week of pregnancy presents with 

spotting and severe pain in the right lower abdomen. She had a history 

of 2 cesarean sections, the last one 4 months before the beginning of her 
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symptoms, and referral to our outpatient clinic. The sonographic 

examination showed a normal uterus with a thin endometrial line. The 

uterine cavity did not present with any signs of a gestational sac. Next to 

the right ovary, a suspicious structure, potentially corresponding with an 

ectopic pregnancy of 30 mm x 33 mm, was detected. The left ovary had 

a normal size of 19 mm x 14 mm. A great amount of free fluid in the 

Douglas cavity was suspicious of a hemoperitoneum. ßhCG-values in 

serum were highly elevated up to 16749 mU/ml and confirmed the 

suspicion of an ectopic pregnancy. A diagnostic laparoscopy was 

performed, during which a blood clot reaching from the right lower 

abdomen to the greater omentum  was detected. After removing the 

blood clot, a normal-sized uterus with regular ovaries and no signs of a 

pregnancy in the fallopian tubes became apparent (Figures 1 & 2). No 

signs of pregnancy in the fallopian tubes or ovaries were seen. Adhesions 

were identified between the uterus and the peritoneum of the bladder, 

and the anterior abdominal wall. However, an abdominal adhesion in the 

right upper part of the omentum close to the liver with bleeding was 

detected (Figure 3). While examining the abdominal cavity for the cause 

of bleeding, a small cystic lesion adherent to the greater omentum – close 

the offspring from the colon – representing a non-vital ectopic pregnancy 

was found. A partial omentectomy of 9,5 cm x 5,5 cm x 2,5 cm was 

performed (Figure 4). The histological examination revealed chorionic 

villi with a two-layer trophoblast with hyperemia and vasodilatation, 

confirming the diagnosis of ectopic pregnancy in the unusual 

infrahepatic location in the upper part of the greater omentum. During 

the following days after surgery, the ßhCG level decreased 

appropriately. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Ectopic pregnancy: normal left fallopian tube and adhesions 

of the uterus to the peritoneum of the bladder and the anterior abdominal 

wall originating from previous cesarean sections. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Ectopic pregnancy: normal right fallopian tube and 

hemoperitoneum (Douglas´ cavity). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Suspicious hematoma in the upper part of the abdomen 

(infrahepatic). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Laparoscopic partial omentectomy with the embedded 

ruptured ectopic pregnancy. 

 

Discussion 

 

Abdominal pregnancies defined by Studdiford in 1942 as a normal 

appearance of bilateral fallopian tubes and ovaries, the absence of 

uteroperitoneal fistula and a present pregnancy related to the peritoneal 

surface exclusively are very rare with only 1% of all ectopic pregnancies 

[5, 6]. The most common localisation of ectopic pregnancies is the 

fallopian tube. In only 5%, the implantation occurs in the ovaries, the 

peritoneum, the cervix, the pouch of Douglas, the pelvic sidewall, and 

the omentum [2, 4, 6-8]. Cases of abdominal pregnancy are described in 

literature mainly as case reports because of their rareness [9]. Besides 

artificial reproductive technologies, a history of ectopic pregnancy, 

pelvic inflammatory disease, current intrauterine pessaries, and tubal 

damage, the history of abdominal surgery in the present case with two 

cesarean sections seem to increase the risk for ectopic pregnancy [10, 

11]. An implantation in an adhesion caused by prior surgeries can easily 

be dismissed. This increases the high morbidity and mortality rates of 

ectopic pregnancies [12]. Thus, precautions must be taken in cases of 

ectopic pregnancy, as they not only may occur in the fallopian tube or 

ovaries but also in the upper abdomen, especially in the greater 

omentum, which allows implantation and development of the embryo 

through it´s good blood supply. All efforts have to be taken to detect an 

ectopic pregnancy at the earliest stage possible. However, some 

abdominal pregnancy have been brought to full term. It is vital to closely 

examine all intraabdominal potential sites during diagnostic laparoscopy 

– not only fallopian tubes and ovaries but also the upper abdomen and 

the greater omentum as presented here – when abdominal pain and intra-

abdominal bleeding occurs – and it is necessary to closely examine 

adhesions caused by prior surgeries. For better vascular control, the 
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recommended treatment consists of exploratory laparotomy [9]. In this 

case, laparoscopy was the procedure performed since the source of 

bleeding was detected on time during the operation. In case of the 

suspicion of an ectopic pregnancy, a hemoperitoneum, and normal 

bilateral fallopian tubes and ovaries during exploration, surgeons should 

exclude an omental insertion of pregnancy. Adhesions of the uterus or 

the fallopian tubes after cesarean sections or other operations may 

interfere in the normal mechanism of uptake of the egg from the ovary 

and may favour the ectopic implantation of the embryo even to remote 

sites up to the greater omentum – infahepatic – as presented in this case.  

 

Conclusion 

 

Ectopic pregnancies and spontaneous abortions are difficult to detect. In 

cases of unsuspicious fallopian tubes and ovaries and no signs of 

implantation in the Douglas´ cavity, surgeons should always closely 

inspect the greater omentum for an unusual implantation in this site. 

With the risk of life-threatening blood loss, it is vital to raise the 

awareness of these unusual locations and also to confer strategies to 

manage them.  
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