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ABSTRACT

Ectopic pregnancy accounts for 1.5%-2% of all pregnancies and is a common cause
of pregnancy-related mortality during the first trimester. The most common location
is the fallopian tube and less than 2% are abdominal pregnancies. Retroperitoneal
ectopic pregnancy is an extremely rare type with a rather complex pathogenesis.
This unusual location has a high risk of life-threatening complications. Early diagnosis
is difficult because of the inability to differentiate signs, symptoms, chorionic
gonadotropin concentrations, and imaging with ectopic pregnancies from unusual
locations, such as the retroperitoneum. In addition, it is necessary to be careful
with the diagnosis of these cases when the most common sites of appearance do
not present alterations. Treatment consists of removal of trophoblastic tissue by
laparotomy or laparoscopy. A case of primary retroperitoneal ectopic pregnancy is
presented.
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RESUMEN

El embarazo ectépico representa 1,5% a 2% de todos los embarazos y es causa
comun de mortalidad relacionada con el embarazo durante el primer trimestre.
La ubicacién mas comun es la trompa de Falopio y menos del 2% son embarazos
abdominales. El embarazo ectépico retroperitoneal es un tipo extremadamente raro
con una patogénesis bastante compleja. Esta ubicacién inusual tiene un alto riesgo
de complicaciones potencialmente mortales. El diagnéstico temprano es dificil por
la incapacidad de diferenciar signos, sintomas, concentraciones de gonadotropina
corioénica e imagenes con embarazos ectdpicos de las ubicaciones inusuales, como
el retroperitoneo. Ademads, es necesario tener cuidado con el diagnostico de estos
casos cuando los sitios mas comunes de aparicion no presentan alteraciones.
El tratamiento consiste en la extraccion de tejido trofoblastico por laparotomia o
laparoscopia. Se presenta un caso de embarazo ectépico retroperitoneal primario.
Palabras clave. Embarazo ectépico, retroperitoneal

INTRODUCTION

Ectopic pregnancy is the implantation of the fertilized egg in a location
other than the endometrium. It occurs in the fallopian tubes in 95% of
the cases, while the ovarian and abdominal location is less frequent?.
Abdominal ectopic pregnancy represents 2% of all cases and can be
classified as primary or secondary. Implantation may occur in the cul-
de-sac of Douglas or in the posterior part of the uterus, liver, spleen
and diaphragm®4. The retroperitoneal space is an exceptional site of
implantation and there are fewer than 30 case reports of primary im-
plantation®?>®. A case of primary retroperitoneal ectopic pregnancy is
presented.

CASE REPORT

A 26-year-old female patient with two pregnancies and two miscarriag-
es came to the emergency room with abundant genital bleeding, ac-
companied by continuous severe pain in the lower hemiabdomen of
approximately 12 hours of evolution, along with nausea and rectal pres-
sure. The date of the last menstrual period was 7 weeks prior to the on-
set of symptoms. She reported menarche at 16 years of age with regular
28-day cycles lasting 7 days with moderate bleeding and no pain. She
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had a history of appendectomy at age 12 with
no complications. In addition, a privately per-
formed qualitative pregnancy test was positive.

Physical examination revealed moderate cu-
taneous-mucosal pallor and she was oriented
in time, space and person. Blood pressure was
90/60 mmHg, respiratory rate was 20 breaths/
minute and heart rate were 110 beats/minute.
Abdominal evaluation found lower hemiabdo-
men pain with increased tenderness to both
superficial and deep palpation, but no guard-
ing. Gynecological examination found the uter-
us enlarged and intrapelvic, soft and smooth
surfaces, smooth cervix, mild pain on palpation
and mobilization. The adnexa were not palpa-
ble. There was bleeding in moderate amount of
bright red color.

Transvaginal ultrasound evaluation showed an
enlarged uterus with endometrial thickness of
15 millimeters, without evidence of intrauter-
ine gestational sac. Both adnexa were normal
and without tumors. However, a tumor of ap-
proximately 50 millimeters in diameter, slightly
hyperechogenic and heterogeneous, with gesta-
tional sac and embryo inside without evidence
of cardiac activity, was observed (Figure 1).
There was free fluid in the Douglas cul-de-sac.
Laboratory tests showed the following values:
hemoglobin 7.8 g/dL, leukocytes 8,300/mL and
platelets 353,000/mL. Chorionic gonadotropin
concentrations were 59,756 mlU/mL. The rest of
the liver and renal functional tests, urine exam-
ination, electrolytes and coagulation tests were
within normal limits. In view of the findings, it
was decided to perform emergency laparoscop-
ic exploration.

FiGURE 1. ULTRASOUND IMAGE OF THE LESION.
7 | ]
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During surgery, approximately 500 mL of free
blood was found in the abdominal and pelvic
cavity. The uterus was enlarged, with smooth
surfaces and no evidence of bleeding. The left
adnexa were normal. The right fallopian tube
appeared normal, and the ipsilateral ovary was
enlarged, but without evidence of macroscopic
changes. There was no evidence of rupture, ad-
hesions or bleeding of any of these structures.
After removing all the free fluid in the cavity, a
rounded tumor, approximately 20 millimeters
in diameter, was observed adjacent to the right
pelvic wall, with the appearance of a gestation-
al sac covered by parietal peritoneum and to-
gether with hematoma extending from the right
paracolic canal to the presacral area. The perito-
neum was intact, bluish in color and bled when
pressed. The retroperitoneal space was carefully
dissected, the tumor was adjacent to the ureter,
and the neighboring organs showed no obvious
damage (Figure 2). The clots and gestational tis-
sues were removed and irrigated with saline. It
was then observed that part of the left ureter
showed edema. Absorbable hemostatic cellu-
lose was placed in the retroperitoneal space to
prevent bleeding. After insertion of the drain-
age tube into the posterior peritoneal cavity,
the peritoneum was closed and the surgery was
concluded without complications.

Histopathological analysis of the tumor showed
chorionic villi with normal embryo, gestational
sac and peritoneal tissue. The definitive diagno-
sis was retroperitoneal ectopic pregnancy (Fig-
ure 3).

The patient evolved satisfactorily and the post-
operative course was uneventful, being dis-
charged on the third day. Chorionic gonadotro-
pin concentrations at discharge were 430 mlU/
mL. Blood concentrations of gonadotropin were
measured weekly and reached undetectable val-
ues 29 days after surgery.

DiscussioN

Ectopic pregnancy represents approximately 2%
of all pregnancies and itsincidence hasincreased
6-fold in the last two decades. It is a common
emergency in obstetrics and accounts for 13% of
all pregnancy-related deaths. Its pathogenesis
is unknown, although adhesive changes in the
pelvis, including the fallopian tubes, have been
proposed as a possible cause®.
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FIGURE 2. LAPAROSCOPIC FINDINGS. A) RETROPERITONEAL HEMATOMA LOCATED IN THE RIGHT PARACOLIC SPACE AND PRESACRAL AREA. B) UTERUS AND PELVIC
PERITONEUM WERE INTACT. C) TUMOR IN RETROPERITONEUM. D) AFTER RESECTION OF THE RETROPERITONEAL ECTOPIC PREGNANCY.

Abdominal ectopic pregnancy is the rarest form
of ectopic pregnancy (1.4% of all ectopic preg-
nancies) with mortality rates 8 times higher
compared to non-abdominal ectopic pregnan-
cies and approximately 90 times higher than
that of intrauterine pregnancy®@. This is because
it is difficult to diagnose and is associated with
higher morbidity and mortality, especially due
to massive hemorrhage when implanted near
large caliber blood vessels®. The most common
sites of abdominal pregnancy are the fornix of
Douglas, posterior uterine wall, infundibulopel-
vic ligaments, anterior abdominal wall, omen-
tum, liver, spleen and diaphragm. In exceptional
cases, embryo implantation occurs in the retro-
peritoneal space®.

Ectopic pregnancies can be classified as primary
or secondary. Most cases are secondary since
the fertilized eggs implanted in the fallopian
tubes or ovaries probably become detached
and secondarily reach the abdominal cavity to
implant?. Only a small fraction of cases meets
the criteria for primary abdominal ectopic preg-

nancy: normal fallopian tubes and ovaries with-
out evidence of recent or old damage, absence
of utero-peritoneal fistula, implantation site
limited exclusively to the peritoneal surface and
diagnosed early to exclude the possibility of sec-
ondary implantationt.

The pathogenesis of primary retroperitoneal
ectopic pregnancy is complex and not yet well
understood. However, there are several theories
that attempt to explain it. The retroperitoneal si-
nus theory proposes that the blastocyst transits
through a communication between the fallopian
tube and the retroperitoneal space, especially
in patients with a history of pelvic surgery!™.
Some communications have reported that the
fertilized ovum can migrate through lymphatic
vessels, as do metastatic cells, consistent with
the lymphatic migration theory. This is sup-
ported by the fact that retroperitoneal ectopic
pregnancies appear near retroperitoneal ves-
sels and that both vessels and lymphatic tissues
are enlarged at the implantation site?. Howev-
er, these changes in the lymphatic tissues have
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FiGURE 3. MICROSCOPIC IMAGE OF THE LESION. A) CHORIONIC VILLI. B) CHORIONIC VILLI AND TROPHOBLASTIC TISSUE ADHERED TO THE PERITONEAL TISSUE

(HEMATOXYLIN-EOSIN STAINING, 100Xx).

been reported in few cases. Another theory sug-
gests that the embryo may initially implant on
the posterior peritoneal surface and reach the
retroperitoneal space after trophoblastic inva-
sion. The peritoneal defect would indicate the
original location of penetration.

Preoperative diagnosis of retroperitoneal ec-
topic pregnancy is a real challenge. Symptoms
are similar to the symptomatology of ectopic
pregnancy in other locations (nausea, vomiting,
constipation, amenorrhea and vaginal bleeding).
Most cases present with variable abdominal
pain. As the gestational sac grows, pressure in-
creases on the surrounding peritoneal surface,
which would increase the frequency and severi-
ty of pain. If there is invasion of neighboring or-
gans, such as bowel or bladder, symptoms may
simulate obstruction or inflammation of these
organs®.

The main diagnostic tool is transvaginal ultra-
sound together with quantitative determination
of serum human chorionic gonadotropin values.
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However, if the location is extrapelvic, ultraso-
nography is of little use and the diagnosis may
be difficult to make. Computed tomography and
magnetic resonance imaging are useful diagnos-
tic tools. In addition, they can help visualize the
relationship between the gestational sac and
neighboring organs-blood vessels. Computed
tomography images show the placental position
better, compared to ultrasound or MR, but their
use in pregnancy is limited by fetal exposure to
ionizing radiation¥,

There are no single, well-defined therapeutic
guidelines for the management of retroperi-
toneal ectopic pregnancy®@. The ideal surgical
approach is surgical removal of the retroperito-
neal gestational sac. The traditional treatment
is laparotomy with removal of the embryo with
or without placental tissue. In hemodynamical-
ly stable cases, the laparoscopic approach may
be the technique of choice, as it can reduce op-
erative time, minimize blood loss, hospital stay
and cost of surgery. However, it is necessary to
consider the location of the ectopic pregnancy,
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degree of tissue involvement, knowledge of the
anatomical structure of the retroperitoneum
and experience of the surgeon. Therefore, it is
necessary to exclude retroperitoneal vascular
involvement with MRI, especially in pregnancies
with advanced gestational age!™. The removal of
placental tissue in ectopic pregnancy with gesta-
tional age greater than 12 weeks is controversial.
The general recommendation is to completely
remove the trophoblastic tissue and, if possible,
to perform ligation of the blood vessel. Rem-
nants of placental tissue can cause intestinal ob-
struction, peritonitis, massive hemorrhage and
hypovolemic shock®.

The use of methotrexate (systemic or by selec-
tive arterial embolization) is widely accepted
as an adjuvant treatment to control the risk of
bleeding from placental remnants and to de-
crease the amount of persistent trophoblastic
tissue after surgery. There are case reports of
early abdominal ectopic pregnancies successful-
ly treated with systemic methotrexate without
additional surgery®. However, surgical treat-
mentis indicated when there is ruptured ectopic
pregnancy, serum chorionic gonadotropin con-
centrations equal to or greater than 5,000 IU/L,
fetal cardiac activity or suspected heterotopic
pregnancy®©,

In conclusion, primary retroperitoneal ectopic
pregnancy is a diagnostic challenge due to its
low frequency and different clinical manifes-
tations. In those cases where suspicion exists,
attention should be paid to look for nonspecific
signs and symptoms when findings at the most
common sites of ectopic pregnancy location do
not present positive results. Both surgery, lap-
arotomy or laparoscopy and medical treatment
with methotrexate are useful in the treatment of
cases of retroperitoneal ectopic pregnancy.
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