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Retroperitoneal Ectopic Preg-
nancy Presenting as a
Massive Retroperitoneal
Hematoma

Sir,

A 23-year woman, G4P2+1, presented to Emergency Depart-
ment (ED) with history of amenorrhea for six weeks and recent
vaginal bleeding. Her past obstetric history revealed that she
had two normal vaginal deliveries and one ectopic pregnancy
followed by right salpingectomy. She was vitally stable with a
normal uterus and no evidence of intrauterine gestational sac
on trans-vaginal ultrasound. Her hemoglobin was 12.7 g/dl,
platelets 273 x10°/L, B-hCG was 6520 IU/L initially and
increased to 12016 IU/L after 48 hours with still no evidence of
intrauterine pregnancy. However, on the next day, the patient
developed pain in the epigastrium, pallor and vomiting with
blood pressure dropping to 90/50 mmHg and a pulse of 99 beat-
s/min. The ultrasound then revealed fluid in Morrison’s pouch,
pouch of Douglas and a heterogeneous lesion in the right
adnexa, giving the impression of a ruptured ectopic pregnancy;
for which, an urgent laparotomy was planned. Peroperatively,
the uterus and the left tube were normal, and the right tube was
absent. There was no collection of any blood or fluid in the
pelvis. Exploration of the upper abdomen revealed a large
20x15 cm retroperitoneal hematoma, behind the left colonic
mesentery, extending from the epigastrium to the left iliac
fossa (Figure 1). For the management of the retroperitoneal
ectopic pregnancy (REP), a vascular surgeon was involved in
exploring the retroperitoneal space and clearing the hema-
toma. A bleeding ectopic pregnancy attached through small
feeding vessels, on the left side of the aorta above the inferior
mesenteric artery, was located. The aorta was slinged above
the coeliac plexus, and pregnancy tissue was excised with the
ligation of feeding vessels (Figure 2). The hemostasis was
secured and drains were keptin the pelvis and paracolic gutter.
The patient was transfused four units of blood during the
surgery. The B-hCG levels repeated on the first postoperative
day showed a level of 1315 IU/L. Injection methotrexate 50 mg
was given on 2™ postoperative day. B-hCG repeated on 7" post-
operative day, which showed a value of 370 IU/L. The stitches
were removed and she was discharged on 10" postoperative
day. The histopathological evaluation of the excised tissue
revealed hemorrhagicand decidual tissue nextto chorionic villi,
confirming thediagnosisofa REP.

REP is an extremely rare condition. So far, less than 25 cases
have been reported globally. Such pregnancies have a
tendency to implant along the major vessels in the abdomen
and pelvis,' Hall et al. reported a case of REP in 1973.% Sotus
reported asimilarcasein1977.2

Figure 1: Exploration of the upper abdomen revealed a large retroperi-
tonealhematoma 20 x 15cmbehindtheleftcolonicmesentery.

Figure 2: Opened retroperitoneal space on left side of aorta, showing a
sling stabilising the aorta above the coeliac plexus, and vessels after
excisingtheectopicpregnancy.

Both these pregnancies were located between the left side of
the aorta and superolateral side of the left iliac artery. Okorie
reported a case of REP located similarly over the aorta and infe-
riorvena cava nearthe second and third part of the duodenum.*
It was postulated that such REPs result from either dissemina-
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tion of cells or tissue fragments through vascular or lymphatic
channelsorduetotrophoblasticinvasion and penetration ofthe
peritoneum.’ Clinical manifestations can vary from mild symp-
toms to hypovolemic shock and death, making timely diagnosis
and multidisciplinary approach with the removal of the
placental tissue, followed by methotrexate essential for saving
lives.* The diagnosis of such a pregnancy presents a major chal-
lenge.®Therising B-hCG withnodetectable pregnancy ontrans--
vaginal ultrasound should raise suspicion and alternate
imaging techniques, such as MRI can be helpful.

CONFLICTOFINTEREST:
Theauthorsdeclared no conflictof interest.

AUTHORS’ CONTRIBUTION:

ZM: Substantial contribution, conception and design of work,
finalapproval of work.

KDA: Drafting the work.

FA:Revisingtheworkcritically.

FH: Agreementtobeaccountableforallaspects ofthe work.

REFERENCES

1. De Bennetot M, Rabis Chong B, Aublet-Cuvelier B, Belard
F, Fernandez H. Fertility after tubal ectopic pregnancy:
Results of a population-based study. Fertil Steril 2012;
98:1271-6. doi: 10.1016/j.fertnstert.2012.06.041.

2. Hall JS, Harris M, Levy RC, Walrond ER. Retroperitoneal
ectopic pregnancy. J Obstet Gynaecol Br Commonw 1973;
80(1):92-4. doi: 10.1111/j.1471-0528.1973.tb02140.x.

3. Sotus PC. Retroperitoneal ectopic pregnancy: A case
report. JAMA 1977; 238(13):1363-4. http://www.ncbi.nim.
nih.gov/pubmed/578188.

4. Okorie O. Retroperitoneal ectopic pregnancy: Is there any
place for non-surgical treatment with methotrexate? J
Obstet Gynaecol Res 2010; 36(5):1133-6.doi: 10.1111/j.
1447-0756.2010.01270.x.

5. Man Y, Lamu C, Dan Z. Retroperitoneal ectopic pregnancy:
A case report and review of literature. BMC Pregnancy
Childbirth 2017; 17:358. doi: 10.1186/512884-017-1542-y.

6. Douglas B, Gregory B. Ectopic pregnancy imaging;
medscape: 27 January 2020. Available from: http://
emedicine.medscape.com/article/403062-overview.

Zeba Munzar', Khan Dost Afridi’, Fatima Amin' and Fatima
Habib’

'Department of Obstetrics and Gynecology, Fazaia Medical
College, Islamabad, Pakistan

’Department of Anesthesia, Fazaia Medical College, Islam-

abad, Pakistan

Correspondence to: Dr. Zeba Munzar, Department of Obstet-
rics and Gynecology, Fazaia Medical College, Islamabad,
Pakistan

E-mail: zebamunzar@hotmail.com

Received: June 29, 2021; Revised: August 21, 2021;

Accepted: August 22, 2021

DOI: https://doi.org/10.29271/jcpsp.2022.03.415

416 Journal of the College of Physicians and Surgeons Pakistan 2022, Vol. 32(03): 415-416



