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Recurrent ectopic pregnancy is not very uncommon. There are few case reports of
consecutive three ectopic pregnancies. We present an interesting case of 26 years
old patient who presented with consecutive fourth ectopic pregnancy which is not
reported in literature. In this patient, for the first ectopic pregnancy left
salpingectomy and for the second ectopic pregnancy, laparotomy followed by
conservative surgical treatment (milking of right fallopian tube) was done three
and two and half years ago respectively. Third ectopic pregnancy was managed
medically by giving one intramuscular injection of 50 mg of methotrexate. Present
one was fourth ectopic in right fallopian tube for which, patient was given medical
treatment (intra muscular methotrexate) and she was advised to undergo in vitro
fertilization.

Key Words : Ectopic pregnancy, Consecutive, Fourth.
Introduction

Recurrent ectopic pregnancy is not uncommon. Various factors like pelvic inflammatory
disease, tubal surgery, infertility and previous history of ectopic pregnancy can lead to
consecutive ectopic pregnancies. The incidence of recurrence reported after first and
second ectopic is 15% and 27.5% respectively 1. A case of consecutive fourth ectopic
pregnancy is being reported for the first time.

Case Report-

A 26-years old, gravida four with history of previous three consecutive ectopic
pregnancies was admitted with history of seven weeks of amenorrhea and pain
abdomen for one day. Her general condition and vitals were stable. Ultrasound reported
a heteroechoic mass of 2.5 X 3.0 cm size in right adnexa with minimal free fluid and
her serum 3 hCG levels were 4000 miu/ml. Diagnosis of unruptured ectopic pregnancy
and was made and conservative treatment with single dose of 50 mg methotrexate was
started. She responded well and her BhCG levels on day 4 and day 7 were 2710 and 900
miu/ml respectively. Detailed past history and records revealed that she was married
for seven years and could not conceive for first four years for which she took off and on
treatment. However, three years back her first pregnancy was left tubal pregnancy
which ruptured and for which left salpingectomy was done.

Two and half years back she had right tubal pregnancy which was managed by
exploratory laparotomy followed by milking of the tube as the pregnancy was already in
the process of tubal abortion. After two months of that episode, two years back, she
again developed ectopic pregnancy in the right tube which was managed conservatively
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with single dose of 50 mg of methotrexate. Present was the fourth consecutive ectopic
pregnancy after a gap of one and half years which was managed conservatively and she
was advised to go for in vitro fertilization.

Discussion

There are case reports of three consecutive recurrent ectopic pregnancies?3+. Milingos3
reported a patient who had three consecutive ectopic pregnancies on the ipsilateral side
after natural conception and was treated surgically in each case with partial
salpingectomy, removal of tubal stump, and resection of the uterine cornua,
respectively. In the present case also three ectopics were ipsilateral after left sided
salpingectomy in the first ectopic pregnancy. Adelusi et al?2 reported a case of three
consecutive ectopic pregnancies in a 36-year-old woman who was under treatment for
infertility. There is a report of seven ectopic pregnancies but those were not consecutive
and patient had term deliveries before and in between the ectopic pregnancies®. There
is no significant difference in the outcome in terms of recurrence and further fertility
after medical and conservative surgical management. In the present patient infertility
and ectopic pregnancy caused recurrent ectopic pregnancies.

Early diagnosis and management of ectopic pregnancy is crucial as delay can be
disastrous for the patient’s fertility as well as for her life, as previous ectopic pregnancy
is a high risk for recurrence. One important issue is whether a woman with previous
three ectopic pregnancies, who is at very high risk for recurrent ectopic pregnancy,
should go for spontaneous conception or be offered other options for fertility treatment.
In the present case this was fourth consecutive ectopic pregnancy unreported so far in a
span of three years and she was counselled for in vitro fertilization.

Conclusion

Every woman with a previous ectopic pregnancy is at high risk for recurrence and
woman should be counselled to report at the earliest in next pregnancy to rule out
ectopic gestation as delay can be disastrous for fertility and her life.
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Retrocaval ureter or preureteral vena cava is a rare congenital abnormality which leads to
external ureteral compression by the inferior vena cava (IVC) resulting in lumbar pain and
Hydronephrosis. Intravenous urography, retrograde pyelography, CT, and MRIare main
diagnostic investigations. Surgical intervention is required in most of cases.

We present a case of 22 years old male who presented with right flank pain and
Hydronephrosis. Diagnosis was confirmed by IVU and retrograde pyelography. Exploration
of ureter, its transaction and end toend anastomosis was done anterior to the inferior vena
cava.

Introduction

A variety of vascular lesions can cause ureteral obstruction. With these lesions, the vascular
system rather than the urinary system is anomalous. Retrocaval ureter also referred to as
circumcaval ureter or preureteral vena cava is a rare congenital anomaly with the ureters
passing posterior to the inferior vena cava.lt was initially considered as aberration in ureteric
development; however current studies in embryology have led to it being considered as an
aberration in the development of the inferior vena cava 1.2:3. Hence it is being suggested that the
anomaly be referred to as a pre-ureteral vena cava*5. This disorder involves the right ureter,
which typically deviates medially behind (dorsal to) the inferior vena cava, winding about and
crossing in front of it from a medial to a lateral direction, to resume a normal course, distally, to
the bladder. The renal pelvis and upper ureter are typically elongated and dilated in a ] or
fishhook shape before passing behind the vena cava. Cardinal veins are considered to be the
basic abnormality in which right subcardinal vein forms the main portion of IVC ventral to the
ureter instead of right supra cardinal vein. Consequently the ureter winds behind the IVC from
medial to lateral instead of lying lateral to it.

Intravenous Urography (IVU) and retrograde ureteropyelograpy are very helpful for the
diagnosis. On IVU there may be hydronephrosis of the right kidney, dilatation of the upper
1/3rd of ureter an S-shaped curve of the ureter and on oblique view ureter hugging the lumbar
spine. Abdominal ultrasound demonstrates hydronephrosis. IVU usually does not demonstrate
the middle and distal ureter requiring a retrograde ureteropyelogram to demonstrate the ureter
and hence confirm the diagnosis .Retrograde pyelography reveals medial displacement of non-
dilated lower ureter beyond the midline. Ultrasound and CT or MRI also have been useful in
defining the vascular malformation. When necessary, CT may be the procedure of choice to
confirm the diagnosis and avoid retrograde ureteropyelograpy 6.

MRI can nicely demonstrate the course of a preureteral vena cava and may be a more detailed
and less invasive imaging modality when compared with CT and retrograde pyelography.
Clinically, patients may present with symptoms of flank pain, recurrent infections and
haematuria. It is of interest, as this case report happens to be the second symptomatic case to be
reported in Ethiopia and one of the few cases in Africa 7.8
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Case Report

A 22 year old male patient presented to us with history of right flank pain of 2 years duration
and recent onset of hematuria. He had no other urinary complaints. Physical examination was
unremarkable. Urinary microscopy showed 4-5 RBC casts. Complete blood count, urea and
creatinine were all normal. Through right flank subcostal incision the right ureter was explored.
Right ureter was dilated and passing behind the IVC and then normal looking ureter coursing
downward. The Right ureter was transected and spatulated end to end anastomosis over double
] stent done. Post-operative recovery was uneventful. Double ] sent removed after 4 weeks and
follow up sonography showed remarkable improvement in hydronephrosis.
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Figure 2a & 2b.. Retrograde pyelography.

Figure 3. Diagrammatic representation illustrating the radiological features of Type I (left side)
and Type II (right side) circumcaval ureter (modified from Bateson and Atkinson. Circumcaval
ureter: a new classification. ClinRadiol 1969;20:173-7).

Discussion

Retrocaval ureter is a rare condition that results from an anomaly in the development of the
inferior vena cava . The incidence was reported to be approximately 1 in 1000 people, with
male predominance 19. It was first reported by Hochstetter in 1893 11. Although the lesion is
congenital, most patients do not present until the third or fourth decade of life. Common
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presentation includes right flank pain, recurrent urinary tract infections and varying degree of
haematuria
Retrocaval ureter can be classified into two verities according to radiological appearances (12),

1. The more common type I has hydronephrosis and a typically obstructed pattern
demonstrating some degree of fishhook-shaped deformity of the ureter to the level of
the obstruction, and

2. Type Il has a lesser degree of hydronephrosis or none at all. Here, the upper ureter is not
kinked but passes behind the vena cava at a higher level, with the renal pelvis and upper

ureter lying almost horizontal before encircling the vena cava in a smooth curve
(Figure 3).

In type I, the obstruction appears to occur at the edge of the iliopsoas muscle, at which point the
ureter deviates cephalad before passing behind the vena cava. In type II, the obstruction, when
present, appears to be at the lateral wall of the vena cava as the ureter is compressed against the
perivertebral tissues. Both CT scan and magnetic resonance imaging are efficient methods of
confirming the diagnosis.

Surgical intervention is often required toalleviate the symptoms. Open surgical exploration is
commonly used technique. Surgical correction involves ureteral division, with relocation and
ureteroureteral or ureteropelvic reanastomosis, usually with excision or bypass of the
retrocaval segment, which can be aperistaltic. Open surgical exploration is commonly used
technique although it is being replaced by minimally invasive laparoscopic technique with
advantages of minimal postoperative pain and early recovery 13.14,15,16,17,
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