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Case Report

A Case of Intramural Pregnancy: Differential Diagnosis for
Distinguishing from Retained Products of Conception and
Gestational Trophoblastic Disease

Qing-Yun Song'?, Fan Yang'?, Hong Luo'?*

"Department of Ultrasound, West China Second University Hospital, 2Key Laboratory of Obstetric and Gynecologic and Pediatric Diseases and Birth Defects of
Ministry of Education, Sichuan University, Chengdu, Sichuan Province, China

Intramural pregnancy refers to the implantation of fertilized eggs in uterine musculature, separated from the uterine cavity and tube. We report
a case of intramural pregnancy previously misdiagnosed as retained products of conception and gestational trophoblastic disease. This case
highlights the difficulty in the diagnosis of intramural pregnancy. Clinicians should be clear about the risk factors of the disease. Judicious
selection of the appropriate imaging modalities is vital to making an accurate diagnosis and providing effective treatment.
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INTRODUCTION

Intramural pregnancy is a rare ectopic pregnancy. It refers to
the implantation of fertilized eggs in the uterine musculature,
separated from the uterine cavity and tube. The incidence
is <1% among ectopic pregnancies.!! It shows no specific
early clinical manifestations, mostly amenorrhea, mild
vaginal bleeding, abdominal pain, and Human Chorionic
Gonadotropin (HCG) elevation. If left undetected and
treated, it often leads to severe complications such as uterine
rupture, massive hemorrhage, and infertility. Damage or
defect of the endometrium due to a history of induced
abortion,cesarean section and uterine curettage may be an
important aspect in the pathogenesis. The fertilized eggs may
implant into the myometrium through the damaged serous
membrane. Difficulties during the in vitro fertilization and
embryo transfer may also cause the embryos to implant into
the myometrium. In the case of adenomyosis patients, the
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embryos can enter the myometrium through the sinus of
ectopic endometrium.” We report herein a case of intramural
pregnancy previously misdiagnosed as retained products of
conception (RPOC) and gestational trophoblastic disease
(GTD).

Case RepoRT

The patient was a 44-year-old female with G6P2 (spontaneous
delivery once, cesarean section once, and induced abortion
four times). Five months previously, the patient underwent
uterine curettage in another hospital due to “50+ days of
amenorrhea as well as RPOC in the uterine cavity.” The
postoperative pathological examination findings indicated
a less number of placental villi and a large amount of
decidual tissue. Two months previously, uterine curettage
was performed again in another hospital due to “RPOC in
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the uterine cavity and HCG 1301 mIU/ml.” Postoperative
Pathological results showed that there were no placental villi
and trophoblast cells, but a small amount of degenerative
smooth muscle tissue and broken endometrial tissue. The
transvaginal ultrasound result at our hospital indicated
distinguishable inferior endometrium, but the middle and
upper endometria were unclear. There was a heterogeneous
hyperechogenic mass with a clear boundary at the size of
approximately 6.2 cm x 6.6 cm X 6.4 cm in the middle to
the upper uterine segment. Several irregular liquid dark areas
were detected in the mass, with a maximum diameter of 4.3
cm [Figure la]. Point-like or line-like blood flow signals
were detected around and inside the mass, Resistance Index
(RI) = 0.41 [Figure 1b]. Thoracic and abdominal enhanced
computed tomography (CT) results were as follows: cystic
and solid space-occupying lesions in the uterine cavity,
with a clear flocculent heterogeneous enhancement in the
right uterine wall and fundus uteri, reaching deep into the
musculature. There were low-density focuses in the anterior
and posterior uterine walls, and one in the anterior wall
reached the serosa layer, suggesting trophoblastic tumors
[Figure lc]. In addition, a small nodule shadow of unknown
nature appeared in the inner side of the middle lobe of the
right lung [Figure 1d]. The patient’s serum HCG level was
547.9 mIU/ml.

Following three courses of diagnostic chemotherapy with
(Etoposide+Methotrexate+Actinomycin D+cyclophosphamide)
(MEA-CO), the serum HCG level decreased to 172.6 mIU/ml,
while the uterine mass did not shrink. Therefore, hysteroscopy

Figure 1: (a) The transvaginal ultrasound shows a heterogeneous
hyperechogenic mass with a clear boundary in the middle to the upper
uterine segment. (b) Point-like or line-like blood flow signals were
detected around and inside the mass, Rl = 0.41. (c) Abdominal enhanced
computed tomography shows cystic and solid space-occupying lesions in
the uterine cavity, with a clear flocculent heterogeneous enhancement in
the right uterine wall and fundus uteri, reaching deep into the musculature.
(d) Thoracic enhanced computed tomography shows a small nodule
shadow of unknown nature appeared in the inner side of the middle lobe
of the right lung

and hysterectomy were performed. The postoperative
pathological examination results were as follows: the gross
specimen revealed a dissected, spheric dark brown mass
of 6.5 cm x 5.5 cm x 4.5 cm in the posterior wall of the
uterus. A layer of opalescent translucent membranous tissue
roughly 0.1 cm thick attached on the surface of the section,
resembling the fetal membranes. Part of the area of the shape
of a half-moon, approximately 5 cm % 2.5 cm, had peeled off
[Figure 2a]. The section of the mass was map-like, showing
extensive hemorrhage and necrosis, and of fragile texture. The
mass invaded nearly the entire muscular wall. Pathological
microscopy showed a large number of highly degenerative or
fibrotic placental villi in the tissue of hemorrhage and necrosis
in the muscular wall of the uterine floor and body [Figure 2b].
No trophoblastic tumors were detected.

Discussion

A typical ultrasonographic image of intramural pregnancy
shows a gestational sac in the myometrium, separated from
the uterine cavity, and surrounded by abundant blood flow
signals. However, sometimes, it is difficult to distinguish an
intramural pregnancy from normal intrauterine pregnancy,
liquefied uterine fibroids, or GTD. In retrospect, for this
case, the internal hemorrhage and necrosis of a large mass
appeared as heterogeneous liquid dark areas inside the mass
on the ultrasound image. There were abundant blood flow
signal surrounding the mass (RI1<0.5), which was similar to
the sonographic findings of GTD. However, the patient had
a history of cesarean section and a slightly elevated blood
HCG level. Enclosed by a layer of fetal membrane-like tissue,
an intramural pregnancy shows a well-defined boundary in
the ultrasound image, whereas the GTD usually does not
have a sharp boundary due to its invasive nature. Intramural
pregnancy should have been considered in the diagnosis of
the patient. Unfortunately, due to the neglect of the possible
impact of a large mass oppressing the uterine cavity on the
examination, the diagnosis and treatment were negatively
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Figure 2: (a) The gross specimen revealed a dissected, spheric dark
brown mass in the posterior wall of the uterus. (b) Histopathological
image: Hemorrhage and necrotic tissues of intrauterine muscle wall

showed a large amount of highly degenerated or fibrotic placental villus
tissues
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affected. First, the endometrial echoes at the upper and middle
uterine segments were not clear; therefore, the conventional
ultrasound could not accurately locate the mass. The suction
device may impinge on the mass during the operation, hence
the pathological findings following the first curettage showed
a small number of placental villi. A suggested solution is to
use saline infusion sonohysterography to reveal the uterine
cavity and determine whether the mass is inside the uterine
cavity.B! Second,intramural pregnancy and GTD can ‘t be
distinguished well by enhanced CT. Moreover, the patient’s
chest CT result showed a small solitary nodule, which also
affected the judgment of the clinic physicians. The solution
may be to prioritize magnetic resonance imaging and
hysteroscopy in further examination.™

In summary, this case highlights the difficulty in the diagnosis
of intramural pregnancy. Clinicians should be clear about
the risk factors of the disease. Judicious selection of the
appropriate imaging modalities is vital to making an accurate
diagnosis and providing effective treatment.
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