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Case Report

Heterotopic Pregnancy
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Abstract

Background:

Heterotopic pregnancy refers to the simultaneous occurrence of intrauterine and ectopic
gestations, a rare but potentially life-threatening condition. Though historically uncommon in
spontaneous pregnancies, its incidence has increased with the use of assisted reproductive
technologies (ART), such as in vitro fertilization (IVF). Early diagnosis is challenging due to
overlapping symptoms with other gynecologic or non-gynecologic conditions.

Case Presentation:

We report a rare case of heterotopic pregnancy in a 39-year-old primigravida who conceived
via IVF. At 11 weeks of gestation, she presented with vaginal bleeding and mild abdominal pain.
Ultrasound examination revealed a viable intrauterine pregnancy alongside a left adnexal
ectopic mass with hemoperitoneum. She underwent emergency laparoscopic left salpingectomy.
Histopathological evaluation confirmed tubal ectopic pregnancy. The intrauterine pregnancy
remained viable and progressed normally.

Conclusion:

This case underscores the importance of maintaining a high index of suspicion for heterotopic
pregnancy, particularly in patients undergoing assisted reproduction. Timely diagnosis and
surgical intervention are crucial to prevent maternal morbidity while preserving the intrauterine
pregnancy.
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Introduction
Heterotopic pregnancy is the presence of multiple gestations, one being present in the uterine cavity and the
other extra-uterine, commonly in the fallopian tube and uncommonly in the cervix or ovary. Itis rare, occurring

in about 1 in 30,000 spontaneous pregnancies, but potentially life-threatening. The risk rises to 1-3% in
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Advanced Reproductive Therapy and IVF. [1,2] Diagnosis can still sometimes be overwhelming due to the
presence of an Intrauterine Pregnancy. [3]

Heterotopic pregnancies are usually diagnosed from 5 to 34 weeks of gestation.[4] Tal et al.[5] reported that
70% of the heterotopic pregnancies were diagnosed between 5 and 8 weeks of gestation, 20% between 9 and
10 weeks and only 10% after the 11th week. [5] Presentation is vague and up to 50% of patients are
asymptomatic. [8] The differential diagnoses of Heterotopic Pregnancy include: Acute Abdominal pain, Flare-
up of Endometritis, ovarian cyst accident, miscarriage and non-gynaecological causes such as acute
appendicitis and severe Urinary Tract Infection. [2]

The Risk factors include: Previous ectopic, Advanced Reproductive Therapy and In Vitro Fertilization, pelvic
surgeries, Pelvic Inflammatory Disease, Intrauterine Contraceptive Devices and smoking. However, in most
cases, no risk factors were found [2]

Heterotopic Pregnancy may be discovered late, increasing the risk of considerable life-threatening
haemorrhage and hypovolemia as a consequence of the Ectopic Pregnancy rupture. [7]

Case Presentation

We report a heterotopic pregnancy in a 39-year-old primigravida with a spontaneous pregnancy. She had an
NHS booking scan at 11 weeks which showed intrauterine pregnancy with normal right adnexa, left adnexa
‘not seen’.

She then had a private ultrasound scan which showed a heterotopic pregnancy and was therefore referred to
the hospital.

Upon presentation, she had brownish vaginal discharge and mild abdominal pain.

This patient had a background history of endometriosis and had x2 laparoscopic ovarian cystectomies in the
past. She had a blocked left tube seen on a Hycose test in Italy before. Her Serum HCG was negative 2 days
before the Hycose.

Her abdomen was mildly tender on examination with voluntary guarding. A transvaginal Ultrasound showed
a viable intrauterine pregnancy at 12+4 weeks and another viable left tubal ectopic pregnancy of 11 weeks +
6 days gestation. She underwent laparoscopic surgery where a small amount of bleeding was seen in the
abdomen, and an ectopic mass in the left adnexa. This mass was removed safely using Ligasure. The procedure
was uncomplicated with 100mls of blood loss. She had a bedside USS post-op op which confirmed a viable

intrauterinepregnancy.
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Figure 2
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Figure 4
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Discussion

Heterotopic pregnancy is the presence of multiple gestations, one being present in the uterine cavity and the
other extra-uterine, commonly in the fallopian tube and uncommonly in the cervix or ovary. Itis rare, occurring
in about 1 in 30,000 spontaneous pregnancies, but potentially life-threatening. The risk rises to 1-3% in
Advanced Reproductive Therapy and IVF. [1,2]. 1/100 when associated with in vitro fertilization, and 1/900
when using clomiphene citrate. [9]

A detailed history and physical examination are importance to explore all risk factors related to heterotopic
pregnancy.

Heterotopic Pregnancy may be discovered late, increasing the risk of considerable life-threatening
haemorrhage and hypovolemia as a consequence of the Ectopic Pregnancy rupture. [7]

The Risk factors include: Previous ectopic, Advanced Reproductive Therapy and In Vitro Fertilization, pelvic
surgeries, Pelvic Inflammatory Disease, Intrauterine Contraceptive Devices and smoking. However, in most
cases, no risk factors were found [2]

B-hCG's level is not useful for of heterotopic pregnancy's diagnosis. Intrauterine pregnancy masks all
underlying B-hCG changes from ectopic pregnancy and vice versa. [10]

Diagnosis can still sometimes be overwhelming due to the presence of an Intrauterine Pregnancy. [3]
Maintaining a high index of suspicion is critical for the diagnosis of heterotopic pregnancy.

Heterotopic pregnancies are usually diagnosed from 5 to 34 weeks of gestation.[4] Tal et al.[5] reported that
70% of the heterotopic pregnancies were diagnosed between 5 and 8 weeks of gestation, 20% between 9 and
10 weeks and only 10% after the 11th week. [5] Presentation is vague and up to 50% of patients are
asymptomatic. [8]

The differential diagnoses of Heterotopic Pregnancy include: Acute Abdominal pain, Flare-up of
Endometritis, ovarian cyst accident, miscarriage and non-gynaecological causes such as acute appendicitis and
severe Urinary Tract Infection. [2]

Combination of history, examination and ultrasound can give suggestion of heterotopic pregnancy. Definitive
diagnosis can be made with laparoscopy which can be used as treatment option as well.

In hemodynamically stable and asymptomatic women, expectant management could be considered, the main
advantage of expectant management is avoiding all potential complications related to the surgical
management. However, expectant management should not be considered in patients with a viable or large
ectopic pregnancy due to the high risk of rupture of the ectopic pregnancy. [11]

The laparoscopic approach has been proven to be an effective and safe option in managing early ectopic
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pregnancy. Surgical management by laparoscopic salpingectomy in a tubal ectopic pregnancy is generally a
safe procedure with no increase in fetal loss rate in the IUP. Surgical management has the advantage of
complete removal of the ectopic pregnancy mass. However, the outcomes and the complexity of the surgery
can vary depending on the location of the ectopic component of the ectopic pregnancy. [13]

In this case, the decision was to proceed with laparoscopy, with the possibility of laparotomy. The decision
was appropriate given the patient presentation; was in pain, had viable heterotopic pregnancy, thus
laparcoscopic salpingectomy was safe and appropriate.

She continues to have ongoing normal pregnancy and is 29+wks now.

Conclusion

An early pregnancy transvaginal ultrasound scan should be offered to women at high risk for Ectopic
Pregnancy. When performing an ultrasound in early pregnancy, Heterotopic Pregnancy should always be
suspected in patients with an adnexal mass, even in the absence of risk factors. Clinicians must be alert to the
fact that confirming an intrauterine pregnancy clinically or by ultrasound does not exclude the coexistence of
an Ectopic Pregnancy. A high index of suspicion in women is needed for early and timely diagnosis.
Laparoscopic Salpingectomy can result in a favourable and successful obstetrical outcome.
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