


On 2V examimation — Uterus enlarged to 10-12
weeks size, midposed, cervix soft, excitation sign +ve,
rivihtadnesal regron was tulll Brownish discharge was
'pl‘('\l\‘ﬂl

Repeat USG revealed uterus showing 10.5we
viable toetus with subchorionic hematoma reaching the
o~ Amniotie Hurd was normal. Anill-defined echogenic
mass contamimg a sac like structure was seen m right
adnesalregion and tuid was observed in the pelvis, right
paracolic gutter and Morrison’s pouch. Echoes & septac
were seen init 2 Blood) (Fig. 1. Diagnosts of heterotopie
pregnancy was made  Taking into consideration the
amount ot thad m the abdomen & acute svmptoms,
emersency laparotomy was planned. On opening the
abdomen, perttoncal cavitv was found to be full of freshly
ciotted dlood {about 600cc), some organised blood was
also toumd. Uerus was 12 weeks size. There was right
sided mtact tubal pregnancy (size 7em y dem x dem) in
theampullarny region & frank bleeding from tubal ostium
was~een. | eftiube and ovary were normal. Right sided

salpingectomy was done, Clotted blood was removed
from the peritoneal cavity. Post-operative period was
uneventful. Conservative treatment for intrauterime
pregnancy was continued. Repeat scan on 08,71 v
showed viable pregnancy ot 13 weeks +davs gestation

(Fig. 2).

1e dilemmas in our mind regarding this case are:

1. Whether HCG injections alse supported the tubal
gestation upto 10.5 weeks without rupture?

2. Whether doubling time for serum HOG has anv value
for diagnosis of tubal pregnancy v such situations
inspite of early suspicion?

3. It ultrasonographic detection of adnexal mass wa-
made at first visit, whether it would have changed
the management considering the need ot contimuation
of ntrauterme pregnancy inoview of her previous
pregnancy wastage and how clse the risk tor
>pontaneou> abortion of mmtrauterine pregnancy
before 8 wks of gestation could be reduced in such o
case?
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