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Introduction

Heterotopic ectopic pregnancy is an uncommon group
of ectopic pregnancy where at least one of a multiple
pregnancy lies outside the uterus and at least onein the
uterine cavity. Spontaneous occurrence of heterotopic
pregnancy is rare. It is a life threatening condition and
early diagnosisis often difficult. Serial HCG assays and
sonography are made unreliable by the presence of
intrauterinepregnancy. Thediagnosisisoftenmade after
the tubal pregnancy has ruptured.

Case Report

A 33 year old women, G3P2-2FfND with two female
children, alive and healthy, reported in the emergency
with complaints of severe pain in the abdomen and
bleeding per vaginurn sincefew hours. Her menstruation
was overdue by 11 days. Her urine pregnancy test was
positive. Onvaginal examination - cervical movements
were not tender, cervix was pointing forwards and
uterus was parous in size and soft. There was no
tendernessinthefornices. Sonography (USG) showed a
gestational sac of 5 weeks. She was mana
conservatively. However, she continued to have severe
painin abdomen associated with vomiting and bleeding
per vaginum off and on. Repeat USG one week later
showed intrauterine sac of 6 weeks with fetal echoes.
Shehad acute abdominal pain after oneweek for which
she was admitted on 9th October, 2001. Vaginal
examination reveal ed the uterus to be soft and 8 weeks
size with an ill defined tender mass in the posterior
fornix. She was subjected to repeat USG which showed
intrauterineviablepregnancy of 7weeks. A doppler flow
study was done which showed an intrauterine
pregnancy of 7 weeks along with an echogenic massin
the pouch of Douglas, suggestive of ruptured ectopic
pregnancy.

L aparotomy was performed on 13th October, 2001 and
she was offered concurrent termination of intrauterine
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pregnancy which she refused. At laparotomy
hemoperitoneum was present. There was a right sided
ruptured tubal pregnancy. Theuteruswasenlarged to 8
weekssize. Right sal pingo-oophrectomy was done. The
tissuewas sent for histopathol ogical examination, which
confirmed the diagnosis of right tubal pregnancy. Two
units of blood were transfused intra-operatively.

She was put on injection HCG and folic acid till
completionof first trimester and followed up withregular
antenatal visitsand serial USG which showed the fetus
to be growing normally. Her antenatal period was
uneventful till the 7" month. She then developed pre-
eclampsia and methyldopa was started with which her
blood pressure remained under control. She went into
labor at 37 weeks on 4th May, 2002 and was admitted.
Shedelivered vaginally anormal malechild of 3kgwith
an apgar score of 8 on 5th May, 2002. She did not tum
up at the postpartum clinic and was not seen again.

Discussion

Heterotopic pregnancy, arare condition first described
by Duverney in 1708, is the simultaneous occurrence of
an intrauterine and extrauterine pregnancy. The
generally accepted incidenceis 1in 30,000 pregnancies’,
Current incidence is about 1/4000 pregnancies, higher
in patients with history of pelvicinflammatory disease',
Theincidence is also increased with the use of ovarian
stimulation. With IVF, it is about 1/35-1/100 clinical
pregnancies.

Lower abdominal or pelvic pain in uncomplicated
intrauterine pregnancy is a common symptom. The
combination of abdominal pain, adnexal mass, peritoneal
irritation, and an enlarged uterus are the major clinical
features associated with combined pregnancy.

The diagnosis of this rare condition may be difficult
and careful ultrasound examination is mandatory.
Beta human chorionic gonadotropin levels are
unreliable and misleading for diagnosis".
Transvaginal ultrasonography is more reliable in the
diagnosis of combined intra- and extrauterine
pregnancy"”. A high index of suspicion is very
important. Continued enlargement of the uterusand a
positive pregnancy test after treatment of an ectopic
pregnancy confirm the diagnosis.
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The prognosis for the intrauterine pregnancy is usually
good and laparotomy for concurrent ectopic pregnancy
does not appear to disrupt the intrauterine gestation
when the gestational sac on ultrasonography is
consistent with dates. Surgical interventionto avoid the
potential detrimental effects of hemorrhagic shock must
be a priority. The uterus should be only minimally and
carefully handled in order to avoid disturbing the
pregnancy.

Madhany' reported two casesof heterotopic pregnancies
from Kenya in which, bothwomen had laparotomy and
sal pingo-oophorectomy because of ruptured tubal
pregnancy. Theintrauterine pregnancieswereleft intact,
progressed well, and continued to term resulting in
delivery of normal babies.

Ifenne" reported one case of heterotopic pregnancy in
which, the woman had laparotomy and right sided
sal pingo-oophorectomy because of ruptured tubal
pregnancy. The intrauterine pregnancy was left intact,
progressed well and continued to term resulting in
delivery of anormal female child weighing 2.5 kg.

L aparoscopy might be safely performed toaid differential
diagnosis in a uncertain condition during pregnancy
and laparoscopic surgery might be an appropriate
method to manage some carefully selected patientswith
heterotopic ectopic pregnancy”, Despite the number of
cases being small, lack of complicationsin these reports
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is encouraging feasibility of laparoscopic management
of heterotopic pregnancy? Early diagnosis of an ectopic
pregnancy allows successful laparoscopic treatment,
without sequel ae to the intrauterine gestation.
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