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Summary

Heterotopic pregnancy (HP) is the existence of both intrauterine and ectopic pregnancy simultaneously. The incidence of sponta-
neous heterotopic pregnancy is about 1: 30,000 of pregnancies. In this paper the authors presented the case of heterotopic pregnancy,
detected at 12 weeks of gestation. Pregnancy was spontaneous and patient was referred to the present hospital due to pelvic pain.
After thorough examination, including transvaginal and transabdominal ultrasound, a 12-week heterotopic pregnancy was confirmed.
Both fetuses were alive with regular fetal heart rate. Due to possible risk of placental bowel infiltration, laparotomy was performed and
right salpingectomy with vital ectopic pregnancy was done. On the left ovary a 2-cm tumor was detected and also removed during op-
eration. Patent was followed up until delivery and was delivered transvaginally at term.
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Introduction

Heterotopic pregnancy (HP) is the existence of both in-
trauterine and ectopic pregnancy simultaneously. The inci-
dence of spontaneous heterotopic pregnancy is about 1:
30,000 of pregnancies. In a group of patients with a preg-
nancy achieved with some of assisted reproductive tech-
nology (ART), the incidence of heterotopic pregnancy is
much higher and it ranges from 1: 500 to 1: 100, which in-
creases total incidence to 1: 7,000. As for location, the most
common ectopic pregnancy is of a tubal type, but cornual,
cervical, abdominal, and ovarian may occur as well [1]. Si-
multaneous existence of intra- and extrauterine pregnancy
makes diagnosing procedure considerably difficult. In-
trauterine pregnancy most often diverts from pathological
finding. For this reason, diagnosis is most frequently con-
firmed late and in about 50% of patients it is made when
intra-abdominal bleeding already occurred [2, 3].

Case Report

A 31-year-old gravid 0 para 0 was referred to the present hos-
pital due to pelvic pain at 12 gestational weeks of spontaneous
pregnancy. Previous examinations revealed vital intrauterine preg-
nancy which corresponded to amenorrhea by ultrasonographic
view (US). There was no etiological factors significant for ectopic
pregnancy, such as pelvic inflammatory disease (PID), miscar-
riage, infertility or abdominal surgical procedures. The patient re-
ported that, in the past ten days, she had felt painful sensations
within pelvis, in its right part, which became more intense during
a day. At examination, the abdomen was in the thoracic plane,
soft, insensitive during physical examination. The patient did not
have ex utero bleeding. During bimanual vaginal examination, the
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uterus was soft, enlarged, and corresponded to 12 weeks’gesta-
tional age. The left adnexa was without tenderness and sensitiv-
ity, while the tumour of approximately 5-6 cm, sensitive to pain
was palpated in retrouterine space on the right side. Ultrasono-
graphic evaluation verified vital intrauterine pregnancy with em-
bryo size CRL=46.1 mm, which corresponded to 11.3 weeks’
gestational age. The ectopic pregnancy was noticed in the area of
the right adnexa with CRL=42.6 mm that corresponded to 11.1
weeks’ gestational age with a heart rate normal for gestational age
(Figure 1A). There were no free fluids in the pouch of Douglas
and Morison’s pouch. Patient’s vital parameters and laboratory
results were within normal ranges. Considering clinical and ul-
trasonography finding. it was decided to perform emergency la-
parotomy. During the surgery, intact ectopic pregnancy in the right
oviduct was found, and right salpingectomy was performed (Fig-
ure 1B). A tumour of approximately 2 cm was noticed on the left
ovary and it was removed and afterwards fibroma of the ovary
was confirmed by the histopathological finding. The patient was
discharged from the hospital on the ninth day after the operation
in stable general condition, with regular obstetrical finding, and
with vital intrauterine ongoing pregnancy. She was advised to con-
tinue with regular follow-ups. Patient was delivered at term (40,.3
weeks). She had normal transvaginal delivery and baby was 3,400
grams, with normal Apgar score 9/10.

Discussion

Overall incidence of HP has considerably increased over
the past years due to more frequent occurrence of HP in pa-
tients after ART. Except for ART as a leading etiological
factor, other usually mentioned etiological factors of ec-
topic pregnancy are PID and pelvic surgery. Localisation
of ectopic pregnancy is most often of a tubal type, but it
also occurs in a form of cornual (i.e. interstitial), cervical,
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Figure 1A.— Transvaginal ultrasonography view of simultane-
ous intra and extra uterine vital pregnancy at week 12.

Figure 1B. — Ectopic pregnancy immediately after salpingec-
tomy. The fetus of 12 weeks’ gestational age and the stretched
right tube can be seen in the figure.

abdominal, and ovarian. [4] Simultaneous existence of in-
trauterine pregnancy makes early diagnosis difficult as well
as use of B-hCG finding as a parameter in diagnosis of ec-
topic pregnancy. Expectative approach is not recommended
since serial monitoring of B-hCG values does not have any
diagnostic significance. Diagnosis is most often accidental
when it is intact pregnancy or if there is tubal rupture with
sings of intra-abdominal bleeding [3, 5]. Most common
gestational age when diagnosis is made is between five and
eight weeks’ gestational age in 70% of cases, then between
nine and ten weeks’ gestational age in 20%, and after week
11 in 10%. [6] It is difficult to identify an embryonic ges-
tation sac and differentiate it in relation to corpus luteum in
case when we already have intrauterine pregnancy. Ultra-

sound visualisation of the embryo and heart rate in ectopic
pregnancy is rare, but confident in making diagnosis, as it
was in the present case. A standard treatment approach im-
plies laparoscopy or laparotomy, provided that laparotomy
is more often performed if ruptured ectopic pregnancy is
detected or it is suspected [7, 8]. Alternative treatments
imply local administration of potassium chloride in case of
intact ectopic pregnancy. Systematic administration of
methotrexate is contraindicated due to possible negative ef-
fects on intrauterine pregnancy, while successful local
methotrexate administration is reported in individual cases
[9]. Most intrauterine pregnancies have a good outcome
after the treatment of ectopic pregnancy [7, 8].

The authors reported a rare case of intact vital heterotopic
pregnancy, occurring in spontaneous cycle without known
etiological factors, in 12 weeks’ gestational age, and it was
resolved by laparotomy. This case suggests that it is always
necessary to perform ultrasonographic examination of ad-
nexa in spite of the fact that a vital intrauterine pregnancy
is confirmed.
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