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Abstract: 

Heterotopic pregnancy (HP) is a rare phenomenon. It is defined as simultaneous 
presence of intrauterine and extrauterine pregnancy. A case of HP is discussed. A 
young patient presented initially with two months amenorrhea and lower ab-
dominal pain. Initial ultrasound showed only 6 weeks intrauterine pregnancy. But, 
due to increasing severity of pain ultrasound was repeated showing heterotopic 
pregnancy, which was later confirmed by histopathology. 
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Introduction: 
Heterotrophic pregnancy is rare entity but increasing in inci-
dences mainly due to assisted reproduction techniques. It is 
defined as co existent intrauterine and extra uterine preg-
nancy1.Extrauterine pregnancy usually occurs in the fallopi-
an tube in about 80 – 85% of cases2. The estimated inci-
dence is 1/30,000 pregnancies3 which rises to 1% with as-
sisted reproductive techniques4. 
Diagnosis and management of the heterotrophic pregnancy 
is a challenging problem and mainly it is diagnosed after the 
tube ruptures and patient presents with severe lower ab-
dominal pain, bleeding per vagina and hemodynamic insta-
bility. High suspicion in patients with the risk factors can 
help in early diagnosis and timely management of hetero-
trophic pregnancy. In expected cases, a thorough history, 
clinical examination and ultrasound scan and serum hCG will 
help in prompt diagnosis. 
Case presentation: 
A 38 years old G2-P1 presented in outpatient department 
with history of 2 months overdue and lower abdominal pain. 
Pregnancy was confirmed by beta HCG. Ultrasound was 
done to find out the cause of pain, which showed an alive 
intrauterine pregnancy of about 6 weeks. No other abnor-
mality was detected. Conservative treatment of pain was 
given but she continuously complained of pelvic pain which 
was increasing in intensity. One week later her ultrasound 
scan was repeated, which showed intrauterine pregnancy of 

about 7 weeks along with an oval complex mass of about 6.2 
*5 cm in right adnexa with possibly of right tubal ectopic 
pregnancy. Laparotomy was performed under general anes-
thesia. Right tubal pregnancy was confirmed with small 
amount of hemoperitoneum. Right salpingectomy was per-
formed, tissues sent for biopsy which confirmed the pres-
ence of chorionic villi and decidual tissues. Post-operative 
period remained uneventful. Beta HCG support was given 
for the intrauterine pregnancy. Ultrasound was repeated 2 
weeks postoperatively showing a normal intrauterine preg-
nancy. She has had regular antenatal checkups done. At 33 
weeks she developed pre-eclampsia which was managed on 
usual grounds. Her elective cesarean section was performed 
at 37 weeks due to previous c section and severe 
preeclampsia. A healthy baby boy weighing 2.7 kg was deliv-
ered.  
Discussion: 
Duverney in 1708 was first to describe heterotopic pregnan-
cy5. Although previously a rare phenomenon, the incidence 
of heterotopic pregnancy is increasing after the increasing 
trends of assisted reproductive techniques and ovulation 
induction reaching up to 1 in 5000 to 10000 of general popu-
lation and still higher in patients undergoing ovulation in-
duction i.e. 3%.6, 7 Any risk factor that increases the risk for 
ectopic pregnancy also predisposes to heterotopic pregnan-
cy.  
Multiple factors have been attributed to the increasing inci-
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dence of heterotopic pregnancy which includes ovulation induc-
tion, pelvic inflammatory disease8, pelvic surgery and use of 
IUCD etc. females having diseases tubes mainly due to infection 
have 7-10 fold increased risk of ectopic pregnancy including het-
erotopic pregnancy. 9 Tubal ligation is another risk factor for 
ectopic pregnancy with up to 16% chances if failure occurs.10, 11 
Heterotopic pregnancy has been seen in women without risk 
factors, but the actual incidence is not yet known. Many cases of 
heterotopic pregnancy are reported in both, high risk and low 
risk women. 12 In our case most probable risk factor was pro-
longed infertility and ovulation induction with clomiphene cit-
rate. 
Clinical presentation is variable is variable and less helpful in 
prompt diagnosis unless patient presents in shock and there is 
high suspicion due to risk factors. 13 The diagnosis is made with 
ultra sound14 but usually the presence of intra uterine pregnan-
cy masks its prompt diagnosis and the patient usually presents 
in emergency with ruptured ectopic. The highly sensitive hCG 
testing also fails to recognize the condition.10 Only a high suspi-
cion in patients with risk factors can help in early diagnosis and 
management. Trans vaginal scan has detection rate between 41- 
84% with higher diagnostic sensitivity when routinely performed 
in high risk patients with previous history of ectopic pregnancy 
or in patients conceived after infertility treatment.15 In a study 
conducted by Abbott et al, 28 patients attending emergency 
department were recognized with ectopic pregnancy only on 
next visit.16 
Our patient initially had diagnosis of only intrauterine pregnancy 
but persistent lower abdominal pain was only symptom along 
with risk factors which helped in diagnosis. Our patient re-
mained vitally stable. In our case the initial ultrasound did not 
recognize the HP but repeat  ultrasound due to persistent pain 
showed a complex mass present in right adnexa with suspicion 
of ectopic pregnancy. 
When diagnosed the treatment of choice is laparotomy or lapa-
roscopy with salpingectomy or salpingotomy.4,17 Expectant 
treatment can be applied in some selected cases with good suc-
cess rate, but treatment choice is made according to individual 
cases. Fertility remains same after laparotomy or laparoscopy 
however 40% loss of intrauterine pregnancy has been reported 
by some authors.7 In our case patient has had ruptured tubal 
pregnancy so salpingectomy was done by laparotomy.  Pregnan-
cy remained unaffected by timely laparotomy and proceeded to 
term and a live baby was born. 
References: 
1. Avitabile NC, Kaban NL, Siadecki SD, Lewiss RE, Saul T. Two 

cases of heterotopic pregnancy: review of the literature and 
sonographic diagnosis in the emergency department. J Ul-
trasound Med. 2015 Mar;34(3):527-30. 

2. Heard MJ, Buster JE.  Chapter 5: Ectopic pregnancy. 
Danforth's Obstetrics and Gynecology, 9th Ed: James R., 
Md. Scott, Ronald S., Md. Gibbs, Beth Y., Md. Karlan, Arthur 
F., Md. Haney, David N. Danforth By Lippincott Williams & 
Wilkins Publishers; 9th edition. August 2003. 

3. Ghulmiyyah LM Eid J, Nassar AH, Mirza FG, Nassif J. Recur-
rent twin pregnancy, following clomiphene citrate stimula-
tion: an unusual case and a review of literature. Surg Tech-
nol Int. 2014;25:195- 200. 

4. Ljuca D, Hudić I, Hadzimehmedović A. hetetropic pregnancy 
in natural conception- our initial experience: case report. 
Acta Clin Croat 2011; 50(2): 249- 52. 

5. Duverney JG, in Jombert CA (ed): Oeuvres Anatomiques. 
Paris 1708, p 355.  

6. Dor J, Seidman DS, Levran D, Ben-Rafael Z, Ben-Shlomo I, 
Mashiach S. The incidence of combined intrauterine and 
extrauterine pregnancy after in vitro fertilization and em-
bryo transfer. FertilSteril 1991; 55(4): 833-4. 

7. Ikeda S, Sumiyoshi M, Nakae M, Tanaka S, Ijyuin H. Hetero-
topic pregnancy after in vitro fertilization and embryo trans-
fer. Acta Obst& Gynae Scand 1998; 77(4): 463- 464. 

8. L. Weström. Incidence, prevalence, and trends of acute pel-
vic inflammatory disease and its consequences in industrial-
ized countries. Am J Obstet Gynecol 1980; 138(7): 880-892. 

9. DeStefano F, Peterson HB, Layde PM, Rubin GL. : Risk of 
ectopic pregnancy following tubal sterilization. Obstet Gy-
necol 1982:60(3): 326-330. 

10. Khalida Nasreen, Samreen Iqbal, Atiya Fasih. Heterotopic 
Pregnancy Following Ovulation Induction By Clomiphene 
Citrate And Normally growing Intrauterine Pregnancy: A 
Case Report. JBUMDC 2015; 5(1): 43- 44. 

11. Dumesic DA, Damario MA, Session DR. Interstitial hetero-
topic pregnancy in a woman conceiving by in vitro fertiliza-
tion after bilateral salpingectomy. Mayo Clin Proc 2001; 76
(1): 90-2. 

12. Bukhari AS, Bukhari S. Heterotopic pregnancy- A report of 2 
cases in women without risk factors. J Ayub Medical Coll 
2001: 13(2): 45- 48. 

13. Sultana N. Heterotopic Pregnancy- A rare spontaneous case. 
Pak Armed Forces Med J 2006; 56(1): 87- 88. 

14. Pardania N, Smalkin M: Combined intrauterine and extrau-
terine pregnancy diagnosed by ultrasound. N Engl J Med 
1979: 301. 841 (letter to Editor) 

15. Dündar O, tütüncü L, Müngen E, Muhcu M, Yergök YZ. Het-
erotopic pregnancy: Tubal ectopic pregnancy and mono-
chorionic monoamniotic twin pregnancy: A case re-
port. Perinat J. 2006;14:96–100.  

16. Abbott J, Emman S, Lowenstein SR: Ectopic pregnancy: Ten 
common pitfalls in diagnosis. Am J Emerg Med 1990; 8
(6):515- 552. 

17. Fouedjio JH, fouelifack FY, Fouogue JT, Sando Z. Ruptured 
heterotopic pregnancy in a natural conception cycle: a case 
report at the Yaounde central Hospital (Cameroon). Pan Afr 
Med J. 2013; 16:106. 


