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A B S T R A C T 

Heterotopic pregnancy is defined by the coexistence of intrauterine and ectopic pregnancy. In our case 

report, a 41-year-old woman with a positive pregnancy test visited our hospital outpatient department for 

the first time. She was diagnosed with a viable heterotopic pregnancy, for which she underwent laparotomy 

and uterine curettage. Our clinical case has a prevalence of one in every 30.000 pregnancies, since it was a 

spontaneous conception and there was no family history of multiple pregnancies. Risk factors were medical 

history of a previous ectopic pregnancy, pelvic operations and her age being over forty. Despite her good 

recovery from the first operation, she underwent a second laparotomy with the aim to treat an obstructive 

ileus due to adhesions. 

 

                                                                         © 2022 Bazoukis Xenophon. Hosting by Science Repository.  

 

Introduction 

 

Ectopic pregnancy has a prevalence of 19.7 cases per 1000 pregnancies 

in North America and is the leading cause of maternal mortality. It 

accounts for 4% of deaths in the first trimester of pregnancy [1, 2]. The 

incidence of ectopic pregnancies has increased over the last 20 years as 

sonography has enhanced the possibility of early diagnosis. The 

incidence of pelvic inflammatory disease has also increased and assisted 

reproductive technology is used more frequently [2]. Risk factors for 

ectopic pregnancy include a history of previous ectopic pregnancies, the 

use of assisted reproductive technology and ovulation induction, pelvic 

inflammatory disease (mainly caused by Gonorrhea or Chlamydia), 

patients age, previous abdominal surgical medical history with possible 

adhesions, documented tubal pathology, exposure to diethylstilbestrol in 

utero and smoking [3]. The most usual position of an ectopic pregnancy 

is the fallopian tube (95%). Tubal ectopic pregnancy includes ampullary, 

isthmus, infundibular, cornual and interstitial position.  

 

The non-tubal ectopic can occur at the ovary, in the cervix, within the 

myometrium or in an intra-abdominal position. Finally, there are three 

more categories of ectopic pregnancy, namely the heterotopic, persistent 

ectopic and pregnancy of unknown location [1, 2]. In the case of 

heterotopic pregnancy, ectopic and intrauterine pregnancy sacs coexist. 

An additional risk factor for heterotopic pregnancy is a family history of 

multiple pregnancies [4]. The diagnosis demands high clinical suspicion, 

special sonography findings and serum β-hCG levels monitoring. We 

present an unusual case of a 41-year-old female with a medical history 

of ectopic pregnancy, who came for her first visit at our hospital and was 

diagnosed with heterotopic pregnancy. Subsequently, we will discuss the 

treatment management and the follow up that the patient undertook. 

 

Case Presentation 

 

A 41-year-old female from the Philippines visited the outpatient 

department of our hospital with a positive pregnancy test. She had no 

remarkable health problems; she was, at that time, under no medication, 

she was not a smoker and no family medical history. From the 

gestational history, she had two children from a total number of 4 

pregnancies. She had given her first vaginal birth in 1995. In 2006, she 

was operated for a right tubal ectopic pregnancy and her right fallopian 

tube was removed. In 2010, she underwent Caesarean section due to the 

failure of labour induction and in 2018 she had a missed abortion. 

According to her last menstrual cycle, she was six weeks and five days 

pregnant. The doctor at the outpatient department proceeded to a 

transvaginal ultrasound, which revealed a left ectopic pregnancy with 

visualized positive fetal heart rate. The above diagnosis was also 
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confirmed by an ultrasound specialist, who additionally reported an 

intrauterine mixed cystic formation about 34×31 mm.  

 

The second finding was probably a pregnancy sac, with no embryonic 

pole visualized, as is evident in the ultrasound images. She was admitted 

to our clinic and underwent a laparotomy. After the lysis of several 

adhesions among the omentum, the anterior uterus wall and the posterior 

abdominal wall, a left tubal ectopic pregnancy sac was recognized and 

dissected, and the fallopian tube was ligated. After the closure of the 

abdominal incision, the patient was placed in a lithotomy position. 

Dilatation and curettage was performed in order to remove the 

intrauterine gestational sac. The patients’ recovery was good, with no 

need for transfusion and no complications. Twenty-five days after her 

discharge from our hospital, she had an acute abdominal pain that forced 

her to visit the emergency department. She was admitted to the General 

Surgery clinic with a diagnosis of obstructive ileus. She underwent a 

second laparotomy for adhesiolysis and she was having a good recovery 

after what she was discharged from the hospital with follow up 

instructions. 

 

Discussion 

 

Heterotopic pregnancy is defined as the coexistence of an intrauterine 

and an ectopic pregnancy. Due to high maternal mortality, early 

diagnosis is critical [5]. Heterotopic pregnancy is a rare entity, with a 

reported incidence between 1:8.000 and 1:30.000 pregnancies, reaching 

as high as 1 in 3.900 pregnancies when assisted reproduction techniques 

are taking place [4, 6]. At the first pregnancy visit, after an intrauterine 

pregnancy is confirmed, the ultrasonographer should scan for adnexal 

masses via transvaginal ultrasound. A Doppler for suspicious masses and 

high clinical suspicion has to take place [7]. In our case, we first 

diagnosed the ectopic pregnancy, while the ultrasound specialist 

diagnosed the intrauterine non-viable pregnancy. The risk factors for an 

ectopic pregnancy in our patient were the past medical history of one 

ectopic pregnancy, the two gynaecological operations she already had, 

the presence of intra-abdominal adhesions and her age. The management 

of heterotopic pregnancy could be the surgical removal of the ectopic 

gestational sac and preservation of a viable intrauterine pregnancy, 

according to woman’s preference [8].  

 

On the other hand, pharmaceutical management with methotrexate for 

the ectopic pregnancy and concomitant dilatation and curettage for the 

non-viable intrauterine pregnancy could be undertaken, but there are 

specific criteria for that kind of management. Those criteria are the 

patient compliance, an ectopic sac with a size of less than 35 mm, the 

absence of fetal heart rate, no signs of tubal rupture, serum β-hCG levels 

below 5.000 IU/lt and no blood dyscrasias, renal or liver dysfunction [7]. 

In the case of our patient, there was a fetal heartbeat, a β-hCG level of 

14.000 IU/lt and an ectopic sac larger than 35mm. Therefore, the 

management was the surgical removal of the ectopic pregnancy in 

combination with dilatation and curettage for the intrauterine non-viable 

pregnancy. After the surgical management, β-hCG levels were 

monitored weekly, until it fell below 15 iu/lt. 
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