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SUMMARY
Introduction: Heterotropic pregnancy is a condition of the co-existence of different gestations. With the widespread
use of assisted reproductive techniques its incidence is increasing.
Case: A 30-year-old woman, gravida 2 para 1, with spontaneous pregnancy at 7 weeks and 6 days gestational age according
to the last menstruation, applied to our emergency department with abdominal pain and vaginal bleeding. The medical
history includes a caesarean surgery, intrauterin device (IUD) usage and a procedure of intrauterine insemination (IUI)
following the ovulation induction by clomiphene citrate resulting with unsuccessful pregnancy, he patient who got pregnant
spontaneously and had a single five-weeks intrauterine pregnancy at the application. The patient was diagnosed with
ruptured heterotropic pregnancy and treated with laparoscopic salpingectomy. Upon the consent and request of the family,
intrauterine pregnancy was evacuated. No complications occurred in the postoperative period. Pathological examination
of evacuation material was reported consistent with heterotropic pregnancy.
Conclusion: Regardless of the presence of any risk factors in pregnant women diagnosed with intrauterine pregnancy,
adnexa and pelvic structures should be examined in detail. The detection of intrauterine pregnancy in the ultrasonography
does not eliminate heterotropic pregnancy. Early diagnosis before development of complications has a life saving importance.
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RÜPTÜRE SPONTAN HETEROTOP‹K GEBEL‹K
ÖZET
Girifl: Heterotopik gebelik farkl› gestasyonlar›n birlikte bulunmas› durumudur. Yard›mc› üreme tekniklerinin yayg›n
kullan›m›yla günümüzde insidans› artmaktad›r.
Olgu: 30 yafl›nda gravida 2 para 1, son adet tarihine göre 7 haftal›k spontan gebeli¤i olan hasta kar›n a¤r›s› ve
vajinal kanama flikayetiyle acil servisimize baflvurdu. Hastan›n özgeçmiflinde; geçirilmifl sezaryen operasyonu, rahim
içi araç (R‹A) kullan›m› ve klomifen sitrat ile ovulasyon indüksiyonu sonras›nda, gebelik elde edilemeyen intrauterin
inseminasyon (IUI) uygulamas› vard›. ‹ki y›l sonra spontan gebe kalan ve baflvuruda befl haftal›k intrauterin tek canl›
gebeli¤i olan hasta, rüptüre heterotopik gebelik tan›s› alarak, laparoskopik salpenjektomi ile tedavi edildi. Ailenin
onam ve talebi üzerine intrauterin gebelik tahliye edildi. Postoperatif dönemde problem yaflanmad›. Tahliye materyalinin
patlojik incelemesi heterotopik gebelikle uyumlu rapor edildi.
Sonuç: ‹ntrauterin gebelik tan›s› alan her gebede risk faktörü olsun veya olmas›n adnekslerin ve pelvik yap›lar›n
detayl› incelenmesi gerekmektedir. ‹ntrauterin gebeli¤in ultrasonda izlenmesi heterotopik gebeli¤i ekarte ettirmemektedir.
Komplikasyonlar geliflmeden tan› koyabilmek hayat kurtar›c› öneme sahiptir.
Anahtar kelimeler: heterotopik gebelik, intrauterin gebelik, ultrasonografi
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pulse was 84/min. Whereas during the emergency
service application hemoglobin (Hb) level was 12,3
gr/dl, white blood cell and platelet count were normal,
Hb:10,8 gr/dl evaluation was made during service
follow-up and the patient was immediately taken into
laparoscopic surgery.
During intraoperative observation, there was about
1000 cc hemorrhagic fluid and active bleeding inside
the abdomen (Picture 2). Ectopic pregnancy material
was observed with a size of about 4x4 cm and was
ruptured from the ampullar part of right adnexal region
(Picture 3). Right salpingectomy, abdomen cleansing
and bleeding control was made (Picture 4). With the
consent and request of the family, intrauterine pregnancy
was evacuated by manual vacuum aspiration method
after the laparoscopy. There were no intraoperative or
postoperative complications. Hemoglobin value on the
first postoperative day was 10,0 gr/dl and the patient
was discharged with an overall good condition. There
were no problems in the controls after discharge. The
patient was called for regular postoperative controls
and her hemoglobin value was 13,2 gr/dl however the
ultrasonographic and gynecologic examination were
evaluated normal. She was informed in detail regarding
the possible obstetric and gynecologic situations that
might arise in her next pregnancy.

INTRODUCTION
Heterotopic pregnancy is the condition of having two or
more pregnancy focuses simultaneously. Whereas the
incidence with spontaneous conception is 1/30000, this
ratio can reach up to 1/100 with assisted reproductive
techniques(1,2). Hence, it means that from now on we
will face more heterotopic pregnancy cases.
A spontaneous heterotopic pregnancy case with tubal
rupture development has been presented. The importance
of clinical and ultrasonographic evaluation pelvic and
adnexal structures in all pregnancy applications during
their early weeks has been emphasized.
Case
30 year old gravida 2 para 1 patient applied to the
emergency clinic of our hospital with abdominopelvic
pain and miscarriage suspicion. The patient who was 7
weeks spontaneous pregnant according to the last menstrual
period date had in her history a c-section operation five
years ago, RIA usage of two years and a failed conception
attempt two years ago with clomiphene citrate induction
and IUI application. The patient had defense and rebound
sensitivity during the abdominal examination and the
collum movements were determined to be severely pained
during the gynecological examination. There was also
minor vaginal bleeding in the form of staining.
In the ultrasonographic evaluation, there was a 5 week
fetus with cardiac activity and fluid collection in the
uterine cavity and the formation of a heterogeneous
echo in the right adnexal area, however widespread
free fluid collection inside the paraovarian region,
Douglas cavity and abdomen (Picture 1).

Picture 2: Widespread hemorrhage in the abdomen.

Picture 1: Ultrasound image of heterotopic pregnancy.

The patient was hospitalized with tubal rupture with
a prediagnosis of heterotopic pregnancy. Arterial blood
pressure was 120/80 mm/Hg at service acceptance and
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Picture 3: Ectopic pregnancy material.
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Ruptured spontaneous heterotrop›c pregnancy

The histopathology of the sample recorded as
salpingectomy was reported as tubal pregnancy
material; the histopathology of the sample recorded as
curettage material; chorionic element and desidua.

corpus luteum cyst have been considered in differential
diagnosis, however there was abdominopelvic sensitivity,
heterogeneous formation in the right adnex and the
intrauterine live fetus with fluid and coagulum led us
to consider heterotopic pregnancy. Transvaginal
ultrasonographic evaluation is indispensable in the case
of heterotopic pregnancy(9). Heterotopic pregnancy
should be considered in cases of pelvic free fluid and
pain. Whereas other supporting diagnosis methods of
ßhCG and progesteron measurement are helpful in
diagnosing ectopic pregnancy but they are not meaningful
to use for heterotopic pregnancy since it may arise due
to simultaneous intrauterine pregnancy.
Laparoscopy or laparotomy are preferred surgical methods
according to the clinical status of the patient.
Laparoscopic surgery has many advantages in
heterotopic pregnancy such as the fact that it has a
minimal effect on the uterus of the pregnant patient,
that there is a minimum blood loss, that it decreases
postoperative abortus risk, the decrease of
thromboembolic complication risks due to early
recovery and mobilization, less requirement of potent
analgesics during the postoperative period pain control,
that there is no abdominal incision and that the
hospitalization period is short(10). In addition, with
the development in laparoscopy and the increase in
relevant experience, treatment of cases such as tuba
rupture which were previously treated using laparotomy
has become more secure with the use of laparoscopy
(11).
Laparoscopy was preferred since the vital findings of
our case were stable, the laparoscopy equipment and
environment were sufficient and could rapidly be
prepared and the fact that our clinic had doctors and
personnel who could perform this operation in a very
short amount of time.
The ectopic component of heterotopic pregnancy is
generally ampulla located. Surgical procedure ranges
from salpingostomy in the conservative approach to
salpingectomy in cases for which radical extirpation is
aimed(10). However, since during postoperative period
follow-ups high levels of ßhCG raise doubts as to whether
they are due to intrauterine pregnancy or incomplete
removed intratubal conception material, salpingectomy
is preferred instead of salpingostomy (10). Even though
the continuation of intrauterine pregnancy was not
considered in our case, salpingectomy was applied since
the patient had more than one risk factor along with an

Picture 4: Image of the abdomen after salpingectomy.

DISCUSSION
Heterotopic pregnancy is the condition of having different
gestations simultaneously. Heterotopic pregnancy may
be tubal, ovarian, abdominal, cervical or cornual located.
It can occur as more than one ectopic pregnancy focuses
simultaneously whereas simul-taneous intrauterine
pregnancy is also possible (3,4).
Risk factors are the same as those of ectopic pregnancy.
Past surgeries, ectopic pregnancy history in past
pregnancies, pelvic inflammatory diseases, use of IUD,
ovulation induction history are some of the risk factors
(5). The rate of ectopic pregnancy cases has increased
today due to sexually transmitted diseases, sexual relations
with multiple partners at an early age and assisted
reproductive techniques(5). In the studies carried out it
has been determined that past surgical histories are the
most common(5). However, heterotopic pregnancy can
also occur without any risk factors(6).
70% of heterotopic pregnancies are diagnosed during
the 5th and 8th weeks of pregnancies, 20 % during the
9th and 10th weeks and 10 % during the 11th week
and beyond(2).
According to whether there is clinical rupture or not, it
can range from asymptomatic situation to shock table
(7) . Vaginal bleeding and abdominopelvic pain
accompanied by delayed menstruation should remind
one of ectopic pregnancy(8). During the emergency
service application of the case, first abortus imminens,
abortus insipiens, incomplete abortion, hemorrhagic
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ectopic pregnancy history with a %5-8(12) possibility of
ectopic pregnancy that can repeat in the same tuba or that
can persist.
The general approach in heterotopic pregnancies is to
preserve the intrauterine pregnancy. Proper method to
continue or terminate the intrauterine pregnancy can
be planned following the informed consent of the
family. If the continuation of intrauterine pregnancy
is planned, agents such as methotrexate, prostaglandins
and RU-486 should not be used; local potassium
chloride or hyperosmolar glucose injection(13) can be
used in case the tube is intact(6,14).
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