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Abstract

Heterotopic pregnancy following natural conception cycles is a rare
event, estimated at one in 30,000 pregnancies. This infrequent phe-
nomenon leads to significant morbidity and potential mortality if
not promptly diagnosed. We present the case of a 29-year-old with
no identifiable risk factors who presented with hemoperitoneum and
hypotension. The patient had a visualized intrauterine pregnancy
(IUP) and a marked amount of free fluid on transvaginal ultrasound.
At the time of diagnostic laparoscopy, a ruptured left tubal preg-
nancy was identified. This case highlights that diagnosis of an IUP
does not exclude a simultaneous heterotopic pregnancy even in pa-
tients for whom no identifiable risks factors can be found. Similarly,
diagnosis of an IUP should not lead to delay in treatment of hemo-
peritoneum.
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Introduction

Heterotopic pregnancy, or implantation of pregnancies in more
than one location, is a rare diagnosis, but carries a high risk
of morbidity and mortality if not promptly diagnosed. Het-
erotopic pregnancies have been reported as early as 1708 in a
post-mortem case report of a patient who died secondary to a
ruptured ectopic pregnancy [1]. Given the rarity of heterotopic
pregnancy in the absence of assisted reproductive technology
(ART), this diagnosis may often be overlooked in favor of
more common diagnoses. Although it is difficult to calculate
the exact incidence of heterotopic pregnancy, the theoretical
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risk for spontaneous heterotopic pregnancy is one in 30,000,
calculated using the rate of fraternal twins (one in 110) and the
rate of spontaneous ectopic pregnancy (one in 250) [2]. This
risk increases with use of ART and has been estimated to be as
high as one in 100 in pregnancies conceived in this manner [1,
3, 4]. Typically, these pregnancies are diagnosed between 5-
and 8-week gestational age (70%), with only a small minority
of cases diagnosed after 11-week gestation (10%). The rarity
of the presentation for patients with no history of ART may
lead to misdiagnosis in patients presenting with hemoperitone-
um and an identified intrauterine pregnancy (IUP). However,
the high potential for significant morbidity and mortality obli-
gates clinicians to consider and diagnose heterotopic pregnan-
cies promptly.

Case Report

A 29-year-old G3P0020 female with a history of depression,
anxiety, palpitations, and asthma presented to the emergency
department (ED) with acute worsening abdominal pain over
the last 3 days, in addition to associated nausea, vomiting, and
a pre-syncopal episode. She was sexually active without con-
traception. She reported that she recently had a positive preg-
nancy test and was scheduled for a termination the following
week as this was an undesired pregnancy. She started having
vaginal bleeding shortly prior to her presentation to the ED.
Upon initial evaluation, she reported that her symptoms felt
similar to previous episodes of syncope which had resulted in
a normal cardiology workup.

On initial presentation, her vital signs were significant for
tachycardia to the 140s. She was initially normotensive, but
subsequently developed hypotension responsive to intrave-
nous (IV) fluids. Initial hemoglobin was 6.7 and her beta hu-
man chorionic gonadotropin (HCG) was 92,641. A focused as-
sessment with sonography for trauma (FAST) exam performed
by the ED providers revealed significant free fluid in the pel-
vis and in the right upper quadrant. A transvaginal ultrasound
revealed an [UP measuring 7-week and 4-day gestation with
cardiac activity, which was consistent with her last menstrual
period. It additionally showed a marked amount of free fluid
in the pelvis. The right ovary appeared to have either a cyst
or surrounding clot, although visualization was limited. The
left ovary was visualized and appeared normal. Her abdomi-
nal exam was notable for increased tenderness with rebound
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Figure 1. After clearing out the hemoperitoneum so the pelvis could be
visualized, the left fallopian tube was noted to have what appeared to
be a ruptured ectopic pregnancy.

and guarding. She denied a history of prior ectopic pregnancy,
tubal surgeries, pelvic inflammatory disease or abdominal sur-
gery. She was a current tobacco user.

The leading diagnosis at this time was a ruptured ovar-
ian cyst, presumably a corpus luteal cyst, with ongoing in-
traabdominal bleeding. The patient confirmed that the preg-
nancy was undesired, thus the decision was made to proceed
urgently to the operating room for diagnostic laparoscopy as
well as dilation and evacuation for termination of the IUP.
Laparoscopy revealed 1.2 L of blood in the abdomen, a right
paratubal cyst, and a left ruptured tubal ectopic pregnancy
(Fig. 1). The patient underwent laparoscopic evacuation of
hemoperitoneum, left salpingectomy, right paratubal cystec-
tomy, and therapeutic dilation and evacuation (Fig. 2). She
received one unit packed red blood cells due to symptomatic
anemia. She was discharged home on postoperative day 0
in stable condition. Pathology confirmed the suspected di-
agnosis of heterotopic pregnancy with intrauterine products
of conception and left fallopian tube with focal implantation
site and rare chorionic villi consistent with ectopic pregnan-

cy.
Discussion

Heterotopic pregnancy in natural conception cycles are rare
and require a high index of suspicion for timely and accurate
diagnosis in order to ensure proper management. Prior case
reports have shown a variety of presentations for heterotopic
pregnancies which include abdominal pain, vaginal bleeding,
adnexal mass, peritoneal irritation and an enlarged uterus [4-
6]. Often symptoms are consistent with either an early IUP
or an ectopic pregnancy, and thus a second pregnancy can be
easily overlooked. Overlooking an extrauterine pregnancy
places the patient at risk of tubal rupture and intraabdominal
hemorrhage, while missing an IUP allows the patient to con-
tinue with an undiagnosed pregnancy and potential exposure
to teratogens, particularly methotrexate if this is used to treat
the ectopic pregnancy.

Ultrasound has been the primary modality for diagnosis
of heterotopic pregnancy, but as this case demonstrates, this
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Figure 2. The left fallopian tube and ectopic pregnancy after salpingec-
tomy.

is not always a diagnosis feasible with imaging alone [1, 5,
7]. Blood, either in the uterine cavity or pelvis, can obscure
visualization. Although both ovaries were visualized on the
transvaginal ultrasound performed in the ED, it was difficult to
assess the entire adnexa due to the burden of clot in the pelvis.
Early transvaginal ultrasound to assess for pregnancy location
and viability has been adopted in patients undergoing ART [1,
7, 8].

Regardless of the certainty (or uncertainty) of the diag-
nosis, it is crucial to provide expedient care for patients with
hemoperitoneum who are showing signs of hemodynamic in-
stability. Ignoring the clinical acuity of a patient due to ambi-
guity in a diagnosis puts the patient at risk of increased mor-
bidity and mortality. Being prepared for a variety of findings
and possible complications one may encounter upon surgical
exploration allows for efficient and safe intraoperative man-
agement.

This particular case also highlights the importance of
screening for pregnancy in reproductive aged females. Had a
pregnancy test not been obtained upon initial presentation to
the ED, this could have delayed her diagnosis further which
potentially could have resulted in increased morbidity for the
patient. For patients with a desired pregnancy, particularly
those with infertility, they may wish to continue the [UP. Mul-
tiple case reports have demonstrated ongoing viable pregnan-
cies and successful deliveries after treatment of the ectopic
pregnancy in a heterotopic pregnancy, so this is a feasible op-
tion for them [3, 7, 8].

In conclusion, this rare case of a spontaneous heterotopic
pregnancy illustrates the importance of keeping a broad differ-
ential diagnosis, including rare and potentially life-threatening
etiologies. Postoperatively, multiple team members mentioned
that a heterotopic pregnancy came to mind when thinking
through the differential, but no one verbalized this as each per-
son thought the diagnosis was too unlikely, even though it was
consistent with the clinical picture. Although rare, heterotopic
pregnancies do occur, and it is important to keep this in the dif-
ferential for appropriate patients.
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