\ UNIVERSITE .
' DE GENEVE Archive ouverte LI

Published Open

Article Rapport de
2021 .
version Access

scientifique cas

This is the published version of the publication, made available in accordance with the publisher’s policy.

Spontaneously conceived 17-week heterotopic pregnancy: a challenging
and unusual diagnosis

De Oliveira, Sara; Yaron, Michal; Daellenbach, Patrick Peter

How to cite

DE OLIVEIRA, Sara, YARON, Michal, DAELLENBACH, Patrick Peter. Spontaneously conceived 17-
week heterotopic pregnancy: a challenging and unusual diagnosis. In: BMJ Case Reports, 2021, vol. 14,
n° 3. doi: 10.1136/bcr-2016-215489

This publication URL:  https://archive-ouverte.unige.ch/unige:156607
Publication DOI: 10.1136/bcr-2016-215489

© The author(s). This work is licensed under a Creative Commons Attribution-NonCommercial (CC BY-NC)
https://creativecommons.org/licenses/by-nc/4.0



https://archive-ouverte.unige.ch
https://archive-ouverte.unige.ch/unige:156607
https://doi.org/10.1136/bcr-2016-215489
https://creativecommons.org/licenses/by-nc/4.0

Spontaneously conceived 17-week heterotopic
pregnancy: a challenging and unusual diagnosis

®

OPEN ACCESS

Division of Gynecology,
Department of Pediatrics,
Obstetrics and Gynecology,
Hopitaux Universitaires de
Geneve, Geneva, Switzerland

Correspondence to
Dr Sara de Oliveira;
sara.s.deoliveira@hcuge.ch

Accepted 15 February 2021

Sara de Oliveira, Michal Yaron, Patrick Dallenbach

SUMMARY

A 37-year-old woman, gravida 2 para 1, arrived in our
emergency clinic at 16 2/7 weeks of a spontaneously
conceived pregnancy for abdominal pain. She was on
oral antibiotics for 2 days to treat a suspected urinary
tract infection with no improvement. Blood tests,
abdominal ultrasound and intrauterine fetus were all
normal. She left our emergency unit with laxatives.
Four days later, she returned to our clinic with severe
abdominal pain. We repeated abdominal and foetal
ultrasonography and identified a left para-uterine
7x5cm mass. As adnexal torsion was suspected, we
performed an emergency laparoscopy. At laparoscopy,
we found a left haematosalpinx and realised a left
salpingectomy. Histology confirmed the presence of

a heterotopic pregnancy (HP). This case illustrates the
importance of exploring the adnexa in a gravid woman
presenting with abdominal pain in the first and early
second trimesters. Although rare, excluding a HP may
prevent a life-threatening haemorrhage.
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BACKGROUND

First described in 1761 as an autopsy finding,'
heterotopic pregnancy (HP) is defined as concomi-
tant pregnancies developing at two different implan-
tation sites. Most often, an intrauterine pregnancy
is seen with a tubal ectopic pregnancy. However,
other implantations sites have been described.?
Long considered to be a rare event accounting for
1/30 000 spontaneous pregnancies,’ the incidence
of HP has increased with the use of assisted repro-
ductive procedures, reaching rates of 1/100 in this
population.* We report a case of spontancous HP
diagnosed at 17 weeks of amenorrhoea, treated by
laparoscopy and followed by the normal develop-
ment of the intrauterine pregnancy.

CASE PRESENTATION
A 37-years-old pregnant woman, gravida 2 para
1, consulted our emergency clinic at 16 2/7 weeks
of amenorrhoea for abdominal pain, which started
2days before. Her pregnancy was spontaneously
conceived. She was initially treated with cefuroxime
prescribed by her gynaecologist who suspected
cystitis, but failed to improve. In our service, she
had problem of acute left pelvic pain irradiating to
the back and left thigh. The patient denied having
had vaginal bleeding, urinary or digestive symp-
toms. She did not have any relevant medical history,
except for a normal vaginal delivery 16 months
earlier.

On clinical examination, her heart rate was 84
beats/min, blood pressure was 100/55 mm Hg with

a temperature of 37.3°C. The abdominal wall was
tender without guarding nor rebound. On pelvic
examination, there was a small quantity of blood
in the vagina, and no adnexal mass was palpable on
bimanual examination. The uterus was measured at
17 cm, as expected for the gestational age.

INVESTIGATIONS

In order to exclude a urinary tract infection, we
performed a blood analysis and a urine dipstick/
culture. Both examinations were normal (red
blood cell count of 114g/L, white cell count of
6.6x10’/L, C reactive protein 12.7 mg/L, creatinine
47 umol/L). Nephrolithiasis and appendicitis were
ruled out by an abdominal ultrasonography. Obstet-
rical ultrasonography showed a viable fetus corre-
sponding to the weeks of amenorrhoea. However,
the adnexa were not described initially. The patient
left our emergency unit with laxatives for suspected
constipation.

Four days later, she returned to our emergency
unit with severe abdominal pain. At clinical exam-
ination, she had signs of peritoneal irritation. We
repeated laboratory exams. Blood test revealed
a decrease in the haemoglobin value (101g/L
vs 114g/L). White cell blood count was stable.
Ultrasonography showed an ongoing intrauterine
pregnancy, but also a poorly vascularised left para-
uterine 7X5cm mass (figure 1) sensitive to probe
passage.

DIFFERENTIAL DIAGNOSIS

Based on the ultrasonography, we suspected a
possible adnexal torsion or haemorrhagic rupture
of an ovarian cyst. Non-gynaecological causes such
as appendicitis, constipation or urinary tract disor-
ders (infection, lithiasis) were less likely. There was
no visible myoma to suspect necrobiosis.

TREATMENT

To exclude a potential life-threatening condition,
we performed an emergency laparoscopy. To avoid
haemodynamic and respiratory adverse effects on
placental blood flow,” we insufflated the gaz (CO,)
in the left hypochondrium using low pneumo-
peritoneum pressure (less than 12mm Hg). The
intraoperative status revealed a 100mL haemo-
peritoneum and a complex left adnexal mass of
5x7cm (figures 2 and 3) adherent to the uterus
and surrounded by clots. After careful adhesiolysis,
we performed a left salpingectomy for suspicion of
tubal HP.

OUTCOME AND FOLLOW-UP
Histology confirmed the presence of chorionic
villus. The postoperative course was uneventful.
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Figure 1 Left para-uterine mass 7x5cm.

Two days after surgery, ultrasound confirmed the well-being of
the intrauterine fetus. The patient was discharged on the third
postoperative day.

Later on, at 40 3/7 weeks, she delivered a healthy live baby
by caesarean after induction of labour for post-term pregnancy

had failed.

DISCUSSION

Most publications report HP in the second trimester after
assisted reproductive therapy. This condition occurs very rarely
in spontaneous pregnancy.®™. In our case report, the failure to
identify this condition and evaluate the adnexa during initial
care could have resulted in a disastrous outcome.

Apart from assisted reproductive procedures,” risk factors for
HP are pelvic inflammatory disease, history of ectopic pregnancy
and/or pelvic surgery.? In a systematic review,” HP occurred in
29% of women without any risk factors, as was the case in our
patient, resulting in delayed diagnosis and treatment. Symptoms
such as abdominal pain, vaginal bleeding or signs of haemody-
namic instability can be present, but are not always the case.” In

Figure 2  Left adnexal mass surrounded by a haematoma.

Figure 3  Left tubal heterotopic pregnancy.

a retrospective study, 32% of patients remained asymptomatic
at diagnosis. '’

Serum beta-hCG assay is not useful in the diagnosis of HP’
Transvaginal ultrasonography is a diagnostic tool with a sensi-
tivity of 92% and specificity of 100% in a population where HP
is actively sought.” The sensitivity rate is drastically reduced to
66%, if HP was not previously suspected.”

It is therefore important to exclude an HP in every gravid
woman presenting with abdominal pain in the first and early
second trimester. Accurate diagnosis is of utmost importance
as it promotes adequate treatment to prevent complications of
tubal rupture. This could not only lead to life-threatening haem-
orrhage, but also to spontaneous abortion of the intrauterine
pregnancy, reported in 129-26% of HR* '

Therapeutic options are most often surgical, either by lapa-
roscopy or by laparotomy. According to the Talbot et al review,”
33% of patients are haemodynamically unstable, making lapa-
rotomy mandatory. If the patient is haemodynamically stable,
the laparoscopic approach is preferred if performed by an
experienced surgeon.'' During surgery, the ectopic pregnancy
is removed while efforts are made to preserve the intrauterine
pregnancy. For laparoscopy, use of low pneumoperitoneum pres-
sure is required, after needle insertion distant from the gravid
uterus.’” Medical treatment is preferred in cases of interstitial,'?
cervical”® and caesarean scar heterotopic pregnancy.'* In these
situations, drugs such as potassium chloride, methotrexate or
hyperosmolar glucose are administered under ultrasonographic
visualisation into the extrauterine gestational sac.

In conclusion, HP is a diagnostic and therapeutic challenge.
Adequate and timely approach can not only prevent a life-
threatening tubal rupture, but also miscarriage of a concomitant
intrauterine pregnancy. It is therefore important to consider this
diagnosis in every gravid woman presenting with abdominal pain
in the first half of pregnancy. Evaluation of the adnexa using
abdominal and transvaginal ultrasonography should always be
performed.
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case. MY: authorship, review of the case.
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Learning points

» Symptoms of chronic heterotopic pregnancy may be mild and
mimic other abdominal pathologies thus delaying diagnosis.

» Heterotopic ectopic pregnancy should be considered in the
differential diagnosis of pregnant women with abdominal
pain.

» In order to exclude this condition, evaluation of the adnexa
using abdominal and transvaginal ultrasonography should
always be performed during the first half of pregnancy.
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