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Abstract

A case of heterotopic pregnancy of a 26-year-old woman who was diagnosed at the 9" week of

gestation. A non surgical intervention comprising of ultrasound-guided aspiration of amniotic flu-

id and instillation of a 1ml of potassium chloride into the foetal heart of extra-uterine foetus re-

sulted in successful outcome. Resorption of heterotopic pregnancy occurred and the intrauterine

pregnancy successfully reached term.
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Introduction

Heterotopic pregnancy is a rare complication of
pregnancy, in which both extra-uterine and intrau-
terine gestation occur simultaneously. lts reported
incidence has been quoted as 1 in 30,000. !
Heterotopic pregnancy can have a multifactorial
aetiology. The increasing frequency of pelvic in-
flammatory disease and use of assisted reproduc-
tion techniques have resulted in a corresponding
increase in the frequency of heterotopic pregnan-
cy.? For patients who have been treated by ovula-
tion-induction, an incidence of 33/10,000 has been
reported. *

The diagnosis of a heterotopic pregnancy is var-
ied. The patient can remain asymptomatic or pre-

sent with abdominal pain, which is easily confused
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with ovarian hyperstimulation syndrome, especial-
ly after an IVF procedure.® Serum B-hCG levels
are found to be normal or even higher due to the
presence of two gestational sacs in its location. *

Ultrasound, especially transvaginal provides a re-
liable means of early diagnosis of heterotopic
pregnancy. A minimally invasive approach should
be considered in a haemodynamically stable pa-
tient to treat a first-trimester heterotopic pregnancy
to maintain the intrauterine pregnancy leading to a

satisfactory outcome. °
Case Report

A 26 years old non-booked primigravida at 9
weeks 3 days of gestation, presented to emergen-
cy with complaints of epigastric pain, vomiting and

diarrhoea for last 1 day. Epigastric pain was con-
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tinuous, severe and non radiating. She last visited
a private clinic at 6 weeks of gestation with com-
plaint of vaginal spotting, for which she was ad-
vised pregnancy support with oral progesterone
without ultrasound confirmation of pregnancy. On
general physical examination she was dehydrated
and markedly pale with pulse 100 beats per mi-
nute and blood pressure of 90/60mm of Hg. Ab-
dominal examination revealed deep tenderness in
right and left iliac fossae. Routine lab workup and
ultrasound examination were ordered. Her admis-
sion haemoglobin came out as 7.75 g/dl with
haematocrit of 22.6%. Coagulation profile and
blood chemistry were within normal range. Ultra-
sound showed intrauterine alive pregnancy of 9

weeks with intact alive left ovarian pregnancy of 8

weeks 6 days and mild free fluid in pelvis (Figure

1),

Figure 1. Ultrasound View before the Procedure.

Diagnosis of heterotopic pregnancy with anaemia
and acute gasteroenteritis was made. Her vomit-
ing and diarrhoea settled with fluid, electrolyte re-

placement and analgesics. Multidisciplinary ap-
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proach was followed involving detailed discussion
with interventional radiologist. Literature review
regarding different management options including
ultrasound guided chemical foetocide, laproscopy
and laparotomy were explored. Family was coun-
seled in detail about pros and cons of different op-
tions, at hand. Finally consensus was achieved for
ultrasound guided chemical foetocide. Ultrasound
guided aspiration of amniotic fluid cavity of hetero-
topic pregnancy was done followed by introduction
of 3mls of 50% dextrose water in amniotic cavity.
Foetal cardiac activity was monitored for 10
minutes; no change was noticed, injected dextrose
solution was aspirated back and then 1 ml of po-
tassium chloride was injected into the foetal heart,
foetal cardiac activity stopped immediately (Figure
2).
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Figure 2. Ultrasound View after the Procedure.

Patient remained vitally stable till the end of the
procedure. She was transfused 2 units of packed
red blood cells for correction of anaemia. Follow
up scan, the next day, showed no change in size

of heterotopic pregnancy. Gradual resolution of

JSOGP 2013, Vol.3, No.2



P Siiceessiulvianagement of Heterotopic Pregnancy Following Foetal Reduction with Intracardiac...

extra uterine pregnancy was noted on subsequent
ultrasounds. She had regular antenatal visits, oral
iron and folic acid were prescribed throughout the
pregnancy for correction of anaemia. At term her
haemoglobin was 12.8 g/dl. A healthy male child
weighing 3.5 kg was delivered vaginally at term

after spontaneous labour.
Discussion

Excessive vomiting and dehydration was the main
reason of our patient for reporting in emergency
which helped in early diagnosis and any cata-
strophic event was avoided. Therefore it was an
incidental finding revealed during management of

gasteroenteritis.

Heterotopic pregnancy could have been a life-
threatening outcome if this patient had come late
for prenatal booking. Advances in imaging have
led to earlier diagnosis of heterotopic pregnancy.
Even in the presence of a known intrauter-
ine pregnancy, the simple dictum 'think ectopic’,

which must not be forgotten.®

Once the diagnosis of heterotopic pregnancy was
confirmed, we did extensive review of literature
and discussion with multidisciplinary team. It was
decided that extrauterine pregnancy needs to be
terminated immediately before any uncalled for
event. According to current literature laparotomy
may be the treatment of choice in cases with seri-
ous intra-abdominal bleeding or in patients with
hemodynamic instability due to hemorrhagic
shock. The survival rate of an intrauterine preg-
nancy with favorable outcome is reported in 50-

66% of cases. Minimally invasive technique like
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ultrasound guided procedures or laparoscopic
techniques can be applied in unruptured extra
uterine pregnancy disturbing the intrauterine ges-
tation sac. Systemic medical therapy like metho-
trexate is contraindicated once there is live intrau-

terine pregnancy.

Our main aim was to maintain the viable intrauter-
ine pregnancy while preserving the reproductive
function of the woman with minimal invasive and

aggressive treatment.

Although a multitude of agents have been pro-
posed, methotrexate, KCI, and hyperosmolar glu-
cose are the most widely used and readily availa-
ble.® In our patient, we used ultrasound guided
50% dextrose solution as the first option, while
KCI was kept available. Local therapy has the po-
tential to document immediately the cessation of
fetal heart activity. Nontubal ectopic pregnancies
may also be ideally suited to local therapy, espe-
cially when there is a fetal heart present.® Although
there are many case reports on successful foe-
tocide with hyperosmolar glucose but it did not
work in our case, hence we used intracardiac. KCI
It is wise to keep blood bank and anesthetists in-
formed in the event of an emergency surgical in-
tervention, being required.

As the numbers of cases reported are few, one
cannot formulate an algorithm for treatment of a
heterotopic pregnancy. Each case needs man-
agement on an individual basis, keeping in mind
the intrauterine pregnancy-preserving approach

with a subsequent live birth.
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Conclusion

When heterotopic pregnancy is diagnosed, a non-

surgical approach is safe and effective in patients

who are haemodynamically stable.
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