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Case Report

SPONTANEOUS HETEROTOPIC, ECTOPIC CERVICAL
AND ECTOPIC TUBAL PREGNANCY - EVER PRESENT
DIAGNOSTIC DIFFICULTY: THREE CASE REPORTS
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SUMMARY - The incidence of heterotopic/ectopic pregnancy in recent times has increased
partly due to the increase in assisted reproductive technologies, whereas such medical cases and
cervical pregnancy in particular are extremely rare with spontaneous conception. We report on three
patients referred to our department in one week: one patient each with spontaneous heterotopic pre-
gnancy, cervical pregnancy and tubal pregnancy. All of them had conceived spontaneously and were
properly diagnosed and treated, however, additional care is needed in diagnosing and managing the
potentially fatal consequences of ectopic pregnancy if not recognized early and managed properly,

despite its low incidence.
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Introduction

Ectopic pregnancy accounts for only 1% of all
pregnancies, and most of them (95%-97%) develop in
the fallopian tube’, while cervical ectopic pregnancy is
very rare and occurs in only 0.15% of all ectopic preg-
nancies. Heterotopic pregnancy is a condition that
encompasses simultaneous occurrence of intrauterine
and ectopic pregnancy. Spontaneous heterotopic preg-
nancy is extremely rare and occurs in approximately
1:30 000 cases', while there is a slightly higher inci-
dence with the use of assisted reproductive technolo-
gies (ART), where it rises to 1% to 3%?2. All of these
conditions are potentially life-threatening both for
the mother and the fetus. They require early detection
and prompt treatment. We report on three cases of
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ectopic pregnancy that presented within one week at
our Department: spontaneous heterotopic pregnancy,
spontaneous cervical pregnancy and spontaneous ec-
topic tubal pregnancy in one patient each. All three
cases were timely diagnosed and successfully treated.

Case Report 1: Spontaneous Heterotopic Pregnancy

A 32-year-old woman, para 1, gravida 2, was ad-
mitted to the Clinical Department of Gynecology
and Obstetrics in the 10th week of amenorrhea due to
abdominal pain that had begun 5 hours earlier, with
no bleeding, in good general condition. She had con-
ceived spontaneously, and had one miscarriage with-
out curettage one year before in her medical history.
She had been on progestin therapy for two weeks due
to the symptoms of pain and mild vaginal bleeding,
when the diagnosis of threatened miscarriage was
suspected. Upon clinical examination, the abdomen
was diffusely painful, more pronounced in the lower
right quadrant, but without signs of significant rigid-
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ity at that time. Pelvic examination showed signs of
recent uterine bleeding, normal cervix, and antevert-
ed, enlarged and soft uterus. Transvaginal sonography
(TVS) revealed a vital ten-week intrauterine embryo
and a small amount of free fluid in Douglas space,
with both ovaries appearing normal. The patient was
then referred to the emergency surgical service for ad-
ditional examination. Ultrasound showed a substantial
amount of free fluid in the abdomen, surgical workup
excluded the possibility of an acute surgical event and
the patient was referred for further observation to the
gynecological department. Repeated complete blood
counts showed a significant red blood cell (RBC) de-
cline (hemoglobin 86 g/L, RBC 2.81x1012/L). In-
formed consent was obtained from the patient and di-
agnostic laparoscopy was performed: the exploration
discovered a rupture in the middle third of the left
fallopian tube (Fig. 1). Salpingectomy on the left side
was subsequently performed with removal of hemo-
peritoneum and peritoneal lavage. The surgical pro-
cedure was uneventful. The postoperative course was
without incident, and normal intrauterine pregnancy
continued. The patient was discharged after six day
hospital stay.

Case Report 2: Spontaneous Cervical Pregnancy

A 28-year-old patient, para 0, gravida 1, with six
weeks of amenorrhea but without earlier TVS preg-
nancy confirmation was admitted to the emergency
department because of sparse vaginal bleeding with

Fig. 1. Rupture in the middle third of the left fallopian
tube.
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an unremarkable previous medical history. Genital
examination revealed a normal cervical finding with
a small amount of dark blood in the vagina, and an-
teverted uterus of normal size. TVS examination
showed an endometrium 15 mm thick and a clearly
separated gestational sac measuring 15 mm in di-
ameter situated in the cervix, with a visible yolk sac
measuring 3.3 mm in diameter. A vital embryo with
a crown-rump length (crl) of 2 mm was seen without
free fluid in cul-de-sac space, with normal appearance
of both ovaries.

The value of beta-chain of human chorionic go-
nadotropin (8-hCG) at admission was 6850 IU/L.
Ultrasound guided gestational sac suction was per-
formed and 75 mg of methotrexate was applied lo-
cally. Repetitive TVS of cervical pregnancy and serial
monitoring of -hCG showed an increase to 10042
IU/L at 72 h, followed by marked drop over every 48
hours from 3794 to 350, respectively, until no traces of
£-hCG could be measured. There was no need of sys-
temic administration of methotrexate and the patient
was discharged after 15 days with normal ultrasound
and gynecological findings.

Case Report 3: Spontaneous Tubal Pregnancy

A 32-year-old patient, para 0, gravida 0, with six
weeks of amenorrhea, referred by her primary gyne-
cologist who suspected miscarriage, was admitted to
the emergency department with unremarkable medi-
cal history. On the previous day, she felt mild pain
in the central lower abdomen, accompanied by sparse
bleeding. On the day of admission, she was completely
without bleeding. Ultrasound examination on admis-
sion revealed an endometrium measuring 20 mm in
thickness, with no free fluid, and ovaries of normal
size and appearance. 8-hCG was 3448 UI/L and re-
peated value 48 h later was 6110 IU/L. The patient
remained asymptomatic, with no signs of intrauterine
pregnancy. TVS then revealed a 10 mm gestational
sac in the left fallopian tube, with a 2 mm yolk sac and
vital embryo with crl 1 mm.

Laparoscopy was performed, and a thickened left
fallopian tube was found with signs of tubal pregnan-
cy. Left salpingectomy was performed. The postop-
erative course was uneventful, and the next day the
patient was discharged in good general condition.
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Discussion

Heterotopic pregnancy is a condition that encom-
passes simultaneous occurrence of intrauterine and ec-
topic pregnancy, usually localized in the fallopian tube,
with rare incidents occurring in the abdomen, cervix or
ovaries. This situation is extremely rare and occurs in
0.08% of patients®, while its incidence increases with
the use of ART. Risk factors for ectopic pregnancy in-
clude tubal pathology, pelvic inflammatory disease, the
use of methods of assisted conception, endometriosis,
previous abdominal or gynecological surgical proce-
dures, patient age, smoking tobacco products, intra-
uterine device, and previous spontaneous abortions®*.
This is a potentially life-threatening condition, and
undiagnosed ectopic pregnancy can lead to serious
complications such as rupture of the fallopian tubes,
hematoperitoneum, oophorectomy, salpingectomy, hys-
terectomy, and even death. Ectopic pregnancy can oc-
cur in the absence of any predisposing risk factors and it
must always be included in the differential diagnoses®.
Early diagnosis of ectopic pregnancy is sometimes dif-
ficult. Clinical findings are not specific. Ectopic preg-
nancy shows irregular increase in £-hCG values, but,
for example, not in heterotopic pregnancy®. A detailed
ultrasound examination of the patient must be an in-
tegral part of the examination’; however, it should be
emphasized that ectopic pregnancy can be overlooked,
especially in early pregnancy. In heterotopic pregnancy,
the signs of intrauterine pregnancy may be misguiding.
Heterotopic pregnancy is nowadays more common in
the wake of ART, and has been diagnosed as an as-
ymptomatic occurrence in 54% of ART cases due to
regular serial ultrasound controls and monitoring for
possible heterotopic pregnancy®. Some patients pres-
ent with symptoms of tubal rupture and hemorrhagic
shock. Laparoscopy is then often both a diagnostic and
therapeutic intervention, as was in our cases. About 70%
of heterotopic pregnancy cases are diagnosed between
the 5* and 8™ week, 20% in the 9™ and 10 week, and
10% in the 12* week of pregnancy?®.

The etiology of cervical pregnancy, a particularly
rare entity of ectopic pregnancy, as well as of other
ectopic pregnancies remains unknown; alongside the
predisposing factors mentioned earlier, it has ad-
ditional predisposing factors such as uterocervical
anomalies, cervical stenosis, and previous curettage.
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Advanced cervical pregnancy can cause life-threaten-
ing bleeding and very often requires hysterectomy. It
is considered a high risk ectopic pregnancy and early
diagnosis is important. Ultrasound is the gold standard
for diagnosing cervical pregnancy, as it is for all other
ectopic pregnancies.

Treatment of ectopic pregnancy can be conser-
vative or surgical and depends primarily on the se-
verity of the patient’s clinical condition. Obstetric
medical history and the desire to maintain a possible
pregnancy and planning future pregnancies should
be considered. Heterotopic pregnancy requires a
minimally invasive approach if possible in order not
to jeopardize the existing intrauterine pregnancies.
Conservative treatment includes an expectative ap-
proach or pharmacological therapy. Pharmacological
therapy includes instillation of hypertonic solutions
or pharmacologically active substances, with metho-
trexate being most common, administered directly
in the gestational sac’. Methotrexate treatment can
be administered systemically as well. In heterotopic
pregnancy, the use of methotrexate is limited due
to intrauterine pregnancy. Contraindications to the
pharmacological approach include a ruptured fal-
lopian tube, hemorrhagic shock, and size of ectopic
pregnancy over 4 cm in diameter*. Surgical treatment
consists of laparoscopy, which is the gold standard,
and possible conversion to laparotomy®. Laparoscop-
ic surgical methods are linear salpingotomy and ex-
trusion (milking) of gestational sac, and partial and
total salpingectomy. After treatment of heterotopic
pregnancy, intrauterine pregnancy has a successful
outcome in 50%-66% of cases’.

In conclusion, although a rare occurrence, ectopic
pregnancy can pose a life-threatening condition, and
often hinders further reproduction potential. The di-
agnostic process must be supplemented with detailed
ultrasound examination and serial 8-hCG measure-
ments. Therapy may be conservative or surgical, with
laparoscopy being the gold standard if possible. How-
ever, the prognosis differs in each individual case,
with early diagnosis and proper treatment reducing
the possible consequences for future reproductive life
of women.

Although heterotopic pregnancy, ectopic cervical
and tubal ectopic pregnancies are rare with spontane-
ous conception, they can occur without any existing
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Sazetak

SPONTANA HETEROTOPICNA, EKTOPICNA CERVIKALNA I EKTOPICNA TUBARNA TRUDNOCA -
UVIJEK PRISUTNA DIJAGNOSTICKA POTESKOCA: PRIKAZ TRIJU SLUCAJEVA

L Erceg Ivkosic, R. Bauman, B. Ujevic, O. Vasily, 1. P. Kojic, A. Ivkosic, D. Vukusici T. Pavelic Turudic

Incidencija heterotopi¢nih/ektopi¢nih trudnoéa se u posljednje vrijeme povecava izmedu ostalog i zbog sve veée upo-
trebe metoda pomognute oplodnje, ali ovi slu¢ajevi, a naroc¢ito cervikalna trudnoca, iznimno su rijetki u spontanim zano-
$enjima. Prikazujemo tri bolesnice koje su se javile u nagu Kliniku u tjedan dana: bolesnica sa spontanom heterotopi¢nom
trudnoc¢om, druga s cervikalnom i treca s tubarnom trudnocom. Sve su spontano zanijele, pravodobno dijagnosticirane i
izlijecene, ali naglasavamo da je osobita pozornost potrebna u dijagnozi i lije¢enju potencijalno fatalnih posljedica izvan-
materni¢nih trudnoc¢a ako nisu prepoznate i lije¢ene dovoljno rano, unato¢ tako iznimno rijetkoj pojavnosti.

Kljuéne rije¢i: Trudnoca, heterotopicna; Trudnoca, tubalna; Trudnoca, ektopicna; Cerviks uterusa — patologija; Prikazi slu-
caja
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