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Abstract

Ruptured ectopic pregnancy is one of the outcomes of mis or delayed diagno-
sis and the massive hemorrhage resulting is responsible for more than three
quarters of the first trimester maternal death. Simultaneous presence of intra-
uterine pregnancy adds obstacles for the correct diagnosis to take place. The
management of this condition is a real dilemma as life threatening condition
could be the only presentation which needs immediate intervention. The high
index of suspicion is mandatory to ensure timely diagnosis and management
to prevent stormy outcome.
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1. Introduction

Co-existence of extra as well as intra uterine pregnancy is extremely rare
condition, known as Heterotopic pregnancy; the recorded incidence is 1/30,000
in spontaneous pregnancies that reaches to 1:100 in cases of Assisted Reproductive
treatment [1].

Reasons could be due to transfer of a large number embryos, a transfer near
the uterine horn, excessive pressure on the syringe and deep insertion of the
catheter during transfer, the quality of the embryos, the hormonal milieu at the
moment of transfer, the use of gonadotropins, the amount of fluid used as media
for the embryos [2].

We present a rare case of delayed ruptured heterotopic triplet pregnancy pre-
sented at 12 weeks gestation in compensated shock and was managed by imme-

diate laparoscopy with favorable outcome.
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2. Case Presentation

A 38-year-old lady PO + 1, conceived with Intra cytoplasmic sperm injection
(ICSI) after 4 years of primary infertility. The patient diagnosed as a case of re-
peated implantation failure after 4 unsuccessful ICSI trials. Thrombophilia, Au-
toimmune and Karyotyping screening were done & all were normal.

Three fresh euploid embryos were transferred on day 5 at blastocyst stage
after preimplantation genetic diagnosis (PGD). The 3 embryos were graded
according to Gardner blastocyst grading scale as 3CC. (In this scale the
embryologist comment on the three components of the blastocysts (expansion,
inner cell mass, trophectoderm) [3].

Human chorionic gonadotropin (hCG) hormonewas done on day 10 post
embryo transfer confirmed pregnancy with a value of 234.9 mlU/ml, which con-
sidered to be within the normal range for uncomplicated intrauterine pregnancy.

The first Ultra Sound Scan (USS) was at 6 weeks, revealed 2 gestational sacs,
corresponds to the calculated gestational age (Figure 1).

Another USS was done at 8 weeks showed satisfactory growth for the fetuses;
and the patient reported no symptoms apart from mild indigestion.

At 11 weeks, the patient arrived to the hospital in hypotensive state, recorded
blood pressure was 90/60 mmHg, pulse rate 110/min, oxygen saturation 99% in
room air.

Generalized tenderness elicited all over the abdomen, no guarding or rigidity.

Bed side USS revealed viable intrauterine twin pregnancy and hemoperito-
neum.

Hemoglobin was 6.7 gms/dl. Appropriate resuscitation done and decision for
emergency laparoscopy taken after discussion with the anesthetist with a pre-

sumptive diagnosis of ruptured ovarian cyst.

56
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Figure 1. Ultrasound examination showed an intrauterine twin
pregnancy (1, 2) at 6 weeks of gestations.
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Pneumoperitoneum was created using direct trocar entry at supra umbilical
point to prevent injury to the gravid uterus. Two secondary ports of 5 mm each
on each side at the level of the umbilicus were inserted.

Panoramic view of the upper abdomen anatomy was normal, approximately
800 - 1200 mL of hemoperitoneum observed, 18 weeks size gravid uterus and
ruptured right fallopian tube (Figure 2).

Salpingectomy was performed, later histopathologic examination confirmed
the presence of chorionic villai (Figure 3).

Intra operatively the patient tolerated the procedure well through appropriate
transfusion of blood and blood products. Post-operative Complete blood count
(CBC) were within normal values. On the next day follow up she was quite well
and discharge according to the hospital protocol.

Subsquent antenatal follow up was unreamrkablewith satisfactory growth
parameters for both fetuses. Patient recieved corticosteriods in view of high risk

of prematurity.

Figure 2. Haemoperitoneum demonstrated during the
laparoscopy.

Figure 3. Portion of fallopian tube, with some chorionic
villi penetrating its wall x200 H&E stain.Yellow arrow
pointing to chorionic villai, red arrow pointing to
fallopian tube wall.
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At 34 weeks the patient had preterm labor, with the leading twin in breach
presentation, thus cesarean section was performed safely.

The dichorionic diamniotic neonates were females, with birth weights of 2460
and 2600 g, respectively. No maternal nor neonatal complicatios. Postpartum

course was unremarkable.

3. Discussion

Majority of reported heterotopic pregnancies are of singleton pregnancy. Triplet
and quadruplet heterotopic gestation also been reported, though the incidence
was extremely rare [4]. With reported survival rate of 50% - 66% in the co-existing
intrauterine pregnancy with favorable outcome.

Dr. Markus Hoopmann described a case of combined bilateral tubal and
intrauterine pregnancy after IVF and embryo transfer, in 2003 that ended by
missed miscarriage and conservative surgery for both tubes [5].

Salah et al, reported a case in 2011 of a combined intrauterine and
intraabdominal pregnancy, diagnosed at Cesarean section at 35 weeks gestations
in a 38-year-old multiparous yielded healthy twin at term [6].

Theodoros Felekis, ef al. described in 2014 a case of a woman with heterotopic
triplets at 9 + 4 gestational week following transfer of three embryos following
IVE. The ectopic tubal pregnancy was ruptured and salpingectomy was
performed by laparotomy. The intrauterine pregnancy progressed to the delivery
by cesarean section of two healthy twins at 36 + 2 gestational age [7].

Our case presented a plethora of challenges, starting from failure to diagnose
it at earlier gestation, which could be due to the fact that plasma human chorio-
nic gonadotrophin (HCG) concentration is of no diagnostic value in multiple
gestations in addition absence of symptoms added to the difficulty in diagnosis.

Subnormal hormone production by ectopic gestationsis masked by higher
placental production from intrauterine pregnancy is another factor [8]. Presence
of large ovaries will add difficulty to the diagnosis as the gestational sac can be
missed easily.

Sonographic reports of a normal twin intrauterine pregnancy gave false reas-
surance. All these obstacles highlight the complexity of diagnosis.

Lack of symptoms in our patient is another factor, as reported in the literature;
up to 50% of heterotopic pregnancies are asymptomatic [9].

Performing laparoscopy in the second trimester is another challenge, espe-
cially in the presence of hemoperitoneum with possible injury to the gravid uterus,
or cardiovascular and respiratory alterations during the pneumoperitoneum [10].

Massive hemoperitoneum is not a contraindication for laparoscopic manage-
ment ectopic pregnancy with an experienced laparoscopic surgeon [11]. Howev-
er, the patient should be counselled about the possibility of converting to lapa-
rotomy if the presence of the hemoperitoneum obscures proper visualization
[12]. Minimal manipulation to the gravid uterus is one of the great advantages

over laparotomy.
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In our case early mobilization was our concern to guard against the occur-
rence of thromboembolism. This can be possible by decreasing the requirement
to analgesia post operatively.

Although long-term effects of laparoscopic surgery during pregnancy on the
fetus have not been well studied, but according to the literature no increase in
adverse outcomes has been reported [13].

Expectant management has minimal role in handling heterotopic pregnancies.
The high rupture rates with hemorrhage and shock make it imperative to treat
the condition immediately upon diagnosis, to avoid maternal and fetal morbidi-
tyand mortality [14].

Giving anesthesia for pregnant lady with internal hemorrhage is the third
challenge in this case, which requires well experienced anesthetist.

The associated changes with laparoscopic surgeries like decrease in the venous
return and cardiac output with compensatory tachycardia is aggravated by the
presence of internal hemorrhagein addition to hypoxemia resulted from de-
crease in the functional residual capacity due to compression by the elevated di-
aphragm. Maintaining the abdominal pressure around 12 mmHg is helpful.

Close monitoring through invasive arterial blood pressure is mandatory which
allows vital signs monitoring as well as frequent blood gas samples, thus opti-
mum guidance guaranteed for fluid, blood and blood products replacement to
maintain acid base balance.

Managing the ventilator parameters through controlled ventilation is funda-
mental for adequate oxygen and carbon dioxide levels aiming for adequate oxy-
genation for the mother and the growing fetuses. Many studies support that a
positive end-expiratory pressure (PEEP) of 5 cm H2O is ideal to minimize lung

atelectasis and to prevent hypoxia [15].

4. Conclusions

Despite the vast progress in medical knowledge and the use of advanced and
sophisticated improved reproductive technologies, heterotopic pregnancy still
remains a diagnostic and therapeutic challenge to practitioners.

The presence of an intrauterine pregnancy in an asymptomatic woman should
not exclude the diagnosis of a concurrent extra uterine pregnancy. Thus, it is
good practice to advocate a thorough evaluation of the adnexa in all pregnancies
especially for those cases who conceived with Assisted Reproductive Techniques
(ART). Possibility of heterotopic pregnancy in ART conception should be one of
the probable diagnoses in women who present with acute abdomen even in the
second trimester.

Laparoscopy should be offered for all patients, and hemoperitoneum should
not prevent this service if experienced personnels are available.

Limiting the number of embryos transferred, according to the guidelines es-
tablished by international committees for assisted reproductive technology,

could be beneficial.
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