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INTRODUCTION 

Intrauterine pregnancy associated with ectopic pregnancy 

called as Heterotopic pregnancy. Diagnosis of heterotopic 

pregnancy needs high level of suspicious detection of 

intrauterine pregnancy may be over looked for ectopic 

location. Prevalence is more with ART & ovulation 

induction. It is infrequent in Natural conception cycles 

occurring in 1:30000 pregnancy
1,2

. 

CASE REPORT 

A 34 years G2 P1 L2 presented with 7½ weeks of 

amenorrhoea with UPT positive, clinically asymptomatic. 

Ultrasound examination was done showing triplet 

gestational sac at 7 weeks with sac 1 – 19 × 5 mm with 

intrauterine live fetus, sac 2 – 17 × 7 mm gestational sac, 

no yolk sac or fetal pole imaged - Anembryonic 

intrauterine pregnancy and sac 3 – as right adnexal sac 5 

× 6 mm- Anembryonic right ectopic pregnancy (Figures 1 

& 2). Patient was counselled and opted for termination of 

pregnancy in view of previous deliveries of twins one 

year back. She underwent suction evacuation and medical 

management of ectopic gestation with inj. Methotrexate 

(single dose). She was followed with βhCG. On day of 

evacuation βhCG was 31,000 units and 4 days post 

Methotraxate was 1780 units and came down to 225 units 

on day 7 and Negative within 2 weeks of time. 

DISCUSSION 

Heterotopic ectopic pregnancy is difficult to diagnose 

clinically. Typically, operative procedure in form of 

laparotomy or laparoscopy is performed because of 

complications of adnexal pregnancy like tubal rupture. 

The incidence was originally estimated on theoretical 

basis 1 in 30, 000 pregnancies.
1,2

 However, more recent 

data indicate that the incidence is higher due to rise in 

assisted conception and was estimated to be 1 in 7000 

over all & 1 in 700 following assisted conception.
3,4
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ABSTRACT 

Heterotopic gestation although common with assisted conception techniques is very rare with natural conception. 

High index of suspicion is required for timely intervention and prevention of morbidity and mortality. We report a 

rare case of heterotopic pregnancy in a 34 year of G2 P1 L2 women with previous conception following ART (IVF) 

for unexplained infertility. She presented with 7 ½ weeks of amenorrhoea with no other signs or symptoms and 

diagnosis picked up on ultrasound examination as triplet gestation at 7 weeks with twin intrauterine gestation with sac 

1 - 19 × 5 mm with intrauterine live fetus, sac 2 - 17 × 7 mm gestational sac, no yolk sac or fetal pole imaged -

anembryonic intrauterine pregnancy and sac -3 as right adnexal sac 5 × 6 mm - anembryonic right ectopic pregnancy. 

She was managed successfully with suction & evacuation& methotrexate. 
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and coexisting twin intrauterine gestations, are very 

rare.
5,6

 

 

Figure 1: Showing intrauterine gestation with right 

adnexal gestational sac. 

 

Figure 2: Showing twin pregnancy with one 

anembryonic gestational sac. 

The increase incidence of ectopic and multiple 

pregnancies following assisted conception increase the 

chance of heterotophic pregnancy as well. The 

hydrostatic pressure generated during the embryo transfer 

may also contribute to increased risk.
3
 There may be 

increased risk in patients with previous tubal surgeries.
7 

Heterotrophic pregnancies may have various clinical 

presentations. Higher suspicion should be there following 

assisted conception, persistent or rising levels of human 

chorionic gonadotrophins following dilatation and 

curettage for induced or spontaneous abortion, more than 

one corpus luteum in natural conception, absence of 

vaginal bleeding with signs and symptoms of ectopic 

gestation.
8
 Heterotopic gestation can also present as 

haematometra and lower abdominal pain in early 

gestation or may rarely be asymptomatic.
9-11

 Majority of 

reported heterotopic pregnancies are singleton 

intrauterine pregnancies. Triplet and quadruplet 

heterotropic pregnancies have also been reported though 

the incidence is very rare.
11-13

 Majority of reported cases 

are of singleton intrauterine conception and it is more 

frequent following assisted conception.
8
 Intrauterine 

gestation with hemorrhagic corpus luteal cyst, bicornuate 

uterus with gestation in both cavities including other 

surgical conditions of acute abdomen can simulate 

heterotopic gestation clinically and hence the difficult 

diagnosis.
14

 High resolution transvaginal ultrasound with 

colour Doppler will be helpful as the trophoblastic tissue 

in the adnexae in case of heterotopic pregnancy shows 

increased flow with significantly reduced resistance 

index.
4
 Active intervention is mandatory in case of 

heterotopic pregnancy with attempt to save the 

intrauterine gestation can be made if desired.
15

 The 

illustrated case did not have any clinical signs and was 

picked on ultrasound, since the patient was not willing to 

continue the pregnancy so suction evacuation of 

intrauterine products with medical management of 

ectopic pregnancy was done. Heterotopic pregnancy 

though very rare following natural conception can be 

picked up early if there is high index of suspicion. Early 

and timely diagnosis and management can help lower 

down the morbidity and mortality as well. 
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