CASE REPORT (Olgu Sunumu)
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SUMMARY

Heterotopic pregnancy is defined as a uterine pregnancy in conjunction with an extrauterine pregnancy. Cervical
heterotopic pregnancy represents a rare type of ectopic pregnancy, reported to be less than 0.1% of all pregnancies.
We present the case of a rare event of a simultaneous intrauterine gestation combined with cervical heterotopic
pregnancy in a natural conception cycle. A 32 year old primigravid women presented with vaginal bleeding and 8
weeks of amenore. The pelvic examination revealed a intrauterine pregnancy and heterotopic cervical pregnancy.
Heterotopic cervical pregnancy terminated uneventfully by curettage and using cervical sutures to ligate lateral

cervical vessels to prevent bleeding. Pregnancy was continued up to 36 weeks of gestation and healty baby was born.
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CANLI DOGUM iLE SONUCLANAN HETEROTOPIK GEBELiK OLGUSU
OZET

Heterotopik gebelik rahim i¢inde bulunan normal bir gebelige ayni anda dis gebeligin eslik etmesidir. Servikal gebelik
ektopik gebeliklerin ¢ok nadir goriilen bir seklidir ve %0.1'den daha az siklikta goriiliir. Biz burada; normal siklusta
olusmus olan, intrauterine gebelige eslik eden heterotopik servikal gebelik olgusunu sunduk. 32 yasinda primigravid
olan olgumuz vajinal kanama ve 8 haftalik adet rétar: sikayeti ile basvurdu. Yapilan pelvik muayenede heterotopik
servikal gebeligin eslik ettigi intrauterine canli gebelik saptandi. Kanamayr durdurmak amact ile lateral servikal
damarlara servikal siitiirler konarak heterotopik servikal gebelik kiirete edildi. Intrauterine gebelik sorunsuz bir

sekilde 36.haftaya kadar devam etti ve saglhkli, canli dogum gergeklestirildi.

Anahtar kelimeler: canli dogum, heterotopik, servikal gebelik
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INTRODUCTION

Heterotopic pregnancy is defined as a uterine pregnancy
in conjunction with an extrauterine pregnancy. It was
described by Duverney in 1708(1). In the past
spontaneous heterotopic pregnancy have occured in
approximately 1 in 30.000 pregnancies. The increasing
incidence of ectopic pregnancies especially together
with in vitro fertilisation mean that the increasing
incidence of combined pregnancy as many as 2 in
15.000 live births(?). Cervical heterotopic pregnancy
represents a rare type of ectopic pregnancy, reported
to be less than 0.1% of all pregnancies(34). Pelvic
inflammatory disease, use of an intrauterine device,
ovulation induction and in vitro fertilisation has been
related to the increased incidence of cervical
pregnancy, but a direct relationship with heterotopic
pregnancy has not been proved>:9). IVF centers
reported an incidence of heterotopic pregnancy as 0.75-
1.3 %,

Cervical heterotopic pregnancy is a life threatening
condition with the potential of profuse vaginal bleeding
because of cervical vessels erosion®). In heterotopic
pregnancy, also existence of intrauterine pregnancy
with ectopic pregnancy remains a diagnostic dilemma
that demands special consideration and also increases
both maternal and fetal mortality. In the past, cervical
pregnacy remains undiagnosed, so these patients
commonly presented with massive bleeding leading
to hysterectomy and even death(2-5). The diagnosis of
the heterotopic pregnancy is difficult as the symptology
is often misleading. Improvements in ultrasound
resolution resulted in earlier detection of such
pregnancies which results in conservative treatment.
While ultrasonography has greatly aided in the
management of several cases, also increased clinical
awareness and suspicion which can yield improved
diagnostic accuracy.

We present the case of a rare event of a intrauterine
gestation combined with cervical gestational sac. The
patient was managed succesfully. Cervical pregnancy

terminated uneventfully and resulted with alive baby.

CASE

A 32 year old primigravida woman was admitted to

the our clinic. She was first seen with complaint of
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severe vaginal bleeding with 8 weeks of amenore. At
admission, the patient's vital signs were stable,
laboratory tests were normal and her pregnancy test
was positive. The gyneocological examination revealed,
massive cervical bleeding with dilated cervix, the
uterus soft and minimally enlarged as six-week sized
with normal adnexal findings. On abdominal
examination no defans and rebound were detected.
Ultrasonographic examination demonstrated an
intrauterine gestational sac in fundal region with embryo
and yolk sac and fetal heart activity. In addition, another
gestational sac was demonstrated in the cervix with

a yolk sac without an embryo (Figure 1).
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Figure 1: Intrauterine gestational sac with heterotopic intracervical

gestational sac.

Because of massive bleeding surgical intervention
was preferred. The patient was given a full and detailed
explanation regarding the risk of hysterectomy if
required. Written informed consent was obtained from
the patient. Abdominal ultrasonography guided cervical
curettage was performed uneventfully under general
anesthesia by using two cervical sutures at the two-
four and eight-ten o'clock positions to ligate lateral
cervical branches of uterine arteries to prevent bleeding
during cervical curettage. We controlled the bleeding,
to maintain intrauterine pregnancy. This procedure
was performed without complications for the
intrauterine pregnancy. Then vaginal bleeding was
stopped. At the end of the procedure transvaginal
sonography confirmed the intrauterine embryo with
fetal heart activity (Figure 2). Histopathological
examination of the cervical curratage material revealed
chorionic villi (Figure 3). The patient was counseled
again regarding the continuation of intrauterine

pregnancy and discharged on postoperative second
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day with no vaginal bleeding. Pregnancy was continued

up to 36 weeks of gestation and alive baby was born.
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Figure 2: Intrauterine gestational sac after curettage of the

intracervical canal.

Figure 3: Immatur chorionic villus and decidua.

DISCUSSION

The spontaneous heterotopic pregnancy is rare and
life threatening condition. Recognizing this form of
pregnancy is often rendered difficulty by an
asymptomatic clinical course and by the inability to
use B-HCG (beta human chorionic gonadotropin) to
establish the correct diagnosis. Diagnosis therefore
relies on suspicion and ultrasonography because
observation of intrauterine pregnancy with
ultrasonography misleads the clinician and a coexisting
ectopic pregnancy might be overlooked, resulting in
increased morbidity and mortality. Improvements in
ultrasonography results in early and correct diagnosis
and so improvements in morbidity and mortality and
succes of conservative procedures.

In heterotopic pregnancy about 95% of extrauterine
implantations occur in the tuba. Ectopic implantations
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occur less often in the ovary 0.5 %, in cervix 0.1%
and peritoneal cavity 0.03 %(1). The uterine bleeding
is rare in heterotopic pregnancy. Also other syptoms
are; abdominal pain 81.8%, adnexal mass 43.9%,
peritoneal irritation 43.9% and enlarged uterus 42.4%
were the classical clinical futures depending on the
location of associated combined pregnancy®).
Attemts have been made to treat cervical pregnancies
by using surgical or medical treatment modalities.
Surgical conservative treatments include intraamniotic
aspiration with placement of cervical sutures, hypogastric
iliac artery ligation, uterine artery embolisation followed
by either dilatation and evacuation or systemic
metotrexate administration, hysteroscopic resection.
Medical conservative treatments include intraamniotic
or cardiac injection of potassium chloride or metotrexate,
intraamniotic injection of hypertonic solution(3-6).
Depending on location, metotrexate administered either
systemically or locally to decrease vascularization of
the mass, thus reducing blood loss and it has been
reported as effective therapy(®).

Conservative approaches can be used succesfully if up
to 10 to 12 weeks of pregnancy was present because in
advanced pregnancy trophoblastic tissue infiltrates deeply
in to cervical wall®). If uncontrolled bleeding was started
or if heterotopic pregnancy diagnosed at second or third
trimester of pregnancy; radical treatment like hysterectomy
was recommended. There is no universally accepted
treatment modality. Some reports published concerning
heterotopic cervical pregnancy treated with curettage
and foley catheter ballon which is also combined with
cervical cerclage(®-19). Various type of conservative
management to save an intrauterine pregnancy have
been attempted and have a different results. In literature
some author reported a tubal and cournal heterotopic
pregnancy which was succesfully treated and resulted
with a alive baby(!1:12) In Cho JH et al. study, simple
cervical embryo aspiration under transvaginal
ultrasonography guidence was reported as a succesfull
procedure!3). Fruscalzo A. et al. demonstrated a
spontaneous abortion after cervical pregnancy termination
with same technique!4). In Moragianni et al study, they
reviewed 39 reported cases with heterotopic cervical
pregnancy and alive intrauterine pregnancy. They found
that 27 cases result in viable delivery of intrauterine
gestation without comprimising the patients reproductive
capacity(15),

In our case because of detrimental effect of metotrexate



on intrauterine normal pregnancy and also because of
bleeding, we prefer the surgical conservative approach
with curettage of cervical canal as a first choice. Although
fetal mortality rate have ranged from 20% to 70% for
the intrauterine pregnancy, the extrauterine gestation
has a mortality rate greater than 90%(1). In our case
intrauterine gestational sac and embryo were not effected
from this procedure and surgical intervention was
performed succesfully without complications for the
intrauterine pregnancy.

Cervical pregnancy combined with intrauterine
pregnancy is very rare case. Recognizing this form of
pregnancy is often rendered difficulty. Diagnosis
therefore relies on suspician. There is no standart
protocols for the management of heterotopic pregnancy.
Treatment depends on the time of diagnosis, symptom
of patients, location of extrauterine pregnancy , fertility
desire and the condition of intrauterine pregnancy.
Hysterectomy can be avoided by early diagnosis.
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