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INTRODUCTION 

Heterotopic pregnancy (HP) is a rare condition marked by 

the simultaneous occurrence of two pregnancies at 

different implantation sites, one being in the uterus. Its 

prevalence varies widely, from approximately 1 in 30,000 

in natural cycles to around 1 in 100 in cases involving 

assisted reproduction.1,2 Although HP shares symptoms 

with ectopic pregnancy, such as abdominal pain, vaginal 

bleeding, and positive pregnancy tests, diagnosing it can 

be more complex. Despite advancements in ultrasound 

technology, diagnosis often hinges on the presence of 

acute abdominal symptoms.3 If undetected in the first 

trimester, HP can result in a nontraumatic acute abdomen. 

We present an exceptional case of HP discovered at 26 

weeks of gestation, with the patient experiencing 

hemoperitoneum post-tubal rupture. This represents, to our 

knowledge, the first reported instance of such a late-onset 

symptomatic HP in medical literature.4 

CASE REPORT 

A 42-year-old multipara presented at Bengkalis Hospital 

at 12 weeks of pregnancy due to regular uterine 

contractions and upper abdominal pain. The plano test 

upon admission was positive. She had complained of 

vaginal bleeding two days prior and had been denied care. 

The patient had no significant medical or gynaecological 

history and had received prenatal care at a private facility 

separate from the hospital. She had never undergone an 
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ultrasound examination before. Upon scanning in the 

emergency unit, the adnexa were assessed. An ultrasound 

examination revealed a gestational sac in the intrauterine 

cavity with a diameter of 2.13 cm, consistent with 12 

weeks' gestation. Additionally, another gestational sac was 

found in the intrauterine cavity with a diameter of 2.17 cm, 

also consistent with 12 weeks' gestation. Furthermore, an 

image of free intra-abdominal fluid was detected, 

specifically in the Douglas cavity. 

 

Figure 1: Ultrasound examination. 

The patient underwent a haematological examination, 

revealing a low Hb level of 7.2 g/dl and an increase of 

16,000 leukocytes. Upon physical examination, tenderness 

was noted in the right lower abdomen, with normal 

intestinal peristalsis, and the conjunctiva appeared anemic. 

Portio livide was observed during speculum examination, 

with a closed os uteri externum (OUE) and positive fluxus. 

Subsequently, a vaginal touch examination was conducted, 

revealing a supple portio with lingering pain. Based on the 

history, physical examination findings, and additional 

support, the decision was made to perform an emergency 

laparotomy with the preparation of 3 units of packed red 

blood cells (PRC). Given the patient's age of 42 and having 

three living children, both the husband and patient 

requested a tubectomy concurrently. 

 

Figure 2: Gestasional sac intra operation. 

During the operation, numerous blood clots were 

discovered in the abdominal cavity, which were 

subsequently removed. The area was then explored, 

revealing a gestational sac and a ruptured right ovarian 

tube. Hemostasis was achieved using long clamps, 

followed by a salpingectomy on the right ampullary 

ovarian tube and a tubectomy on the left ovarian tube. The 

abdominal lining was sutured layer by layer. Throughout 

the procedure, the patient received two blood transfusions 

and one bag of fluid in the operating room. Following the 

transfusions, a haematological examination was 

conducted, yielding a result of 10.2 g/dl. The patient 

remained hospitalised for 2 days before being discharged 

in good general condition. 

DISCUSSION 

Diagnosing heterotopic pregnancy presents clinical 

challenges, often necessitating laparotomies for tubal 

pregnancies. Concurrently, the uterus may exhibit 

congestion, softening, and enlargement, typically 

detectable via ultrasound, revealing gestational products. 

Initially estimated at 1 in 30,000 pregnancies, recent data 

suggest a higher incidence, particularly due to assisted 

reproduction techniques, with rates around 1 in 7000 for 

natural conception and up to 1 in 900 with ovulation 

induction.5 The rising prevalence of multiple pregnancies 

from ovulation induction and IVF increases the risks of 

ectopic and heterotopic pregnancies. Patients with a 

history of tubal surgeries may face heightened risks, In this 

case, the patient had no history of tubal surgery.6,7 

Heterotopic pregnancy can manifest diversely, including a 

higher likelihood of abortion, especially post-assisted 

reproduction or with persistent chorionic gonadotropin 

levels after dilatation and curettage.8 Hematometra and 

lower quadrant pain may occur in early pregnancy, but 

they were not found in this patient. While most ectopic 

pregnancies in heterotopic cases involve the fallopian tube, 

cervical and ovarian heterotopic pregnancies have been 

reported. Though rare, singleton intrauterine pregnancies 

are the most common, with triplet and quadruplet 

heterotopic pregnancies reported even more rarely.9,10 

Clinical analysis can be complicated by other surgical 

conditions mimicking heterotopic gestation, like 

bicornuate uterus with gestation in both cavities. High-

resolution transvaginal ultrasound with color Doppler 

imaging aids diagnosis, showing increased blood flow to 

trophoblastic tissue in the adnexa with a decreased 

resistance index. Treatment typically involves laparoscopy 

or laparotomy for the tubal pregnancy.11,12 

CONCLUSION 

The illustrated case had no risk factor for heterotopic 

pregnancy and offered ruptured tubal pregnancy with 

hemodynamic instability due to hemoperitoneum. A 

heterotopic pregnancy, although extraordinarily 

uncommon, can still result from a herbal idea; it requires 
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an excessive index of suspicion for an early and well-timed 

diagnosis, and a well-timed intervention can result in 

successful final results for the intrauterine fetus. 
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