
 

 

Case report  

 

SPONTANEOUS HETEROTOPIC PREGNANCY AFTER A PREVIOUS 

IPSILATERAL OOPHORECTOMY: A Case Report 

 

 

Abstract 

Heterotopic pregnancy occurs when there is coexisting intrauterine and ectopic pregnancies. The 

increased incidence of multiple pregnancy with ovulation induction and assisted reproductive 

technology (ART) increases the risk of both ectopic and heterotopic pregnancy. 

 It has an incidence rangings from to 1:30,000 pregnancies of spontanous conception to 1:100 to 

1:500 with the use of assisted conception.1 It is a rare event with significant maternal morbidity and 

mortality due misdiagnosis and late presentation especially following spontaneous conception where 

index of suspicion is very low. We present a very rare case of heterotopic pregnancy in a natural 

conception after a previous contralateral oophorectomy. 
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Introduction  

Heterotopic pregnancy occurs when an intrauterine and an extrauterine pregnancy co-exist in the same 

patient and it can present with both diagnostic and therapeutic challenges. The increased incidence of 

multiple gestation with ovulation induction and assisted reproductive technology (ART) increases the 

risk of both ectopic and heterotopic pregnancy1. It is a very rare event in spontaneous conception with 

an incidence of 1 in 30,000 pregnancies and rising to 1 in 900 with ovulation induction and as ,much 

as 1 in 100 to 1 in 500 with ART1. It is no longer uncommon with assisted conception. Extremely 

very rare is the finding of a heterotopic pregnancy by spontaneous conception after an adnexectomy 

or oophorectomy. Several locations of ectopic pregnancy has been described such as tubal in up to 90-



 

 

95%, ovarian, caesarean section scar, abdominal, 1, 2, 3 and even cervical, otherwise referred to 

pregnancies below the internal cervical os.4 These different types of ectopic pregnancy can co-exist 

with intra-uterine pregnancy.  

 

The hypothetical mechanisms of ipsilateral ectopic pregnancy after a prior salpingectomy, 

oophorectomy or adnexectomy includes contralateral fertilization and transmigration from the intact 

fallopian tube across the endometrial cavity to contralateral tubal stump or transperitoneal migration 

of the ovum or embryo to the contralateral tubal stump and passage of the spermatozoa to fertilize the 

ovum in the proximal tubal remnant with some degree of patency or recanalization. 2The plausible 

mechanism with regards to heterotopic pregnancy after a contralateral oophorectomy or adnexectomy 

is unilateral multimolecular ovulation and subsequent fertilization. This is rare in the absence of 

ovulation induction or ART.2 

Heterotopic pregnancy can be multiple as well3, although majority of reported case are of single intra-

uterine gestation, co-existence of multiple intra uterine gestations have also been reported triplets 4.  

Heterotopic pregnancy can vary in presentation and should be considered more likely in the event of; 

assisted reproductive techniques, persisting or rising chorionic gonadotrophins after dilatation and 

curettage for an abortion, when the uterine fundus is larger than for menstrual dates, presence of more 

than one corpus luteum in a natural conception and absence of vaginal bleeding in the presence of 

signs and symptom of ectopic gestation.4 

It may also present as lower quadrant pain in early pregnancy and hematometra.5 

  

Mostof the extrauterine gestation are tubal in location followed by abdominal implantation with 

higher maternal mortality than that of tubal pregnancies and very much than that of intrauterine 

pregnancies. Cervical and ovarian heterotopic pregnancies have also been reported. 

 

Case Presentation 

37-year-old Gravida 2 para 1 lady who was admitted in another facility following minimal vaginal 

bleeding in pregnancythat was spontaneously conceived. A quick pelvic ultrasound scan revealed a 



 

live intra-uterine gestation. She was discharged after 48houirs with packed cell volume (PCV) of33%. 

She has had a prior myomectomy with a unilateral oophorectomy for and ovarian pathology and a 

caesarean section for twin gestation. She was then brough to our facility 8 days later having 

collapsed at home and was brought to the hospital with severe pallor, severe lower abdominal pains 

and hypotension. She was resuscitated with crystalloids and an urgent pelvic ultrasound scan 

revealed intra-uterine gestation at 9weeks and an extra-uterine gestation also at 9weeks both with 

cardiac activity with large amount of hemoperitoneum in dependent abdominal and pelvic quadrants. 

She had an emergency exploratory laparotomy and right salpingectomy. Hemoperitoneum of 2 litres 

was seen. The right ovary was absent. The left ovary was seen with corpus luteum cyst and the left 

fallopian tube was normal. She had 4 units of blood transfused. She was discharged home 3 days after 

surgery with a PCV of 31%.  She is currently being followed up for her intrauterine pregnancy which 

has been uneventful.  

 

Figure 1. Picture image of right tubal ectopic, normal left fallopian tube and  left ovary with corpus 

luteum  

 



 

 

Discussion 

 

Heterotopic pregnancy may often present with diagnostic difficulty as the regular clinical signs and 

symptoms are many a times, nonspecific and may be confused with regular or abnormal pregnancy 

complications.1, 3-6The measurement of serial b-hCG measurements adds to the confusion as the 

intrauterine gestation causes an appropriate rise in the b-hCG concentration.5, 6  Early transvaginal 

sonography as commonly done following ART helps in early diagnosis however identification of an 

intrauterine gestation tends to reduce the index of suspicion of an extra uterine gestation especially in 

the absence of symptoms and eventual delayed presentation.6 While a positive tap during an 

abdominal paracentesis in the presence of prior identified intra-uterine gestation may help in 

diagnosis, a negative tap does not exclude a heterotopic pregnancy.6 

 

Intrauterine gestation with hemorrhagic corpus luteum can simulate heterotopic gestation both 

clinically and on ultrasound as in this case7. Other surgical pathologies of acute abdomen are 

differentials and may simulate heterotopic pregnancy making clinical diagnosis difficult.6, 7 A 

bicornuate uterus with gestation in both cavities may also simulate a heterotopic pregnancy. High-

resolution transvaginal ultrasound with color Doppler is helpful because the trophoblastic tissue in the 

adnexa in a case of heterotopic pregnancy shows increased flow with a significantly reduced 

resistance index.1, 5, 6 There are a number of risk factors for heterotopic pregnancy, such as previous 

tubal damage, ectopic pregnancy, and ART techniques such as in vitro fertilization and gamete 

intrafallopian transfer. Pharmacological ovulation induction is also a reported risk by increasing 

multifolicular ovulation.7,8,9,10 Heterotopic pregnancy can occur in the absence of any predisposing 

risk factors, and the detection of the intrauterine pregnancy does not exclude the possibility of the 

simultaneous existence of an ectopic pregnancy.8The risk factors present in our case are those of 

pelvic surgeries, belonging to a race prone to multiple gestation and having had a history of twin 

pregnancy. Her ruptured tubal pregnancy presented as an acute abdomen and hemorrhagic shock. 

Heterotopic pregnancy is most likely to be missed in natural conception due to the dampened index of 

suspicion on ultrasound hence, the late presentation with tubal rupture seen as acute abdomen, which 



 

 

can progress to maternal shock, possibly leading to maternal mortality.7 Just as ectopic pregnancy, it 

can present as a life-threatening gynaecological emergency,7 as in the index case. . 

The aim of management of heterotopic pregnancy is to terminate the extrauterine pregnancy while 

taking precautions to minimize the possible threat to the intrauterine gestation. This can be 

laparoscopically or via laparotomy with minimal manipulation of the uterus3. The surgical removal of 

the extrauterine pregnancy is not without risk to the intrauterine pregnancy. Laparotomy is the usual 

approach with hemoperitoneun and haemodynamic instability.9 

As a form of medical or nonsurgical management of heterotopic pregnancy, selective potassium 

chloride has been applied successfully to cases of tubal, cervical, cesarean scar, and cornual or 

interstitial pregnancies with preservation of the coexistent intrauterine pregnancy.10 Success rate of 

66.7% deliveries after treatment of heterotopic pregnancies has been reported11. 

The intrauterine pregnancy associated with a heterotopic pregnancy is at increased risk for 

spontaneous abortion; in cases of ongoing pregnancy, it seems that the prognosis depends on the time 

of delivery.9 

 

Reduction in the risk of spontaneous abortion of the intrauterine gestation during management should 

include taking care to avoid damage to the corpus luteum, minimal handling or manipulation of the 

uterus, and various prophylactic uterine relaxants to reduce uterine irritability most of which are not 

evidenced based such as progesterone, salbutamol, NSAIDS and magnesium sulphate. 8-11 

It requires a high index of suspicion for early and timely diagnosis. Prompt intervention can result in a 

successful outcome for the intrauterine fetus, and it may also prevent tubal rupture and hemorrhagic 

shock, which can cause severe morbidity and maternal mortality.11, 12 
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