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ABSTRACT

Heterotropic pregnancy isreported infrequently in Nigeria. Two cases were managed within the span of five
yearswiththe successful delivery of aliveterm baby inone of the patients. A high clinical index of suspicionis
required because an intra uterine gestation does not rule out a co-existing ectopic gestation especialy in this

regionwith hightwinning rateand tubal disease

INTRODUCTION
Heterotropic pregnancy is reported infrequently in
Nigeriawhere theincidence of ectopic pregnancy is
high. Thismay be dueto frequent under reporting or
missed diagnosis as the risk factors like especially
high multiple pregnancy rate affect both conditions.
Over afive-year period (Jan 2000- Dec 2004) in a
small company-run hospital with an average of 150
deliveries annually, there were five cases of ectopic
pregnancy, two of which co-existed with an
ultrasonic confirmation of a viable singleton
intrauterine gestation. Both cases are reported. In
conclusion, it is emphasized that an especialy high
clinical index of suspicion is required in our
environment, bearing in mind that an intrauterine
gestation does not rule out a co-existing ectopic
gestation especially in thisregion with ahigh natural
twinning rate and tubal disease

CASEREPORT 1

Mrs. S, E., a27-year-old Para2 who had aCaesarean
section for placenta previa at her second delivery 4
years earlier. She had had a normal
hysterosalpingogram as investigation for her
secondary infertility and was on 100mg of
clomiphene citrate for induction of ovulation in the
cycleleading to the gestation. She had had apositive
urinary pregnancy test and an intrauterine
gestational sac on ultrasonography. Two weeks|ater,
she presented with scanty bleeding per vaginam and
vague lower abdominal pains. A repeat ultrasound
scan revedled a viable fetus of CRL 1.5 cm,
compatible with a gestational age of 8 weeks. She
was thought to have threatened abortion and
admitted for bed rest. Two days later she had a
severe, sharp lower abdominal pain and collapsed,
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with haemodynamic decompensation. She
subsequently had a laparotomy and left partial
salpingectomy. The diagnosis of ectopic pregnancy
was confirmed intrapoeratively. The specimen
obtained was sent for histology. Findings were
consistent with the clinica and intraoperative
diagnosis .The intrauterine gestation progressed
normally and she had an uncomplicated vaginal
delivery of ahealthy femal ebaby at term.

CASE REPORT 2

Mrs. O. P. was a 23-year-old Para 1 with a 4-year
history of secondary infertility. She was on induction
of ovulation with 100mg of clomiphene citrate.
Pregnancy test done after 6weeks of amenorrhoea
waspositive. Ultrasound scan also donethenreveal ed
anintact intrauterine gestational sac with afetal node.
She was admitted a week later with scanty bleeding
per vaginam. A Repeat pelvic ultrasounds scan
showed afetal nodewith cardiac pul sation. Whilst on
admission, she devel oped persistent lower abdominal
pain and dizziness. She subsequently went into
hypovolaemic shock. Pelvic ultrasound scan then
showed aviableintrauterine gestation aswell asaleft
adnexal mass and free peritoneal fluid. The
preoperative clinical diagnosis was confirmed
intraoperatively. She had alaparotomy and | eft partial
sal pingectomy.
The histological validated the preoperative and
intraoperative diagnosis. A follow up USSrevealed a
non-viable intrauterine gestation. The patient refused
uterine evacuation but she presented with incomplete
abortion 8 weeks|ater and had evacuation of retained
productsof conception.
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DISCUSSION

Heterotropic pregnancy was once said to be ararity,
with an incidence of 1:30,000 quoted’. Recent
evidence suggests an incidence of 1 in 15,000".
Although the precise etiology of a combined
pregnancy isfrequently obscured, most of thefactors
are the same as those associated with ectopic
pregnancy. Theincreased incidence observed in the
developed worldisattributed to assi sted reproductive
health techniques(ART)?.

There is a profusion of literature on the high
incidence of ectopic pregnancies in the third world
including Nigeria. However there are scanty reports
on the incidence of heterotropic pregnancy” *° .The
incidence is probably high for a couple of reasons.
The most common anatomical reasons for combined
pregnancy are pelvic inflammatory disease, whichis
quite high in Nigeria * There is also profusion of
etiological factors most of which are the same as
those associated with ectopic pregnancy. This
existing foundation for the occurrence of ectopic
gestation, coupled with anaturally higher propensity
for twinning in certain parts of Nigeria (1 in 20 in
some parts of Nigeria) ®” and the abuse of over-the
counter ovulation induction agents like clomiphene
citrate, by women seeking a pregnancy, may be
reasons why heterotropic pregnancies could occur
more frequently °. Therefore, it would be appropriate
to suggest that the low incidence of heterotropic
pregnancy in Nigeria and other parts of the Third
worldisdueto under reporting rather than ararity of
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the event. In these two cases, the women had
secondary infertility and had been on clomiphene
citrate. Berger and Taymorereported an incidence of
combined pregnancy of as many as 1 in 100 in
stimulated patients” It has been suggested that the
presence of an intra uterine pregnancy almost rules
out an ectopic gestation. This assumption, which
may be borne out of the apparent rarity of
heterotropic pregnancies, can give the clinician a
false sense of security. The use of transvaginal
sonography and serum betaHCG assaysreducethe
need for laparoscopy in making a diagnosis of
ectopic gestation *** For a heterotropic pregnancy
however, except for the visuaization of a distinct,
co-existing gestational sac/fetal echo in the adnexa,
thisismay not be so easy. The ectopic gestational sac
can sometimes be missed or confused with a
haemorrhagic corpusluteum cyst especially oneinto
which haemorrhage has taken place. This was the
casewithone of the patients. (MRS O.P) Eveninthe
presence of ademonstrated viableintrauterine fetus,
when a patient presents with symptoms that may
otherwise give reason to suspect an ectopic
gestation, a laparoscopy is warranted. Chief
amongst thisislower abdominal pain, usualy out of
proportion to vaginal bleeding. Fainting or dizziness
tendsto occur at rupture™*®,

A high index of suspicion is necessary especialy
when established risk factors for ectopic pregnancy
exist. Thisis even more so where the possibility of
twinning, natural or induced, is higher especialy
following treatment for infertility with ovulation
induction * * agents. Where a laparoscopy is not
possible for whatever reasons, the close observation
and follow up of such patients with serial
transvaginal ultrasound scans to evaluate the
adnexae is advisable, whilst the patient is kept in
close proximity to facilitate prompt intervention
when indicated. Thiswasdoneinthetwo cases. This
probably averted mortality that other wise may have
occurred. Maternal mortalities of 0.98% “*have been
quoted for developed countries but the figure like
other health parametersinthethird worldisprobably
much higher. That one of the two cases had a live
term birth was an added bonus. Thisisbecause of the
especially high fetal mortality rate of 20 to 70%
quoted for the intrauterine pregnancy. The extra
uterine gestation has amortality rate of > 90%. This
was demonstrated in these two cases, as the ectopic
pregnancieswereexcised .

The presence of an intrauterine gestation should not
diminish the suspicion of an existing, or rather, aco-
existing ectopic pregnancy especialy in the third
world environment with high preponderance of
etiological factors for ectopic pregnancy.
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