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CASE REPORT

Laparoscopic surgical alternative for the treatment of
ruptured cornual heterotopic pregnancy

Alternativa quirdrgica laparoscopica en el tratamiento
de embarazo heterotdpico cornual roto

Enrique Herrera Castaieda,'“Gustavo Luna,? " Jessica Sejnaui Sayegh,' ** Luisa M.

Vacca Orrego,' ' Juan Manuel Tobar Parra

1 Universidad del Valle, Facultad de Salud, Departamento de Ginecologia y Obstetricia, Cali, Colombia.,
2 Clinica Imbanaco, Cali, Colombia.

Abstract

Case Description:

A 35-year-old woman with a history of intrauterine device use for family planning
presented with a spontaneously conceived heterotopic pregnancy.

Clinical Findings:

The patient developed a ruptured cormnual ectopic pregnancy, leading to hemodynamic
instability and an acute abdomen, while concurrently carrying a viable intrauterine pregnancy.

Treatment and Outcome:

A laparoscopic intervention was performed to manage the ruptured ectopic pregnancy.
The surgical technique employed minimized the impact on maternal blood volume,
ensuring patient stabilization and favorable progression of the intrauterine pregnancy.

Clinical Relevance:

Heterotopic pregnancy is the coexistence of gestation in two different implantation sites,
both intrauterine and extrauterine. This condition is associated with significant maternal
morbidity and mortality. Management remains a challenge due to the lack of consensus
and limited clinical experience. The primary goal is maternal stabilization while preserving
the intrauterine pregnancy whenever possible. This case highlights the importance of
modern surgical strategies tailored to optimize maternal and fetal outcomes.
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Resumen

Descripcion del caso:

Muijer de 35 afios con antecedente de uso de dispositivo intrauterino para planificacion
familiar, quien presentd un embarazo heterotépico concebido de manera espontanea.

Hallazgos clinicos:

La paciente desarrollé un embarazo ectdpico cornual roto, con inestabilidad
hemodinamica y abdomen agudo, asociado a un embarazo intrauterino viable.

Tratamiento y resultados:

Se realizd una intervencion laparoscopica para el manejo del embarazo ectdpico roto.
La técnica quirdrgica utilizada minimizo el impacto en la volemia materna, permitiendo la
estabilizacién de la paciente y la evolucion favorable del embarazo intrauterino.

Relevancia clinica:

El embarazo heterotdpico es la coexistencia de una gestacion en dos sitios de
implantacién diferentes, tanto intrauterino como extrauterino. Esta condicién esta asociada
con una morbilidad y mortalidad materna significativas. El manejo representa un desafio
debido a la falta de consensos y a la experiencia clinica limitada. El objetivo principal es la
estabilizacién materna, con la intencién de preservar el embarazo intrauterino cuando sea
posible. Este caso resalta la importancia de estrategias quirtrgicas actuales adaptadas
para optimizar los resultados maternos y fetales.

Introduction

Heterotopic pregnancy is the coexistence of an intrauterine pregnancy and an ectopic pregnancy

L. Itis a rare, potentially fatal entity 2. The incidence is estimated to be 1/30,000 in spontaneous
pregnancies; 1/900 when conception occurs during treatment with clomiphene citrate; and greater
than 1/100 when pregnancy is due to in vitro fertilization **.

Due to its low prevalence, high-quality evidence regarding the diagnosis and management of
heterotopic pregnancy is limited. The literature consists primarily of case reports and series *.
Although rare, these pregnancies are responsible for significant maternal morbidity and mortality
34, Pelvic adhesions, pelvic inflammatory disease, the use of intrauterine devices, previous ectopic
pregnancies, curettage, and assisted reproductive therapies increase the risk of heterotopic
pregnancy .

The diagnosis of heterotopic pregnancy can be confused with a threatened abortion, and -HCG
monitoring is not useful in differentiating between the two *. Approximately 74% are diagnosed
after 8 weeks of gestation °. Delays in diagnosis are associated with rupture of ectopic pregnancies,
heavy bleeding, and hemodynamic decompensation, which compromise the intrauterine
pregnancy and the patient's life. Transvaginal pelvic ultrasound is the diagnostic test that locates
both intrauterine and ectopic implantations °. The goal of management is to stabilize the patient
and preserve the intrauterine pregnancy. Heterotopic pregnancy has several treatment options,
including surgical, expectant management, and ultrasound-guided gestational sac aspiration .

The choice of treatment remains a challenge due to the potential for jeopardizing the intrauterine
pregnancy >’. This is the case with expectant and medical management, since the use of
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methotrexate (first-line therapy for ectopic pregnancies) is not reccommended due to its high risk of
teratogenesis in the intrauterine embryo ”. Surgical management is usually the treatment of choice
in hemodynamically unstable patients; however, it is associated with a higher rate of miscarriage
than other therapeutic options ”.

The objective of this case report is to describe and propose a minimally invasive surgical technique
with emphasis on vascular management of the source of profuse bleeding in cases of ruptured
cornual heterotopic pregnancy, allowing for the preservation and adequate progression of the
concomitant intrauterine pregnancy.

Clinical case

A 35-year-old female patient, mixed-race, home-based, primigravida with reliable amenorrhea
of 9 weeks, presented to the emergency department with a clinical picture of sudden onset of
generalized abdominal pain and distension associated with dizziness, and scanty brown vaginal
bleeding. Her gynecological history revealed that she had been using intrauterine devices for the
past six months.

Physical examination revealed a blood pressure of 90/60 mm Hg, a heart rate of 105 beats/
minute, a slightly pale, pallid, and abdominal distension, with a positive Blumberg sign. A vaginal
examination revealed an enlarged uterus with tenderness upon cervical movement. Speculoscopy
revealed scant vaginal bleeding. A transvaginal ultrasound revealed a gravid uterus measuring 10
cm in length with a transverse diameter of 8.5 cm, and a gestational sac located in the right uterine
fundus, with a live embryo with a 26 mm craniocaudal length (CRL) at nine weeks' gestation, an
irregular area toward the fundus, and abundant free fluid in the abdominal cavity. Associated with
the findings described, a ruptured right cornual pregnancy with an intrauterine pregnancy was
diagnosed.

The patient was hemodynamically unstable with an acute abdomen and abundant free fluid in
the abdominal cavity, so an emergency exploratory laparoscopy was performed. The surgical
technique performed was: Insertion of an 11 mm port at the umbilical level, followed by CO,
pneumoperitoneum inflation. A 10 mm port was then inserted into the left iliac fossa to perform
rapid aspiration of the hemoperitoneum and thus allow visualization of the pathology. A 5 mm
accessory port was then inserted in the right iliac fossa and another 5 mm accessory port was
inserted suprapubically.

Surgical findings included an estimated hemoperitoneum of 1,500 cc and a ruptured right cornual
pregnancy with active bleeding (Figure 1-A). The tubal branch of the uterine artery was ligated
with 1-0 Vicryl (Ethicon-Johnson and Johnson, Invima Reg 2007 DM 00000908R2) and deep
endosutures were placed through the mesentery of the right tube, which reduced bleeding by 95%
(Figure 1-B). The ectopic pregnancy was resected with a 5 mm Ligasure clamp (Covidien LF1937,
Ligasure Maryland 5 mm). The tissue extracted from the cornual region (gestational sac) was sent
to pathology for histological analysis in the cornual region, verifying hemostasis. 3-0 single-gout
catgut sutures (Ethicon-Johnson and Johnson, Invima Reg 2016DM 0000279 R4) were placed at
the umbilical and iliac fossa levels (Figure 1-C). The patient's postoperative recovery was favorable.
The pathology report described the presence of chorionic villi and trophoblasts, confirming the
presence of an ectopic pregnancy coexisting with an intrauterine pregnancy. The intrauterine
pregnancy continued without major abnormalities. Prenatal care was within normal limits, and
micronized progesterone (200 mg/day) was administered vaginally for support until the 14th week
of gestation. The pregnancy continued until 39 weeks. The delivery was by cesarean section with a
3,200 g neonate, without complications.
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Figure 1. Minimally invasive treatment. A. Ruptured cornual ectopic pregnancy with active bleeding. B. Placement of an endosuture (Vycril 1-0) through the mesosalpinx,
producing vascular blockage of the tubal branch of the uterine artery. C. Resection of the cornual pregnancy with a 5-mm Ligasure to reinforce hemostasis

Discussion

Heterotopic pregnancies are rare when they occur spontaneously, but an increased incidence has
been observed with the use of assisted reproductive techniques >*. This type of pregnancy has the
characteristic of producing massive bleeding with hemodynamic compromise and a high risk of
maternal death (8). The main objective of managing a heterotopic pregnancy is to stabilize the
patient and preserve the intrauterine pregnancy °.

Its management is controversial, and depends on the clinical presentation, the patient's
hemodynamic status, and the surgical skills of the medical team . Surgical management is the
choice when the patient is hemodynamically unstable or has profuse vaginal bleeding °. Minimally
invasive surgical techniques have been accepted since 2000 *, and exploratory laparotomy is

the surgical option in cases of acute abdomen with hemodynamic instability. The access route
depends on the experience of the surgical team and the degree of instability of the patient. The
minimally invasive approach generates shorter hospital stays, better pain management, a lower
infection rate, and less disability compared to open surgery (laparotomy) '°. Among the minimally
invasive surgical techniques for the management of cornual ectopic pregnancies described in the
medical literature are: 1. Laparoscopic cornuonostomy: Complete incision of the cornual region,
recommended for masses smaller than 4 cm. 2. Laparoscopic cornuectomy: Resection of only

the affected cornual region. These techniques carry a high risk of uterine rupture during ongoing
pregnancy ',

The case presented is a ruptured heterotopic cornual pregnancy, diagnosed early, at 9 weeks of
gestation, in a patient using an intrauterine device. Although the patient was mildly tachycardic and
showed signs of peritoneal irritation, her general condition allowed for the laparoscopic approach,
combined with the surgical team's experience in minimally invasive techniques. A larger-caliber
trocar (10 mm; a 5 mm trocar is normally used) was used at the level of the iliac fossa contralateral
to the lesion to allow rapid aspiration of the hemoperitoneum, allowing observation of the affected
area and thus proceeding to control the bleeding source. Unlike what is described in the medical
literature, the tubal branch of the uterine artery is ligated, thereby achieving hemostatic control

for the patient. The ectopic pregnancy is subsequently removed with a 5 mm Ligasure, reinforcing
hemostasis as described in the reported surgical techniques.

This surgical approach is recommended in clinical scenarios where a diagnosis of a ruptured

or unruptured heterotopic pregnancy at the cornual level is presented, diagnosed in a timely
manner (before 10 weeks), as long as the patient's hemodynamic status allows it, in hospitals with
physicians adequately trained in laparoscopy, as it allows for adequate hemodynamic management
of the patient associated with adequate progression and viability of the concomitant intrauterine
pregnancy. The need for follow-up of patients undergoing this technique is emphasized to
determine whether implementing this surgical approach reduces the risk of uterine rupture in both
the current intrauterine pregnancy and a future pregnancy.
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