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Case Report

A case of heterotopic pregnancy with intrauterine and cervical
pregnancy coexisting: intrasacular KCl injection, intrauterine
pregnancy being preserved, and then massive bleeding at 32 weeks
Javier Navarro Sierra1,*, Andrea Espiau Romera2, María Jesús Puente Luján1,
Rebeca Herrero Serrano1, María Jesús Franco Royo1, Carlos De Bonrostro Torralba1,
Belén Rodríguez Solanilla1

1Department of Obstetrics & Gynecology of Miguel Servet University Hospital, 50009 Zaragoza, Spain
2Department of Obstetrics & Gynecology of Lozano Blesa University Clinical Hospital, 50009 Zaragoza, Spain
*Correspondence: jnavarro_11@telefonica.net (Javier Navarro Sierra)
Academic Editor: Michael H. Dahan
Submitted: 7 February 2021 Revised: 5 May 2021 Accepted: 8 May 2021 Published: 12 January 2022

Abstract

Background: Heterotopic pregnancy is the condition in which intrauterine and ectopic pregnancy coexist. The conservative management
of the ectopic pregnancy, with the intrauterine pregnancy preserved, has been reported. Case(s): Here, we report a very rare case:
intrauterine and cervical pregnancy coexist: intrasacular Potassium chloride (KCL) injection successfully terminated cervical pregnancy
with intrauterine pregnancy preserved, but later massive bleeding occurred from the cervix. A 39-year-old woman at 7+1 weeks was
diagnosed with a heterotopic cervical gestation, with intrauterine and cervical sac, both with live embryos. The ectopic pregnancy was
successfully terminated with intrasacular injection of KCl, preserving the intrauterine pregnancy. At 32+4 weeks of gestation the patient
started with a profuse bleeding from the cervical sac, causing maternal hypotension (80/45 mmHg) and tachycardia (160 bpm) and a
decelerative pattern in the cardiotocographic fetal monitoring, prompting us to perform caesarean section. The cessation of bleeding
was achieved using a double balloon intracervical catheter, which was withdrawn 24 hours after its insertion without observing a new
bleeding episode. The patient was discharged after 8 days and the newborn after 35 days of life, both in good health. Conclusions:
Conservative treatment of a heterotopic gestation is possible, managing to preserve the viability of the intrauterine pregnancy.
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1. Introduction
Heterotopic pregnancy (HP) is a clinical situation in

which an intrauterine pregnancy and an ectopic pregnancy
coexist. It is a rare condition with an incidence of 1/30000,
but after the generalization of assisted reproductive tech-
niques (ART), it amounts to 0.15–1% [1,2].

The actual aetiology of HP is uncertain, but the use of
ART, pelvic inflammatory disease, previous tubal or uterine
surgery, a previous ectopic pregnancy, a history of recur-
rent abortions, or a syndrome of ovarian hyperstimulation,
are known as risk factors [2–4]. Based on these, the ectopic
gestational sac can be located in the fallopian tube (the most
frequent location), in the uterine horn, cervix, previous cae-
sarean section scar or abdominal cavity [4].

The cervical location of HP is very unusual and is re-
lated to a higher incidence of maternal-fetal complications,
such as prematurity, abundant vaginal bleeding and the per-
formance of an emergency hysterectomy [5,6].

Nowadays, there are several therapeutic options to
consider when managing an ectopic cervical pregnancy. A
recent review of the main guidelines on the management
of ectopic pregnancies suggests that cervical ectopic preg-
nancies with viable embryo exceeding 9 weeks with serum

β-human chorionic gonadotrophin (β-hCG) levels greater
than 10.000 IU/L or a crown-rump length greater than 10
mm, should be treated with a combination of intramus-
cular methotrexate (MTX) with other procedures (such as
curettage or cervical blocking or uterine artery emboliza-
tion (UAE) or local injection of MTX or potassium chlo-
ride). Besides, surgical methods should be restricted to
women with life-threatening bleeding [7]. However, this
management could be different in cases of cervical hetero-
topic pregnancies in order to preserve the intrauterine ges-
tation.

A case of cervical heterotopic pregnancy with live
embryo treated conservatively with sacular aspiration and
puncture with KCl guided by ultrasound, achieving the
preservation of intrauterine pregnancy, is presented. More-
over, conservative management of severe vaginal bleeding
occurring in third trimester as a secondary complication to
cervical pregnancy using a double balloon catheter is de-
scribed.

2. Case presentation
A 39-year-old woman was admitted to our emergency

department at 7+1 weeks of gestation with vaginal bleed-
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Fig. 1. Heterotopic pregnancy with intrauterine gestation and cervical ectopic gestation with live embryo. (A) Coexistence of
intrauterine gestational sac (left sac) and ectopic gestational sac in the anterior cervical wall (right sac). (B) 36 × 50 × 21 mm ectopic
gestational sac in anterior cervical wall. (C) 51 × 18 × 49 mm intrauterine gestational sac. (D) Ectopic gestational sac in the anterior
cervical wall with an 11 mm live embryo according to 7+2 weeks.

Fig. 2. Persistence of a cervical image in the second trimester ultrasound. (A) Persistence of a 38 × 27 mm cervical image in the
second trimester ultrasound. (B) The cervical image without Doppler uptake inside.

ing and abdominal pain. The reproductive history included
a eutocic delivery and a surgical history of right salpingec-
tomy due to ectopic pregnancy. The current pregnancy was
achieved after in vitro fertilization.

On examination, the abdomen was soft and depress-
ible. Gynaecological examination revealedmoderate active
bleeding and a permeable external cervical os. In the ultra-

sound, two gestational sacs were observed, one of them in
the uterine fundus with a live embryo of 11 mm according
to 7+2 weeks of gestational age and a second sac of 36 ×
50 × 21 mm with a live embryo of 11 mm in the anterior
cervical wall (Fig. 1). A complete analysis was requested,
which showed mild anemia (Haemoglobin (Hb) 10.5 g/dL,
Haematocrit (Hct) 33.2%, leukocytes 12,500/mm3, neu-
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Fig. 3. Cook Medical® double balloon catheter. (A) Cook
Medical® double balloon catheter. (B) Cook Medical® double
balloon catheter filled with 80 cc of PSS in the intrauterine bal-
loon and 100 cc in the vaginal balloon.

trophils 82.3%, C-reactive protein (CRP) 1.32mg/L). It was
decided not to monitor serum β-hCG levels due to the co-
existence of intrauterine pregnancy.

Due to the hemodynamic and analytical stability of
the patient and once the informed consent was signed, an
ultrasound-guided intrasacular injection of the cervical ges-
tation with 2mEq of KCl in 2mL of physiological saline so-
lution (PSS) was carried out at 8+0 weeks of gestation, us-
ing Ovum Aspiration Needle Cook Medical® (Cook Med-
ical, Brisbane, Australia) and subsequently aspirating the
ectopic sac until its collapse. Cessation of heartbeat in ec-
topic embryo and vitality of the intrauterine embryo was
verified by Doppler using Thosiba Xario (Thosiba Medical
Systems, Tochigi, Japan) 100 ultrasound.

During admission, the stability of the residual cervical
mass was sonographically verified, without the patient pre-
senting haemorrhagic complications or severe pain. Thus,
she was discharged seven days after surgery, on 200 mg
vaginal progesterone (Laboratorios EFFIK, Madrid, Spain)
every 24 hour, a treatment she maintained until week 28 of
gestation. The pregnancy was uneventful except for a diag-
nosis of gestational diabetes treated with insulin, observing
persistence of a 38 × 27 mm cervical image in the second
trimester ultrasound without Doppler uptake inside (Fig. 2).

However, at week 30 of gestation, the patient was ad-
mitted due to premature rupture of the membranes, without
evident uterine contractions, setting lung maturation with
two doses of intramuscular betamethasone 12 mg separated
24 hours and prophylactic intravenous antibiotic therapy.
During admission, the patient presented anemia (Hb 9.7
g/dL), leucocytosis up to 16,200 and elevated CRP to 5.05
mg/dL, although she was apyretic.

At week 32+4 of gestation, the patient started with ir-
regular uterine contractions associated with maternal and

fetal tachycardia, so it was decided to induce labour with
vaginal misoprostol (Laboratorios BIAL, Madrid, Spain)
due to suspected chorioamnionitis (T 37.9 ◦C, 16,200
leukocytes, 81% neutrophils and CRP 3.87 mg/dL). Dur-
ing the induction process, a cervical exploration was per-
formed, observing profuse bleeding from a cervical arteri-
ole. The patient presented hypotension (80/45 mmHg) and
tachycardia (160 bpm) and a decelerative pattern was ob-
served in the cardiotocographic fetal monitoring, for which
an urgent caesarean section was carried out, obtaining a live
fetus in cephalic, 1800 g, Apgar 3/7, pH 6.91 (arterial), 6.94
(venous).

At the end of the caesarean section, the patient had an
Hb of 6.3 g/dL and Hct of 18.9%, requiring treatment with 1
g of tranexamic (Medochemie Ltd, Limassol, Cyprus) acid,
1 g of fibrinogen (CSL Behring Gmbh, Marburg, Germany)
and one pack of red blood cells in the operating room. Be-
sides, persistence of cervical bleeding was observed, so
it was decided to place a Cook Medical® double balloon
catheter filled with 80 cc of physiological saline solution
(PSS) in the intrauterine balloon and 100 cc in the vagi-
nal balloon (Cook Medical, Bloomington, Indiana, USA)
(Fig. 3), achieving the cessation of bleeding.

The double balloon catheter was withdrawn 24 hours
after its insertionwithout observing a new bleeding episode.
The patient required the transfusion of a total of five packs
of red blood cells during the admission and was discharged
on the eighth day asymptomatic with haemoglobin of 10.4
g/dL. Moreover, the newborn was admitted to neonatology
presenting a favourable evolution and being discharged at
35 days of life.

3. Discussion
HP is an unusual entity that rarely appears in sponta-

neous pregnancies; however, its incidence has increased in
recent years due to the use of Assisted Reproductive Tech-
niques (ART), especially in those techniques that involve
embryo transfer [1,2].

Currently, the reason why ART predisposes to abnor-
mal implantation of the embryo at the cervical level is un-
known, although it could be related to risk factors common
to this type of patient (cervical abnormalities, history of pre-
vious curettage) as well as factors associated with the tech-
nique used in embryo transfer such as cervical lesion during
the procedure, volume and viscosity of the transfer medium
or reflux of the transferred embryo from the cavity to the
cervix [5,8].

The cervical location of HP is very infrequent, and fur-
thermore, it presents some specific characteristics. For ex-
ample, patients usually begin with vaginal bleeding, present
in up to 80% of the cases recently reviewed by Terra et al.
[5].

In fact, when a cervical HP is diagnosed, the possi-
ble complications that may appear during the rest of the
pregnancy must be taken into account. Terra et al. [5]
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describe in their series that 20% of cases are associated
with prematurity (this being the most frequent complica-
tion), followed by heavy bleeding that requires transfusion
and emergency hysterectomy. In this sense, the complete
evacuation of the cervical pregnancy seems to be essen-
tial to avoid complications; Kim JW et al. [6] published
that 91.7% of the cases in which complete evacuation was
achieved did not present complications, while 58.3% of the
cases in which trophoblastic tissue persisted suffered from
problems, mainly bleeding or infection.

Possibly, the episode of preterm birth secondary to
chorioamnionitis, as well as the complication of severe
vaginal bleeding described in this case, were due to incom-
plete evacuation of the cervical sac with persistence of tro-
phoblastic tissue at this level even though the cervical image
did not have a Doppler signal inside.

Nowadays, the management of HP is a challenge for
obstetricians since there is no clear consensus on which is
the most appropriate therapeutic option and we must take
into account that a large percentage of patients with HP de-
rive from ART and have a strong desire to preserve the vi-
ability of intrauterine gestation. Therefore, it seems rea-
sonable to carry out a conservative management of these
patients when it is possible and we should avoid the use of
MTX due to its teratogenic risk [9]. In this sense, sacular
aspiration with injection of KCl is an effective option that
we should take into account given the cervical location of
the sac and the easy access by ultrasound-guided puncture
[5].

Kwon et al. [10] have recently argued that in those
hemodynamically stable women who present a heterotopic
interstitial pregnancy with cardiac activity in the extrauter-
ine embryo, the best therapeutic option is sacular aspira-
tion with KCl injection since it is a less invasive technique,
with less blood loss, with less surgical morbidity and that
preserves the fertility of the patient. We hypothesize that
this technique would also be of choice in cases in which
the HP is in locations of difficult surgical access such as
the cervix, as in the case presented here, a previous cae-
sarean section scar or at the cornual level [5,11]. Further-
more, in the specific case of cervical ectopic pregnancies,
the use of this technique seems logical given the easy access
by ultrasound-guided puncture [5].

4. Conclusions

Heterotopic pregnancy is an increasingly frequent
clinical situation due to the greater use of assisted reproduc-
tive techniques. Performing a conservative management
of the ectopic pregnancy may be possible, achieving the
preservation of the intrauterine pregnancy. Besides, the cer-
vical location of the ectopic sac may be associated with an
increased risk of severe bleeding, which can be managed
conservatively through the use of a double balloon catheter.

Author contributions
JNS, AER, MJPL, RHS and MJFR designed and per-

formed the research study. CBT and BRS collected data
and taken the pictures. JNS, AER and MJPL wrote the
manuscript. All authors contributed to editorial changes
in the manuscript. All authors read and approved the final
manuscript.

Ethics approval and consent to participate
The patient gave us her verbal informed consent for

the publication of this manuscript. The study was con-
ducted in accordance with the Declaration of Helsinki, and
it was approved by the Ethics Committee of our hospital
(PI18/142).

Acknowledgment
Not applicable.

Funding
This research received no external funding.

Conflict of interest
The authors declare no conflict of interest.

References
[1] Perkins KM, Boulet SL, Kissin DM, Jamieson DJ. Risk of ec-

topic pregnancy associated with assisted reproductive technol-
ogy in the United States, 2001–2011. Obstetrics & Gynecology.
2015; 125: 70–78.

[2] Shang J, Peng R, Zheng J, Lin M. The indicator of clinical out-
comes for patients with heterotopic pregnancy following in-vitro
fertilization with embryo transfer. Taiwanese Journal of Obstet-
rics and Gynecology. 2019; 58: 827–832.

[3] Jeon JH, Hwang YI, Shin IH, Park CW, Yang KM, Kim HO.
The risk factors and pregnancy outcomes of 48 cases of hetero-
topic pregnancy from a single center. Journal of Korean Medical
Science. 2016; 31: 1094–1099.

[4] Lv S, Wang Z, Liu H, Peng J, Song J, Liu W, et al. Man-
agement strategies of heterotopic pregnancy following in vitro
fertilization-embryo transfer. Taiwanese Journal of Obstetrics
and Gynecology. 2020; 59: 67–72.

[5] Terra MEFF, Giordano LA, Giordano MV, Sá RAM, Campos
F, Yadid IM, et al. Heterotopic cervical pregnancy after in-vitro
fertilization—case report and literature review. JBRA Assisted
Reproduction. 2019; 23: 290–296.

[6] Kim JW, ParkHM, LeeWS,Yoon TK.What is the best treatment
of heterotopic cervical pregnancies for a successful pregnancy
outcome? Clinical and Experimental Reproductive Medicine.
2012; 39: 187–192.

[7] Tsakiridis I, Giouleka S, Mamopoulos A, Athanasiadis A, Dagk-
lis T. Diagnosis andManagement of Ectopic Pregnancy: a Com-
parative Review of Major National Guidelines. Obstetrical &
Gynecological Survey. 2020; 75: 611–623.

[8] Pinto BB, Torres TP, Narváez MB, Rojas XB, Burgos IA, Con-
stante PE. Heterotopic cervical pregnancy management after
a highcomplexity assisted reproduction procedure. JBRA As-
sisted Reproduction. 2016; 20: 89–90.

[9] Barrenetxea G, Barinaga-Rementeria L, Lopez de Larruzea A,
Agirregoikoa JA, Mandiola M, Carbonero K. Heterotopic preg-

4

https://www.imrpress.com


nancy: two cases and a comparative review. Fertility and Steril-
ity. 2007; 87: 417.e9–417.e15.

[10] Kwon B, Kang S, Lee HJ, Kim M, Lee YH, Im J, et al. Non-
surgical management and obstetric outcomes of heterotopic in-
terstitial pregnancies. Minimally Invasive Therapy & Allied

Technologies. 2020; 29: 375–379.
[11] Wallach EE, Tal J, Haddad S, Gordon N, Timor-Tritsch I. Het-

erotopic pregnancy after ovulation induction and assisted repro-
ductive technologies: a literature review from 1971 to 1993. Fer-
tility and Sterility. 1996; 66: 1–12.

5

https://www.imrpress.com

	1. Introduction 
	2. Case presentation
	3. Discussion 
	4. Conclusions
	Author contributions
	Ethics approval and consent to participate
	Acknowledgment
	Funding
	Conflict of interest

