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ABSTRACT: Implantation of the blastocyst anywhere else other than the uterine cavity is ectopic
pregnancy. Ovarian Pregnancy is one of the rare forms of an ectopic pregnancy. The incidence of
ovarian pregnancy is 0.15 to 3 % ! of all ectopic pregnancies. Here we present a case of ruptured
ovarian pregnancy, which was preoperatively diagnosed as ruptured tubal pregnancy and later found
to be an ovarian pregnancy at laparotomy.
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INTRODUCTION: Primary ectopic pregnancy is one of the rarest varieties of ectopic pregnancy and
incidence varies from 1 in 7000 to 1 in 40000 23 pregnancies. The primary difference between a tubal
ectopic pregnancy and an ovarian pregnancy is that it is not associated with PID or infertility. The
risk of ovarian ectopic pregnancy in patients using IUDs is controversial.

CASE REPORT: Mrs. X, A 34 year old female, Gravida: Three, Para: one, Abortion: One, reported to the
gynecological casualty with 46 days of amenorrhea, abdominal pain and giddiness for two hours. Her
prior menstrual cycles were normal. Urine beta hCG pregnancy test was positive.

On examination, patient was conscious; pallor was present, with a pulse rate of 90/minute,
blood pressure of 90/70 mm Hg and tenderness in the right iliac fossa. A brownish discharge was
noticed on speculum examination.

Bimanual examination showed normal uterine size, cervical movement tenderness and
fullness of the fornices. Pelvic ultrasonography revealed a right adnexal mass with empty uterine
cavity, thickened endometrium and free fluid in pouch of Douglas.

A provisional diagnosis of a ruptured ectopic pregnancy was considered and emergency
laparotomy was performed. Intraoperatively hemoperitoneum containing blood clots (approximately
300 - 400 grams) and blood (approximately 500ml) was found. Uterus, bilateral tubes and left ovary
were normal with no signs of tubal abortion.

The right ovary was enlarged with bleeding from the surface of the ovary. Partial
ovariectomy was done including the bleeding site and sent for histopathological examination with a
differential diagnosis of hemorrhagic corpus luteal cyst or ruptured ovarian pregnancy.
Intraoperatively one unit of blood was transfused. Her postoperative period was uneventful.
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Figure 1: Intraoperative findings of
ruptured right ovarian pregnancy

Histopathological examination showed chorionic villi and trophoblastic tissue in a
background of hemorrhagic ovarian stroma.

Figure 2: Microscopic image showing trophoblastic tissue
In ovarian stroma. (H & E staining 100X magnification)

DISCUSSION: The ovarian pregnancy may be misdiagnosed as a corpus luteum cyst. Hence the
primary criteria for the diagnosis of ovarian pregnancy were described by Spiegelberg*in 1878.

The fallopian tube on the affected side must be intact.

The fetal sac must occupy the position of the ovary.

The ovary must be connected to the uterus by the ovarian ligament.

Ovarian tissue must be located in the sac wall.

Ultrasound, especially TVS has proved to be an invaluable tool in the diagnosis, where
hyperechoic appearance of the trophoblast surrounded by thickened hypoechoic ovarian tissue is the
only indication of an ovarian ectopic gestation.5 Even then; it can be mistaken for a hemorrhagic
corpus luteum or ovarian cyst.

In the past, ovarian pregnancy has been treated by ipsilateral ovariectomy, but the trend has
shifted towards conservative surgery like partial ovariectomy or cystectomy. The use of methotrexate
in a carefully selected case may further be beneficial in conserving future fertility.6
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Medical treatment has a limited role as diagnosis of ovarian ectopic may be difficult until we

perform laparoscopy. Laparoscopy is the gold standard for diagnosis and treatment of ovarian

ectopic pregnancy.’
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