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ABSTRACT: BACKGROUND: Ovarian pregnancy is seen rarely. Diagnosis is based on criteria 

established in 1878 by Spiegelberg. It is often done during surgery and requires histological 

consideration. The condition has not been reported locally and its diagnosis is easily missed. CASE: A 

26 Years old women, primigravida with history of pulmonary tuberculosis in past presented with 

acute abdomen and clinical picture suggestive of ectopic pregnancy. Ultrasound showed a complex 

right adnexal mass. On exploration, was found to be ruptured ovarian pregnancy. Right partial 

oophorectomy was done. Histopathology report confirmed the diagnosis of ovarian ectopic. 

CONCLUSION: Ovarian ectopic is rarest of the rare condition which present late and is hazardous for 

the reproductive status of a women. 
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INTRODUCTION: Primary ectopic ovarian pregnancy is seen rarely. The incidence of such 

pregnancies varies from 0.001% to 0.013% of normal pregnancies and from 0.17% to 1% of ectopic 

pregnancies.1 A rare case of primary ovarian ectopic on antituberculous treatment for pulmonary 

Koch’s made it still rarer and prompted us to report this case. 

 

CASE REPORT: A 23 year old female married since 3 months with 41 days amenorrhea, complained 

of severe nausea &vomiting with mild lower abdominal pain but no associated vaginal bleeding. Her 

urine pregnancy test was negative. Patient was a diagnosed case of pulmonary Koch’s taking 

antituberculous drugs since 5 months. On examination, the patient looked pale with slight discomfort, 

pulse rate 108/minute, BP 90/60 mm Hg. Abdomen was slightly distended and tender. On P/V 

examination cervix, vagina was normal and uterus was of normal size. Cervical movements were 

extremely tender and right adnexa was palpable. Ultrasonography revealed a right adnexal mass of 

5.6cm×4.8 cm with minimal free fluid in cul de sac. Right ovary was not visualized separately from 

the mass. 

On exploration, hemoperitoneum of 1000 ml with grossly normal fallopian tubes and left 

ovary except for the flimsy adhesions in pouch of Douglas and peritubal region. The right ovary was 

enlarged, hemorrhagic, (Fig. 1) showing rupture of the tunica albuginea. Right partial oophorectomy 

with adhesiolysis was done and tissue sent for histopathology. Cut section showed placental tissue 

and blood clots grossly and were surrounded by ovarian stroma and some yellow corpus luteal 

tissue. The fallopian tubes showed no evidence of any products of conception. The ovarian tissue 

microscopically showed ovarian stroma, corpus luteum and products of conception. 

 

DISCUSSION: Ovarian pregnancy is a rare event. Reports vary from one in 2100 to 60, 000, making 

ovarian pregnancy 1 to 3%of all ectopic pregnancies 2. Patient was a diagnosed case of pulmonary 
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tuberculosis with evidence of chronic pelvic inflammation. Other risk factors include previous pelvic 

inflammatory disease, IUCD use, endometriosis, and assisted reproductive technologies.2 

The case presented with minor complaints viz nausea and vomiting with mild lower 

abdominal pain. In a study of six cases of ovarian pregnancy, Comstock et al2 found abdominal pain 

and light vaginal bleeding to be common presenting symptoms. Diagnosis of ovarian ectopic is 

frequently missed because of its late presentation and mild symptoms. 

In 1878, spiegelberg3 described four criteria for the pathologic diagnosis of ovarian 

pregnancy: 

 The tube has to be entirely normal. 

 The gestational sac has to be anatomically located in the ovary. 

 The ovary and the gestational sac have to be connected to the uterine ovarian ligament. 

 Placental tissue has to be mixed with ovarian cortex. 
 

The conditions most commonly confused with ectopic ovarian pregnancy, both clinically and 

pathologically are ruptured hemorrhagic corpora lutea, "chocolate" cysts and ruptured tubal ectopic 

pregnancies. Patient satisfied all these criteria’s. Ultrasound is routinely used as a baseline 

investigation. Appearance of a wide echogenic ring on the ovary, frequently with a yolk sac or fetal 

parts is suggestive of ovarian gestation. Doppler ultrasonography seems to offer little additional 

diagnostic value due to the high vascularity of the ovary.2 Diagnostic laparoscopy frequently is 

required to make the diagnosis of ovarian pregnancy, which is only later confirmed by histological 

examination of removed tissue.4 

Treatment of ovarian pregnancy usually requires oophorectomy or wedge resection of the 

ovary. Seinera 5 et al reported a series of eight patients treated with conservative ovarian surgery 

with no persistent pregnancies. Einenkel6 et al reported a case of primary ovarian pregnancy which 

was treated with laparoscopic cystectomy. Medical management with methotrexate may be an option 

if there remains persistent trophoblastic tissue after Laparoscopy.6 If future fertility is desired, wedge 

resection may be considered.6 Oophorectomy should be reserved for cases of advanced gestation. 

Partial oophorectomy was done considering the primigravida status of the patient. Subsequent 

pregnancy has been usually uncomplicated 5. 
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Fig. 1: Photograph showing right sided 
ruptured ovarian ectopic gestation 


