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INTRODUCTION 

An ectopic pregnancy is when the implantation and 

development of embryo occurs outside the uterine cavity 

like in fallopian tube, cervix, ovary, abdomen or previous 

caesarean scar.1 Ovarian pregnancy is a rare form of 

ectopic pregnancy, but it is the most common type of 

non-tubal ectopic pregnancy.2 The incidence of ectopic 

pregnancies is 1-2% of all pregnancies and location in the 

ovary, is 3% of all ectopic pregnancies. The incidence 

has been reported to be about 1:7000 to 1:40000.3   

Ovarian ectopic pregnancy is a condition that can 

endanger the life of a woman, if it is not diagnosed early 

and managed actively. An untreated ovarian pregnancy 

can cause potentially fatal intra-abdominal bleeding and 

thus leading to shock. It is one of the most common 

gynaecological emergencies, a major cause of maternal 

morbidity and accounts for 10-15% of maternal demise, 

with the reduction in case fatality rates over the years.4,5  

Amenorrhoea, abdominal pain, vaginal bleeding are the 

classical symptoms found in ectopic pregnancies. Pain is 
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one of the most common symptoms which varies with 

severity and nature of the cases. Traditional risk factors 

for ovarian ectopic pregnancy are intrauterine device, 

pelvic inflammatory diseases, and ovulatory drugs and 

assisted reproductive techniques. It must be noted, 

however, that it can occur in the absence of any 

antecedent risk factor.6 

Preoperative diagnosis is challenging, but ultrasound, 

especially transvaginal scanning is helpful in diagnosis.  

Diagnostic delay may lead to a rupture, secondary 

implantation, operative difficulties and maternal death; 

therefore, awareness of this rare condition is important in 

reducing the associated morbidities.7   

Diagnosis is based on surgical and histopathological 

observations and it continues to challenge the practising 

clinician. Authors report a case of primary ovarian 

pregnancy presenting with unusual laparoscopic findings.  

CASE REPORT  

A 24 years old female Gravida 2 MTP 1 came to O.P.D. 

with history of 2 months amenorrhoea, per vagina 

spotting for 3 days and mild intermittent abdominal pain 

on right side and bloating sensation for 2 days. Her 

previous menstrual cycles were regular, painless with 

moderate flow.  

 

Figure 1:  Ultrasound picture showing right adnexal 

mass. 

Obstetric history is MTP done one year back with MTP 

pills, no check curettage done. There was no significant 

past medical or surgical history or history of any previous 

ectopic pregnancy, IUCD insertion, or assisted 

reproductive techniques. On examination, patient had 

moderate pallor, vitally stable with pulse 90/min, BP 

100/70mmhg. On per abdomen examination, mild 

tenderness could be elicited in right iliac fossa. On per 

vaginum examination, uterus is anteverted, bulky with 

right sided forniceal fullness and minimal cervical motion 

tenderness.  

Count 2.36 l/mm3, beta HCG level was 2007.5IU/ml (on 

admission) and USG findings suggestive of right adnexal 

mass with increased vascularity, B/L ovaries appeared 

normal, most likely right sided tubal ectopic pregnancy of 

5.4 weeks gestation. No free fluid. 

 

Figure 2: Ovarian ectopic mass. 

On investigations, urine pregnancy test is positive, 

complete blood count done with Haemoglobin 9.2mg/dl, 

platelet count 2.36 l/mm3, beta HCG level was 

2007.5IU/ml (on admission) and USG findings 

suggestive of right adnexal mass with increased 

vascularity, B/L ovaries appeared normal, most likely 

right sided tubal ectopic pregnancy of 5.4 weeks 

gestation. No free fluid. Patient was haemodynamically 

stable. After 48 hours, repeat beta HCG levels were 

2315IU/ml. 

 

Figure 3: Left ovary. 

 

Figure 4: Ectopic mass attached to ovary with pedicle. 
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Operative laparoscopy was done with intra operative 

findings of right sided mass of about 4x4cm seen 

attached to right ovary with a pedicle, left sided ovary 

appeared bulky. B/L fallopian tubes appeared intact and 

normal and no haemoperitonium noted.  

Excision of ectopic mass was done by coagulating and 

cutting the pedicle and specimen was sent for 

histopathology.  

Histopathological examination revealed the presence of 

chorionic villi with presence of ovarian stromal tissue in 

background. Thus, according to Spigelberg’s criteria for 

ovarian ectopic, the diagnosis of unruptured ovarian 

ectopic pregnancy was made. 

 

Figure 5: Histopathological picture showing 

degenerated chorionic villi with ovarian stromal 

tissue. 

DISCUSSION 

The first case of primary ovarian ectopic pregnancy was 

reported by St. Maurice in 1689.7,8 Ovarian ectopic 

pregnancy is an uncommon form of all ectopic 

pregnancies. Incidence is one in 7000-40,000 

pregnancies. It can be a primary ovarian pregnancy or 

secondary to a ruptured tubal pregnancy. Cause of 

ovarian pregnancy remains unknown but as per some 

hypothesis, reflux of the conceptus following a normal 

fertilization from the uterus, failure to release ovum from 

ruptured follicle, altered tubal motility and also the 

inflammatory thickening of tunica albugenia may be the 

reasons of ovarian implantation.9 

Ovulatory medication assisted reproductive techniques, 

pelvic inflammatory disease, intrauterine device, 

endometriosis are few risk factors that are strongly 

associated with ovarian ectopic pregnancy.6 But it may 

also occur without any antecedent risk factors.10 Lehfeldt 

et al, in his study stated that contraceptive IUD prevents 

intrauterine implantation in 99.5%, tubal implantation in 

95% and none at all in ovary.11  And also, only a few 

cases of ovarian pregnancy following tubal ligation have 

been reported as per the literature survey.12 

Our case presented with the classical symptoms of 

amenorrhoea, bleeding per vaginum and pain in 

abdomen. Due to low incidence, clinical suspicion of 

ovarian ectopic pregnancy tends to be low. Other 

conditions like tubal pregnancy, ruptured haemorrhagic 

corpus luteal cyst, torsion of ovary or chocolate cyst can 

also present similarly.13 Diagnosis of ectopic pregnancy 

can often be made on the basis of history, clinical 

presentation, serum beta-HCG level and pelvic 

ultrasonography. But it has been reported that 

quantitative βHCG level may be unreliable predictor and 

ultrasound examination may be misleading as there is no 

evidence based diagnostic criteria of ovarian pregnancy 

on ultrasonography. 

In present case, laparoscopic findings raised the suspicion 

of abortion of tubal ectopic (tubal miscarriage), ovarian 

pregnancy, secondary abdominal pregnancy. Diagnosis of 

ovarian ectopic was made on the basis of criteria of 

Spigelberg: the fallopian tube on the affected side must be 

intact, the foetal sac must occupy the position of ovary, 

the ovary must be connected to the uterus by the ovarian 

ligament, ovarian tissue must be located in the sac wall.14 

Management of ovarian pregnancy is usually surgical, as 

maximum patients present late with profuse bleeding, 

shock and diagnosis is made intraoperatively. Most 

preferred surgery is partial oophorectomy or cystectomy 

by either laparotomy or laparoscopy.15 Laparoscopy with 

ovarian sparing in the stable woman is today the surgical 

treatment of choice.16 Sometimes, oophorectomy may be 

suggested.  

The alternative treatment especially for unruptured 

ovarian pregnancy is methotrexate therapy but under 

strict supervision. Systemic methotrexate can be used to 

treat ovarian ectopic pregnancy when the risk of surgery 

is high, or postoperatively in the presence of persistent 

residual trophoblast or persistently raised b-HCG 

levels.17,18 

CONCLUSION 

The diagnosis of primary ovarian pregnancy continues to 

challenge clinicians. It should be entertained as one of the 

important differential diagnosis in a female of 

reproductive age group with a history of amenorrhea of 

short duration. Whenever suspicion arises, serum beta 

HCG estimation and transvaginal ultrasound by an 

experienced sonologist can help in the diagnosis. 

Laparoscopy is gold standard in these cases, both for 

diagnosis and treatment. However, histopathological 

examination is confirmatory and always mandatory.  

Though rare among ectopic sites, ovarian implantation 

has increased risk of life-threatening condition as the 

ovaries have dual blood supply and due to such high 

vascularity, rupture of ectopic sac will exsanguinate the 

patient quickly. A strong index of suspicion is required to 

ensure timely diagnosis and prompt treatment. 
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