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ABSTRACT

Ectopic pregnancy (implantation anywhere outside the normal uterine cavity) is the most common pregnancy
complication leading to mortality. In the era of artificial reproductive techniques and liberated life style, ectopic
pregnancy is not rare. However, ovarian pregnancy is an uncommonly encountered variety of ectopic pregnancy,
and a definitive preoperative diagnosis is very challenging. Intraoperative findings and histopathology usually
provide the final diagnosis. High serum beta human chorionic gonadotrophin levels, lack of an intrauterine
gestational sac, tubo ovarian mass on ultrasonography (USG), patient’s risk factors, in addition to the
Spiegelberg’s criteria gives a high probability of ovarian pregnancy. Management with surgical approach is
required in all cases. We have made an attempt to present a case of ovarian pregnancy, consistent with
Spiegelberg’s criteria. Our case demonstrates the difficulty in preoperative and intra operative diagnosis of
ovarian ectopic, the final confirmation has been made by histopathology.
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INTRODUCTION

The incidence of ectopic pregnancy has been on the
rise over the past two decades. It has increased from 1
in 150 pregnancies to about 1 in 40 pregnancies in the
present times. Ectopic gestation may be extrauterine
(tubal, ovarian, abdominal) or uterine(interstitial,
rudimentary horn of the bicornuate uterus, cervical,
caesarean scar)1. Ovarian pregnancy is a rare variant
of ectopic pregnancy, with a reported incidence of
1/7000 - 1/40,000 pregnancies2, 3. It remains a
challenge for the diagnosis, even today, in spite of the
availability of sophisticated diagnostic technologies.
There are very few reports of an accurate
preoperative diagnosis, utilizing ultrasonography.
Most commonly, patients undergo surgery for
suspected ruptured tubal ectopic pregnancy,
hemorrhagic corpus luteum or hemorrhagic ovarian
cyst. Fortunately, the final diagnosis is provided by

histopathological examination, otherwise, it would
have remained enigmatic, creating a confusion for the
clinicians. It is not easy, even for the pathologist to
confirm the final diagnosis, but, with great difficulty,
using the Spiegelberg’s criteria, a team of efficient
pathologists, can provide an accurate diagnosis.

CASE REPORT

A 25 year old female, P3L3, not sterilized, was
admitted in the emergency ward of Sri
Venkateshwaraa Medical college and research
centre, Ariyur, Pondicherry, with history of acute
onset of abdominal pain , not associated with any
vomiting, loose stools or giddiness. On enquiry,
patient gave a history of one and a half month of
amenorrhea.On examination, patient had a pulse rate
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of 90/min, blood pressure of 90/60mmhg and severe
pallor was present.On abdominal examination,
generalized tenderness was noted all over the
abdomen. Urine pregnancy test was positive. On
clinical assessment, a diagnosis of ruptured ectopic
pregnancy was made. Blood samples collected for
the routine investigations. Hb: 7.3G%, PCV: 24%,
Blood group: O positive.Ultrasound examination of
abdomen and pelvis showed evidence of gross free
fluid in the peritoneal cavity with no evidence of
intrauterine or extrauterine gestational sac. Patient
was taken for emergency laparotomy and proceed.
Intraoperatively, approximately 1500ml of
haemoperitoneum was noted with a normal uterus
and grossly normal tubes. A small bleeding point was
seen at the tip of the right ovary with normal left
ovary. In view of normal tubes and suspicious lesion
on the right ovary, the decision was made for right
salphingo-ovariotomy. As the patient was willing for
sterilization, left partial salphingectomy and dilatation
and curettage was done. Intraoperatively surgeon was
summoned and surgical cause for haemoperitoneum
was ruled out.
Post operatively, the patient received 2 units of blood
and the declining trend of serum beta HCG was
noted. The patient recovered and was discharged.
Histopathology report showed secretory endometrium
and tubes showed normal histology with no evidence
of chorionic tissue. Right ovary showed ovarian
stroma with immature villous tissue, consisting of
cytotrophoblast and syncytiotrophoblast surrounded
by blood clots. [Fig.1] The final impression of
Ovarian ectopic pregnancy was given.

Fig 1: High magnificati (n(40x) view of ovarian
ectopic

DISCUSSION

Ovarian ectopic pregnancy is rare and can be
associated with high morbidity and mortality rates in
reproductive aged women. Ovarian Ectopic
pregnancy (OEP) is still a diagnostic dilemma. It is
difficult to make a diagnosis even during the surgery.
About a century ago, Spiegelberg4 had defined four
criteria for the diagnosis of primary OEP that; (a) the
tube on the affected side must be normal, (b) the
gestational sac must occupy the habitual place of the
ovary, (c) it must be connected to the uterus by the
utero-ovarian ligament, (d) unequivocal ovarian
tissue must be histologically demonstrated in the wall
of the sac. The most common clinical presentations in
patients with OEP are a period of amenorrhea, pain
abdomen and bleeding per vaginum5. Ovarian ectopic
pregnancy is associated with risk factors like artificial
reproductive technologies (ART), intrauterine
contraceptive devices (IUCD), Endometriosis and
pelvic inflammatory disease (PID). 6

Sensitivity  of Transvaginal sonography (TVS) is
more than 90% in the diagnosis of ectopic pregnancy.
It is now the imaging modality of choice. Diagnosis is
based on the visualization of an ectopic mass rather
than the inability to visualize an intrauterine
pregnancy. Specific sonographic criteria have been
outlined for the diagnosis of tubal and non-tubal
pregnancies7. In a study of 25 cases of ovarian
pregnancies , the most significant finding was the
inability to distinguish an ovarian pregnancy from a
hemorrhagic ovary or ruptured corpus luteum8. They
are twice as likely to be diagnosed at surgery or
following the pathological diagnosis9. Age of the
patient and fertility status guides the clinician in
deciding the treatment options. In the present era, the
most common treatment approach is the laparoscopy.
However, in our case, laparoscopy was not attempted
due to the lack of skilled laparoscopic team at the
time of admission. Intraoperatively, removal of the
entire ovary, including the ectopic pregnancy or
wedge resection of the ovary is usually attempted10.
Etoposide or methotrexate have been reported as a
medical treatment option in the postoperative period
if beta HCG level (normal level less than 25IU in
nonpregnant woman) remains high, indicating
persistent trophoblastic disease11. There is a chance of
recurrence of ectopic pregnancy in 15% cases,
whatever be the modality of treatment, however,
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there is a high chance of normal pregnancy too. The
commonest cause for ectopic gestation is the PID and
therefore early diagnosis and appropriate treatment
would decrease the incidence of ectopic pregnancy1.

CONCLUSION

Presently ectopic pregnancy is not an uncommon
clinical entity, more so in the era of artificial
reproductive technologies. However, ovarian ectopic
is rarely diagnosed in the preoperative period, in spite
of advanced investigative modalities. The final
diagnosis is usually by histopathology.
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