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Case Report
Ovarian ectopic pregancy: Rarest of the rare!
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BACKGROUND

Ectopic gestation is a complication of pregnancy where an embryo 
attaches itself anywhere outside the uterine cavity. It is the most 
frequent emergency in gynecology and the reason for pregnancy-
related deaths during the first trimester of pregnancy.[1] In about 
95% of ectopic pregnancies fallopian tube is the site while the 
residual 5% cases occur in the ovary, cervix, and abdomen.[1] 
Ovarian ectopic pregnancy (OEP) is a rare site for ectopic gestation 
and accounts for approximately 0.5–3% of all ectopic gestations.[2] 
The incidence ranges from 1 in 7,000 to 1 in 40,000 live births.[3] 
The first case was reported by St. Maurice in 1689.[4]

OEP occurs when a fertilized ovum implants on the surface of the 
ovary and usually terminates with rupture in the first trimester, 

which can lead to internal hemorrhage and hypovolemic 
shock. Although the ovary should be able to accommodate the 
expanding pregnancy more freely than the fallopian tube, still 
there are more chances of rupture at an early stage.[1] Overall, 
91% of OEPs end in rupture during the first trimester, 5.3% end 
in the second trimester, and 3.7% end in the third trimester.[5] 
OEP shares the traditional risk factors with tubal pregnancy, 
but a disproportionate association with the use of an IUD has 
been observed.[6] Role of USG in diagnosing a case of OEP 
has been described but generally the patients present with 
ruptured ectopic with a circulatory collapse thus diagnosing 
OEP preoperatively on sonography is not an easy task. Finding 
the diagnosis to be intricate, the final diagnosis is thus based 
on operative emergency laparotomies and histopathological 
assessment.

The Spiegelberg criteria for diagnosing OEP[7]

a. The location of the gestational sac should be in the region of
the ovary.

b. The ovarian ligament should attach the ectopic pregnancy
to the uterus.

c. Ovarian tissue in the wall of the gestational sac should be
proved histologically.
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Background: Primary ovarian pregnancy being one of the rarest forms of ectopic 
pregnancy, i.e., where gestational sac is implanted in the ovary. Following natural 
conception, the incidence ranges from 0.5% to 3% of all ectopic pregnancies and 
having 1 case in 7000–40,000 deliveries. One of the important risk factors for ovarian 
pregnancy is in the use of intra uterine contraceptive devices (IUCD). Case Report: We 
report here one such uncommon case of ovarian ectopic pregnancy. Our patient was a 
20-year-old woman with history of one previous abortion, who presented with severe
abdominal pain and bleeding per vagina. Transvaginal sonography revealed empty
uterine cavity and hyperechoeic lesion in right adnexa. During laparotomy, ruptured
ovarian ectopic pregnancy was being diagnosed, and salpingo-oophorectomy was
done. Histopathological examination confirmed it to be an ovarian ectopic pregnancy.
Conclusion: Ovarian gestations until unruptured, can be detected ultrasonographically
but in cases of ruptured ectopic gestation, differentiation of ovarian from other tubal
gestation is a difficult task. Histopathology is thus the gold standard for the confirmation 
of its diagnosis.
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d. The fallopian tube on the side being involved should be
intact.

CASE REPORT

A 20-year-old patient with obstetric formula G2P0+1L0 at 5 weeks 
and 3 days Period of gestation was admitted with pain in the 
lower abdomen for 1 day, and spotting per vagina for 5 days. Her 
previous menstrual history is normal. On examination, she had 
pallor and tachycardia. The left uterine adnexal region was not 
palpable, while there was tenderness and guarding in the right 
iliac fossa. Per speculum examination showed blood coming 
through OS. On pre vaginal examination, uterus was anteverted, 
normal size, tender, right fornix was fixed, left fornix free, non 
tender. Transvaginal ultrasonography revealed an empty uterine 
cavity with a hyperechoic lesion in the right uterine adnexa. Gross 
amount of free fluid with dense internal echoes was observed 
in the peritoneal cavity. On laparoscopic exploration, the uterus 
and bilateral fallopian tubes were normal. The left ovary was 
absolutely normal, while the right ovary appeared enlarged with 
blood oozing from its surface. Blood in the peritoneal cavity was 
observed. Right, salpingo-oophorectomy was carried out. On 
histopathological examination, grossly, we received a specimen 
or right ovary and fallopian tube. Fallopian tube appeared normal 
measuring 5 cms in length, outer surface grey white smooth, cut 
section showed patent lumen. Right ovary measured 4 × 3.2 × 
2.8 cms, external surface graybrown with a ruptured hemorrhagic 
area on one side ms 2.2 × 1.5 cms. Cut surface showed solid 
hemorrhagic area ms 2.5 × 2.3 cms [Figure 1a]. Furthermore, 
received peritoneal clots as multiple dark brown soft tissue 
pieces ms altogether 12 × 10 × 2 cms [Figure 1b]. Microscopic 
examination showed sections from ovary consisting of chorionic 
villi lined by cytotrophoblast and syncytiotrophoblasts within 
the ovarian tissue, large hemorrhagic areas were also noted 
[Figure 2a and 2b]. Sections from peritoneal clots also showed 
chorionic villi lined by cytotrophoblast and syncytiotrophoblast 
[Figure 2c]. Sections from the fallopian tube showed tissue lined 
by tall columnar pseudostratified epithelium with no evidence 
of products of conception [Figure 2d]. Thus a confirmatory 
diagnosis of ovarian ectopic pregnancy was given.

DISCUSSION

OEP is a rare form of ectopic gestation, when a fertilized ovum 
implants on the surface of the ovary, having poor symptoms 
to be diagnosed clinically and on ultrasonography.[3] It can be 
further classified as primary and secondary in which primary 
OEP usually occurs because of ovulatory dysfunction and the 
ovum is fertilized within the follicle itself, before the follicle 
being expelled from the ovary.[3] Secondary OEP occurs when 
fertilization takes place within the fallopian tube and the 
conceptus is regurgitated and implanted in the ovarian stroma.[3] 
(nurse) The cause of OEP remains obscure, including history 
of IUCD use, pelvic inflammatory disease (PID), sexually 
transmitted infections (STIs), using assisted reproductive 

techniques, previous pelvic surgeries, endometriosis, prior 
ectopic pregnancy, salpingitis, rising maternal age, multi-
para, and/or infertility.[8] The true reason behind abnormal 
implantation is not clear. There are theories suggesting the 
abnormal implantation in the ovary:[6]

Figure 2: (a) Ovarian tissue ( ) and villi lined by trophoblastic 
cells ( ) (H and E ×40). (b) Villi lined by cytotrophoblast and 
syncytiotrophoblast (H and E ×100). (c) Peritoneal clots showing 
presence of villi within hemorrhagic areas (H and E ×40). (d) Right 
fallopian tube showing normal histology (H and E ×100)
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Figure 1: (a) Right ovary with a ruptured hemorrhagic area on one 
side. (b) Peritoneal clots
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1. Embryo migration is related to the presence of certain
conditions that cause fallopian tube epithelial damage that
alters tubal motility.

2. An improper release of the ovum from the ruptured ovarian
follicle.

3. Thickened tunica albuginea due to inflammation.

Role of IUCD use is found in 14–30% of patients having non-
ovarian extra-uterine gestation while in 57–90% of patients 
having primary ovarian pregnancy.[9] The reason might be altered 
tubal motility, thus facilitating the process of implantation within 
the ovary. These IUCDs do prevent the implantation within the 
uterine cavity but have no provision for protection against ovarian 
implantation.[6] In 28% of the patients, OEP can be misdiagnosed 
as a ruptured corpus luteal cyst intra-operatively.[10] Suspicion is 
made during laparoscopy or laparotomy, but confirmation is done 
only by histopathology.[6]

CONCLUSION

Incidence of ovarian pregnancy is on the rise due to increased 
incidence of infertility and the use of assisted reproductive 
techniques. Ovarian gestations until unruptured can be detected 
ultrasonographically but in cases of ruptured ectopic gestation, 
differentiation of ovarian from other tubal gestation is a difficult 
task. Management of such cases is laparoscopic resection. 
Histopathological diagnosis is considered as confirmatory and 
gold standard.
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