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Abstract  

 

Ectopic pregnancy is an increasingly important health problem. Primary ovarian 

pregnancy is a rare form ectopic pregnancy. We report a case of primary ovarian ectopic 

pregnancy diagnosed by transvaginal ultrasound, confirmed intra-operatively and 

histopathologically who was managed with wedge resection of the ovary. 
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Introduction 
Primary ovarian pregnancy is a rare event. It constitutes to <3% of all ectopic 

pregnancies with an incidence ranging from one in 2,100- 40,000 pregnancies.
(1)

 The true 

incidence of ovarian pregnancy may be underestimated as some of the suspected tubal 

pregnancies that are treated medically without confirmation are in fact ovarian pregnancies. 

Ovarian pregnancy is often confused with corpus luteum cysts, chocolate cysts and ruptured 

tubal ectopic pregnancies.
(2,3)

 Even intra-operatively the correct surgical diagnosis is made 

only in few cases. High index of suspicion and the findings on transvaginal ultrasound may 

lead us to an accurate diagnosis and early intervention in these cases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2012   JAN – MAR;14(1) 

 

 3 

 

CASE REPORT 
A 28 year old gravida-6, para-2, living-1, abortion-3 with eight wks of amenorrhea 

presented with acute pain abdomen and bleeding per vaginum. Her previous menstrual 

cycles were regular.  She was hemodynamically stable. There was tenderness in the right 

lilac fossa. Pelvic examination revealed soft tender mass in the right adnexa with cervical 

motion tenderness. Trans-vaginal ultrasound revealed a gestational sac in the right ovary 

measuring 1.26 ×1.1 ×1 cms, with a fetal pole and yolk sac without cardiac activity.  Uterine 

cavity was empty. Minimal free fluid was seen in the pouch of Douglas. Serum β-HCG was 

found to be 44,970 mIU/ml. Exploratory laparotomy was performed. Trophoblastic tissue 

was seen protruding through the posterior surface right ovary with clots around it. Products 

of conception and clots were resected from the right ovarian tissue and were sent for histo-

pathological analysis. The right ovary was reconstructed. There was no hemoperitoneum. 

Uterus was bulky in size and both the fallopian tubes appeared normal. Histopathological 

examination revealed an embryo and chorionic villi with areas of hemorrhage within the 

ovarian tissue. 

 

 
FIG 1: Transvaginal ultrasound image showing right ovary with  gestational sac and yolk sac. 
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FIG 2:  Posterior surface of right ovary showing protruding trophoblastic tissue . Shows 

normal right sided fallopian tube. 

 

 
FIG 3: Histopathology  of ovarian tissue showing chorionic villi. 

 

Discussion 

Primary ovarian pregnancy is an uncommon form of ectopic pregnancy which is  

described using Spiegelberg’s criteria, which are: The fallopian tube, including the fimbria 

ovarica is intact and clearly separate from the ovary; the gestational sac definitely occupies 

the normal position of the ovary; the sac is connected to the uterus by the utero-ovarian 

ligament; and the ovarian tissue is unquestionably demonstrated in the wall of the sac.
 (4)  

St. 

Maurice was the first person to report a case of ovarian pregnancy in 1689.
 (5)
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The precise etiology of primary ovarian pregnancy remains obscure. Interference in 

the release of the ovum from the ruptured follicle, malfunction of the tubes and 

inflammatory thickening of the tunica albuginea may contribute to the etiology. The entity, 

Empty follicle syndrome, where no oocytes are retrieved despite repeated aspiration and 

flushing from the mature ovarian follicles with apparently normal follicular development can 

also be a cause of primary ovarian pregnancy.
(6)

 Possible risk factors for ovarian pregnancy 

include use of intrauterine contraceptive device, previous laparotomy or laparoscopic 

surgery, endometriosis, pelvic inflammatory disease and assisted reproductive 

technologies.
(1, 7)

 

Clinical presentation of ovarian pregnancy is similar to tubal pregnancies. Ovarian 

pregnancies usually end in rupture during the first trimester in 91.0% cases, 5.3% in second 

trimester and 3.7% in third trimester.
(8)

 One case has been reported where ovarian 

pregnancy has progressed to full term.
(9)

 

With a few exceptions, the diagnosis of primary ovarian pregnancy is usually made 

only on laparoscopy or laparotomy. In a series of 25 cases, a correct diagnosis of ovarian 

ectopic pregnancy could be made in only 28% at the time of surgery as it was difficult to 

differentiate it from haemorragic corpus luteal cysts.
(10)

 

The diagnosis of an ovarian ectopic pregnancy is seldom made preoperatively.
(11)

  

Advances in ultrasound, especially the use of vaginal probes and color doppler have proved 

to be invaluable in the diagnosis of this condition.
(12)

 High index of suspicion is required in 

the patient with thick-walled cystic ovarian lesion with an empty uterus and high serum β-

HCG level. The diagnosis of ovarian pregnancy is made when a wide echogenic ring in the 

ovary with a yolk sac or fetal parts are noted on ultrasonography.
(1,2)

 Use of three-

dimensional ultrasound helps to differentiate ovarian pregnancy from corpus luteal cysts.
(2, 

3)
  

 Conservative management is the initial approach in patients desirous of child-

bearing. Successful conservative management with methotrexate has been reported in few 

cases with documented ovarian pregnancy.
(13)

 Decision for laparotomy in our case was 

taken due to high serum β-HCG level which is a relative contraindication for medical line of 

therapy.
(14 

Conservative surgical management such as wedge resection as in our case or 

removal of only the gestational products could be performed either by laparoscopy or 

laparotomy depending upon the hemodynamic condition of the patient, availability of the 

facility and the expertise.
(15) 

Oophorectomy should be reserved for cases of advanced 

gestation.  

Fertility after conservative surgery for ovarian pregnancy remains unaffected.
(16)  

Recurrence of ovarian pregnancy is rare and has not been reported so far.
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Conclusion 
High index of clinical suspicion, absent intrauterine gestational sac, high levels of 

serum β-HCG and use of transvaginal ultrasound with doppler studies may help in early 

diagnosis and management of primary ovarian pregnancy. In our case, the diagnosis of 

primary ovarian pregnancy was made preoperatively with the use of transvaginal 

ultrasound, which revealed an echogenic ring in the right ovary with a yolk sac and fetal 

pole.  
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