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ABSTRACT

Non-tubal ectopic pregnancies, especially bilateral ovarian ones, are very rare. In this case report, we present a case of
spontaneous bilateral ovarian pregnancy in a 30-year-old multiparous lady who presented with a seven-day history of
lower abdominal pain associated with fever. The urine pregnancy test was positive. The transvaginal ultrasound findings
along with the B-chorionic gonadotropin level were indicative of a bilateral ovarian ectopic pregnancy, and the surgical
treatment of the patient was decided. Following the patient's consent, intraoperatively the presence of an ovarian ectopic
pregnancy was detected by the gynecologist and bilateral salpingo-oophorectomy was done. On histopathology, the
findings revealed trophoblastic tissue and chorionic villi along with products of conception in both ovaries, confirming
the diagnosis of bilateral spontaneous ectopic pregnancy. The patient was discharged from our clinic on the fifth post-
operative day, with instructions for regular follow-up of the B-chorionic gonadotropin level until it returns to normal
values. An early diagnosis leads to a significant reduction in morbidity and mortality with such cases and helps to

improve their overall prognosis.
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INTRODUCTION

Ectopic pregnancy is defined as implantation of the
trophoblastic tissue outside the endometrium of the
uterus.! It has an estimated incidence of 1.5% to 2.5% in
all pregnancies.? The vast majority of these ectopic
pregnancies occur in the fallopian tubes, especially in the
ampulla part of the fallopian tube, with the remaining one
being non-tubal in origin. An ovarian pregnancy is one
of the common type of non-tubal ectopic pregnancy
with an approximate incidence of only 1/7000-1/30,000
live births and 0.5-2.5% of all ectopic gestations.>*
Primary bilateral ovarian ectopic pregnancy is a
condition in which there are at least two
simultaneously spontaneous pregnancies occur in the
same patient, located in each of these ovaries.? Bledsoe
in 1918 published the first case of ovarian ectopic
pregnancy. The incidence of ovarian ectopic pregnancies
is high in the case of assisted reproductive techniques

(ART), which includes ovulation induction, intrauterine
insemination, in vitro fertilization, embryo transfer
(IVF-ET), and intracytoplasmic sperm injections
(ICSI).2 No case reports exists for the recurrence of
an ovarian pregnancy in a lady so far, which indicates
that a previous ovarian pregnancy is unlikely to be a
risk factor for its recurrence.® The most common
symptom of ovarian pregnancy is pain in the lower
abodmen. Other differentials include a ruptured corpus
luteal cyst, seen in 75% of such cases. On per vaginal
examination, an adnexal mass is sometimes palpable.’
Some pre-operative criteria include combining
biochemical and ultrasonography findings, which
includes the following: a serum BhCG level >1000
IU/L, absence of a uterine gestational sac on
transvaginal ultrasound, surgical confirmation of the
involvement of ovaries, association with Dbleeding,
visualization of chorionic villi, presence of an atypical
cyst on the ovary, intact tubes.>® The diagnosis of
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ovarian pregnancy is confirmed only after histological
confirmation post-operatively. Despite this, a correct
diagnosis during surgery is only possible in 28% of cases
due to difficulty in differentiating an ovarian pregnancy
from hemorrhagic corpus luteum. Spielberg criteria are
used for the diagnosis of ovarian ectopic pregnancy, which
depends on the following histopathological findings: the
gestational sac is located in the region of the ovary, the
ectopic pregnancy is attached by the ovarian ligament to
the uterus, presence of ovarian tissue in the wall of the
gestational sac is proven on histological examination, and
the tube on the involved side is intact. This case report
enlightens the importance of having a bilateral ovarian
pregnancy as a differential diagnosis in a multiparous lady
because of its clinical urgency and its association with high
maternal mortality.

CASE REPORT

A 30-year-old multiparous G4P2L2A1 Indian female
presented to the emergency department with a seven-day
history of lower abdominal pain. The pain was acute in
onset and gradually progressive in severity. It was non-
radiating and dull aching. These symptoms were
associated with nausea, high-grade fever, and five
episodes of vomiting in one day. All deliveries were full-
term normal vaginal delivery, with the last delivery 3 years
back with no post vaginal complications. The patient had
no previous past comorbidities. Her last menstrual period
was on 24/05/2021, a urine pregnancy test was done on
30/06/2021, which was positive for pregnancy. She has
taken abortive pills on 02/07/2021, for which she got
vaginal bleeding for three days with blood clots in her pads
similar to her regular menstrual period. Her expected date
of delivery was documented as 03/03/2022; therefore, on
presentation, she was estimated to be at 9 weeks of
gestation age. Upon examination: (i) General look: the
patient was conscious; alert; oriented to time, place, and
person; febrile, tachycardia with 120 beats per minute, (ii)
Abdominal examination: Mild tenderness over the
suprapubic region with a pain score graded as seven out of
ten on the pain scale, (iii) Reflexes: Rigidity of the
abdomen was present with positive rebound tenderness
and (iv) Vaginal examination was done which revealed
mild bleeding and cervical tenderness.

Laboratory investigations revealed a phCG level of 10500
mlIU/mL and a positive urine pregnancy test. The
radiologist performed an ultrasound of the pelvis in the
emergency room, which revealed that the uterus was
normal in size with no intrauterine gestation sac seen
(Figure 1, arrow marked by A). Both ovaries are
enlarged, the right ovary measuring 51x30 mm and the left
ovary measuring 50x47 mm. A cystic lesion with internal
soft tissue components and showing internal vascularity
is seen in the right ovary measuring 29x17 mm. A
similar morphology lesion measuring 32x18 mm is seen in
the left ovary with internal vascularity (Figure 1, arrow
marked by B and Figures 2, 3). Mild free fluid was present
in the pelvis.
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After counseling the patient regarding her condition and an
urgent need for surgical intervention, the couple agreed for
an exploratory laparotomy under general anesthesia with
the potential to convert to salpingectomy or oophorectomy
if indicated. In operating theatre, the laparotomy findings
confirmed distention of both ovaries with an ectopic
pregnancy seen in each of them (Figure 4) and
hemoperitoneum of approx. 300 ml. Bilateral salpingo-
oophorectomy was done. The tissue samples were then
sent for analysis by histopathological analysis (Figure 5).
An approximately blood loss of 800 mL had taken during
surgery. Histopathological analysis revealed the presence
of ovarian tissues with fragments of cysts lined by
luteinized cells along with a focal area showing
trophoblastic tissue and chorionic villi, thus making the
diagnosis consistent with a bilateral ovarian ectopic
pregnancy (Figures 6). The post-operative period was
uneventful and the patient was discharged in stable
condition with follow up on regular basis.

Figure 1: Arrow marked by A-The uterus was normal
in size with no intrauterine gestation sac seen. Arrow
marked by B.

Figure 2: The right ovary measured 51x30 mm. A
cystic lesion with internal soft tissue components and
showing internal vascularity is seen in the right ovary

measuring 29x17 mm.
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Figure 3: The left ovary measured 50x47 mm. A
cystic lesion with internal soft tissue components and
showing internal vascularity is seen in the left ovary

measuring 32x18 mm.
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Figure 4: The laparotomy findings confirmed
distention of both ovaries with an ectopic pregnancy
seen in each of them.
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Figure 5: Bilateral salpingo-oophorectomy was done.
The tissue samples were then sent for analysis by
histopathological analysis.
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Figure 6: Histopathological analysis revealed the
presence of ovarian tissues with fragments of cysts
lined by luteinized cells along with a focal area
showing trophoblastic tissue and chorionic villi.

DISCUSSION

An early diagnosis and immediate intervention are
required for the prognosis of primary ovarian ectopic
pregnancy, which guides in reducing the incidence of
maternal mortality and morbidity. Its early diagnosis is
challenging among other types of non-tubal pregnancies
and crucial for the management of the individuals.®
Misinterpretation of ultrasonography findings remains
the primary cause of missed early diagnosis.®’
However, with an improvement of ultrasonogram
sensitivity, earlier identification of the ovarian ectopic
pregnancy has become possible, which helps the
gynecologist for early management for such
individuals.® In the present case scenario, we suspected a
bilateral ovarian ectopic pregnancy preoperatively based
on the patient's positive urine pregnancy test, high
BhCG level, and correlated with the ultrasonography
findings. Intra-operatively, we found that ectopic
pregnancy seen in both the ovaries with fallopian tubes
normal. Both the ovaries and fallopian tubes were excised,
and tissue samples were sent to the histopathology
department for further analysis. Along with the products
of conception, trophoblastic tissue and chorionic villi were
present in both ovarian tissues; hence, confirming the
diagnosis of bilateral ovarian ectopic pregnancy. The
previous case reports have agreed that the primary ovarian
ectopic pregnancy is rare and there is great difficulty in
diagnosis pre-operatively.'>6® Management of primary
ovarian ectopic pregnancies vary among  cases.
Management options include being managed by
exploratory  laparotomy, medical treatment, or
laparoscopy.®°

CONCLUSION
The present case report is an example of bilateral ovarian

ectopic pregnancy in a multiparous female, whose
diagnosis was confirmed after the histopathological report.
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Bilateral ovarian ectopic pregnancy is quite rare. It may
present without the classical symptoms of ectopic
pregnancy and hemorrhage. This is a life-threatening
emergency and if missed, this is considered to be a leading
cause of maternal mortality especially in the first trimester
accounting from 4% to 9% of all pregnancy-related deaths.
When there is suspicion of an ectopic pregnancy, ovarian
locations should also be taken into account as early
detection helps for timely management in such patients,
which in turn reduced mortality and morbidity. Hence, the
clinical perception of gynecologists and radiologists is
important for an early detection and management. No data
exists so far between a history of infertility or recurrent
extra-uterine pregnancy with ovarian pregnancy.
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