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Case Report

The case of primary ovarian ectopic
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ABSTRACT

Ovarian ectopic pregnancy is a rare form of ectopic pregnancy. It mimics tubal ectopic, difficult to distinguish on
ultrasound imaging and clinical presentation. It mostly presents with rupture in first trimester. We presented this case
in view of its varied tricky clinical presentation- which lead us into various differential diagnoses for pain abdomen and
the least suspicion of an ovarian pregnancy. Laparoscopic management is needed for diagnosis and confirmation is only
through a histopathological diagnosis. Even though it’s rare, still we need to be suspicious of this in all patients with
acute lower abdominal pain and with no period of amenorrhoea.
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INTRODUCTION

Primary ovarian ectopic pregnancy accounts for 3% of all
ectopics. Estimated prevalence is 1: 7000 to 1:70000.11t’s
normally terminated in the first trimester as it leads to
internal haemorrhage and shock. The diagnosis by
Spiegelberg criteria- (a) gestational sac located in ovary;
(b) ectopic pregnancy is attached by ovarian ligament; (c)
histopathological diagnosis is important; and (d) fallopian
tube is intact on the involved side.

Ovarian pregnancy is the second most common ectopic
due to the intrauterine device. Medical management is
possible only in early phases in stable conditions. Late
diagnosis leads to surgical treatment.

CASE REPORT

A 29 year old lady G4P1L1A2 came with c/o severe lower
abdominal pain since morning. She was admitted in a
private hospital and investigated further for pain. She gives
history of one normal delivery, 2 medical MTP and no
history of amenorrhoea. Her LMP was 5th August 2022-
with proper good flow .USG report from outside showed
enlarged right ovary with ill-defined hypodensity with

hyperdense fluid? Likely torsion ovary. She had right renal
calculus of 4 mm also. Suggested to rule out appendicitis
too. She was managed on pain Killers- then she was
referred to our centre for further management at night.

She was stable when she arrived but in lot of pain. She was
pale, tenderness in abdomen mostly in right iliac fossa, no
bleeding per rectum.

Transvaginal scan showed endometrial thickness of 6.3
mm with minimal fluid. A sac with echogenic rim of
2.1x2.1 cm seen in right adnexa lateral to right ovary with
no vascularity. Significant haemoperitonem in pelvis
approximately of 1 litre. Minimal fluid in hepatorenal
pouch seen.

We took her for emergency laparoscopic evaluation and
ordered for blood tests with serum Beta HCG.

Intra-operatively around 1 | of blood with 500 ml of clots
seen. Uterus and both tubes appeared normal. No evidence
of torsion ovary. The bleeding was from a raw surface of
2x1.5 cm on right ovary with appearance like corpus luteal
rupture. We proceeded with wedge resection of that part of
the ovary and secured haemostasis. We did
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chromopertubation to make sure of no tubal ectopics.
Thorough suction and irrigation done. Later the serum
Beta HCG report showed value of 2798 1U/I which was on
28" August. Repeat serum B-HCG on 31st August showed
decreasing trend of 168 1U/I.

HPE report showed numerous chorionic villi with
trophoblastic tissue, interspersed with extensive areas of
haemorrhage and fibrin with some hydropic changes, also
included fragmented corpus luteal cyst. She was stable
with no more pain and was discharged the next day.
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Figure 1: TVS- right ovarian ectopic.

Figure 2: Intra-OP- ovarian ectopic.

DISCUSSION

Ovarian ectopic is a very rare variant of ectopics.2 Overall
91% of ovarian ectopic pregnhancy end in rupture during
first trimester; 5.3% end in second trimester and 3.7% end
in third trimester.* Primary ovarian ectopic is due to
ovulatory dysfunction where ovum is fertilized while still
within the follicle before follicle is expelled from the
ovary.5 Its also termed as Intra follicular ovarian ectopic
pregnancy. Secondary ovarian ectopic pregnancy is
defined as wen the fertilization occurs in the fallopian tube
but the conceptus is pushed and implanted on ovarian
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stroma; also termed as extrafollicular ovarian ectopic
pregnancy.

The usual clinical presentation is with pain abdomen,
menstrual irregularities with vaginal bleeding.® The
diagnosis is mostly by Spiegelbergs criteria. Phupong and
Ultchaswadi declared serum Beta HCG and TVS can help
in early diagnosis.® Various hypothesis regarding ovarian
ectopics are delay of ovum liberation, thickening of tunica
albuginea, tubal dysfunction, and intra uterine
contraceptive device.

IUCD is supposed to trigger mild inflammation causing
disturbance in ciliary activity causing delayed transport
leading to ectopic implantation. It is said that pelvic
inflammatory disease has no effect on ovarian ectopic.
Approximately 75% terminate in first trimester-
misdiagnosed as corpus luteal haemorrhage.” Pre-op
diagnosis is difficult as lot of them present with ruptured
ectopic, already in hypovolemic shock.®° Choi et al
reported the possibility of abdominal surgeries,
endometriosis, tubal ligation for ovarian ectopics.

Diagnostic criteria on USG

Presence of ovarian cortex including corpus luteum or
follicles around mass, wide echogenic ring (ring of fire)
with an internal echolucent area on ovarian surface and this
echogenicity is usually greater than ovary itself.1°

Differential diagnosis

The diagnostic criteria were- (a) ovarian tumor producing
serum B-HCG, (b) corpus luteal cyst, (¢) haemorrhagic or
endometriotic ovarian cyst, and distal tubal ectopic.

Sliding organ sign

Free movement between ovary and adnexal mass on
palpation during ultrasound can assist in differentiating
intra ovarian and extra ovarian masses.!! The tubal
pregnancy ring is much thinner.

Corpus luteal cyst usually shows progressive involution
whereas ovarian ectopic pregnancy will grow with yolk
sac and fetal pole within sac. Gold standard for definitive
diagnosis is laparoscopy with histopathological
confirmation.

Management

In a haemodynamically stable patient- medical and
conservative management is a possibility.

Green top criteria
Gestational sac is less than 30 mm, no cardiac activity, and

gestational age less than 6 weeks, no signs of
haemodynamic compromise, serum B-HCG is less than
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3500 1U/I. Mifeprine with injection methotrexate for non-
ruptured cases and serial follow up with B-HCG and TVS.

Surgical management

Laparoscopy is the best option. If haemodynamically
unstable- laparotomy can be done. Oophorectmy is a
radical procedure; so wedge resection of the ovary and
perfect haemostasis is advisable.

CONCLUSION

Chronic pelvic pain is the most frequent complaint. The
key to early diagnosis is careful history, clinical
symptoms, transvaginal scan, serum Beta HCG and an
open mind for a possibility of ovarian ectopic inspite of its
rare possibility, history of tubal ligation and absence of
amenorrhoea. Early diagnosis and management is vital to
prevent associated maternal morbidity and death.
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