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Abstract

Ovarian pregnancy is a rare type of ectopic pregnancy, accounting for about 3% of cases. It is characterized by implantation
of the gestational sac within the ovary and differs from tubal ectopic pregnancy by the absence of typical risk factors. Its
pathophysiology remains unclear, although reflux of the fertilized ovum into the ovary is the most accepted theory.

We report the case of a 28-year-old woman presenting with pelvic pain, light metrorrhagia, and 4 weeks of amenorrhea.
Ultrasound showed an empty uterus and a left ovarian mass with a B-hCG level of 1650 IU/L. Surgical exploration
confirmed a left ovarian pregnancy with hemoperitoneum and normal fallopian tubes. Conservative surgical treatment was
performed.

Diagnosis is challenging and often made intraoperatively or by expert ultrasound. Management is mainly surgical, and

prognosis is generally favorable.

Abbreviations: OP: Ovarian Pregnancy, EUP: Extrauterine Pregnancy, 3D: Three-Dimensional, MTX: Methotrexate

Introduction study are to analyse the determining factors of GO and to

Ovarian pregnancy (OP) is a type of pregnancy in which the support the aetiopathogenic, histopathological and

ovary is the site of implantation [1]. It occupies a special place evolutionary characteristics of this ectopic pregnancy.

among ectopic pregnancies due to its rarity, which is linked

. . . . Observation
on the one hand to its definition, which takes anatomical

criteria into account, and on the other hand to well-codified Ms. I R, aged 28, G2 PI, was admitted to the LALLA

diagnostic procedures. Unlike other types of extrauterine MERIEM Maternity Ward for light metrorrhagia, pelvic pain

pregnancy (EUP), OP remains an isolated and exceptional
phenomenon, independent of the usual risk factors. This is all
the more so given that the exact mechanism leading to OP is
still poorly understood. Compared to other EP, other forms of
GO have been reported, such as GO that can progress into the

second trimester or even to term [2]. The objectives of this

and a 4-week delay in her period, with a history of using
injectable progestogen contraception for 8 years.

The initial clinical examination found the patient conscious,
with a pulse rate of 118, blood pressure of 09/06, profuse
sweating, and marked abdominal tenderness on the left side.

Pelvic ultrasound showed an empty uterus (Figure 1) and a
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6x6 cm mass on the left side of the uterus, affecting the left abnormalities in the left fallopian tubes or right adnexa
ovary (Figure 2), with BHCG at 1650 IU. (Figure 3).
Surgical exploration revealed a left-sided ectopic pregnancy, Conservative treatment was performed (Figure 4).

profuse effusion, a slightly enlarged uterus, with no

Figure 3: Intraoperative ovarian ectopic pregnancy
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Figure 4: Conservative treatment

Discussion

Ovarian pregnancy (OP) accounts for 3% of ectopic
pregnancies [3]. Its pathophysiology is poorly understood,
but it appears to be secondary to reflux of the fertilised egg
back into the ovary [3]. Cases of OP following in vitro
fertilisation reported in the literature support the reflux theory
[4]. The pregnancy implants preferentially on the scar of the
original follicular ostium, which is rich in fibrin and new
capillaries [5]. This theory corresponds to the intra-follicular
and juxtapositional forms. More rarely, this Implantation will
occur away from the corpus luteum or even on the
contralateral ovary, corresponding to the juxtacortical and
interstitial forms, the pathophysiology of which remains
unclear. More rarely, ectopic pregnancy may be bilateral or
part of a heterotopic pregnancy [6]. In our series, all
pregnancies were single and implanted on the side of the
corpus luteum. Unlike tubal ectopic pregnancies, tubal
pathology and surgery do not appear to increase the risk of
GO. However, there is no consensus among authors on the
role of inflammatory pelvic pathologies in the genesis of GO
[7]. Furthermore, contraception using an intrauterine device
appears to be particularly associated with ovarian pregnancies
[8]. Indeed, several authors studying series of 7 to 26 OPs [9]
noted that between 57% and 90% of patients had an
intrauterine device. Clinically, painful abdominal and pelvic
symptoms precede the onset of the condition. These pains
correspond to the rupture of the ovarian capsule due to
pregnancy and the formation of haemoperitoneum [10].

Patients are most often seen in an emergency setting, in a state

of shock [11]. In our patients, abdominal and pelvic pain was
indeed the primary symptom, and one patient was in
haemorrhagic shock. The diagnosis of ovarian pregnancy can
be made by ultrasound by a skilled operator. A gestational sac
adjacent to the ovary can be seen, or, as some have described,
a double hyperechoic ring within a hypoechoic lateral uterine
mass with or without an embryo [12]. In fact, depending on
the age of the pregnancy, several ultrasound images have
been described in the literature [13]. Certain ultrasound
criteria are highly suggestive of an ovarian pregnancy: the
presence of a round anechoic image with a hyperechoic
crown on the surface of the ovary, the presence of ovarian
parenchyma such as a corpus luteum or follicle surrounding
the mass, and a higher echogenicity of the mass than that of
the ovary [14]. The differential diagnosis often involves a
corpus luteum cyst or a haemorrhagic cyst. In this case, three-
dimensional (3D) ultrasound seems to be able to make the
distinction thanks to the cross-sectional planes [15]. Energy
Doppler does not appear to be useful for diagnosis [16].
Pulsed Doppler appears to be more useful. Several surgical
techniques have been described: wedge resection of the ovary
removing the GO, enucleation of the GO, cystectomy of the
corpus luteum removing the trophoblast, curettage of the
trophoblast with coagulation or haemostatic suturing of the
GO bed with total preservation of the ovary [17]. In rare
cases, due to the advanced stage of pregnancy, oophorectomy
or even adnexectomy may be necessary [13]. This was the
case with our patient. Indeed, GO is often diagnosed at a stage
where complications prevent the use of first-line medical

treatment [12]. The addition of methotrexate (MTX) may be
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considered as a follow-up to insufficient surgical treatment.
We did not use MTX. In terms of prognosis, GO does not
constitute a risk factor for a new ECT, due to the absence of
tubal involvement. Only one case of GO recurrence has been
described in the literature, involving the contralateral ovary
[11]. Pathological examination is of paramount importance,
as it is the only way to confirm the diagnosis of GO. Its
purpose is to eliminate primitive abdominal pregnancies,
those implanted on the ovary but originating from a tubo-
abdominal abortion, and those where the ovary is not the
exclusive site of implantation, according to Spielberg's
anatomical criteria of 1878 [14] the fallopian tube on the
affected side, including the fimbriated end, must be free of
any lesions; the ovular sac must occupy the usual anatomical
position of the ovary; the ovary and gestational sac must be
connected to the uterus by the utero-ovarian ligament; there
must be ovarian tissue within the ovular sac, which implies
histological confirmation of the presence of chorionic villi
within the ovarian tissue. Based on the anatomical criteria
defined by certain authors [15,16], several classifications of

GO have been proposed.

Conclusion

Ovarian pregnancy is a rare condition that presents certain
semiological characteristics compared to other ectopic
pregnancies. It is difficult to diagnose. Treatment remains
surgical. Although rare, ovarian pregnancy remains an
obstetric emergency with specific semiology depending on
complications at different stages of pregnancy. Its diagnosis
remains difficult and is often made intraoperatively, through
ultrasound by an experienced practitioner, given the limited
possibilities presented by the semiology, and is also based on
intraoperative findings. Management is surgical despite
advances in medical treatment. Informed consent for the
publication of their clinical details and/or clinical images has
been obtained from the patient.
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