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Abstract

Ovarian ectopic pregnancy occurs very rarely. Most of them are terminated before reaching viability. Failed termination at early
pregnancy, and repeated failed labor induction especially if the fetus has an abnormal lie or an abnormal presentation are the
most important signs. By our case the findings at ultrasonography were like an abdominal pregnancy at 32 weeks’ gestation.
At laparotomy the diagnosis of ovarian pregnancy was made and a live female infant, weighing 1400g was delivered. After salp-
ingoophorectomy, the patient made an uneventful recovery.
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Canl› do¤umla sonuçlanan over gebeli¤i

Ovaryen ektopik gebelik oldukça nadirdir. Bu gebeliklerin ço¤u viabilite s›n›r›na gelmeden sonland›r›lmaktad›r. Erken gebelikte
baflar›s›z sonland›rma, ve özellikle prezentasyon anomalisi olan vakalarda tekrarlayan baflar›s›z do¤um indüksiyonu en önemli bul-
gulard›r. Bizim vakam›zda ultrasonografi bulgular› 32 haftal›k abdominal gebelik ile uyumlu idi. Laparotomi s›ras›nda overyen
gebelik tan›s› koyuldu ve 1400 g a¤›rl›¤›nda canl›, k›z bebek do¤urtuldu. Hastam›z, salpingooforektomi sonras› sorunsuz bir post-
operatif dönem geçirmifltir.

Anahtar Sözcükler: Over gebeli¤i, laparotomi, ultrasonografi, abdominal gebelik.
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Background

The reported incidence of ovarian ectopic preg-
nancy is only 1:7000-40,000 deliveries, and in 0.7%
or 0.4% of ectopic pregnancies. Approximately
75% are terminated in the first trimester; 12.5%, in
the second trimester; 12.5%, in the third trimester.1

Nicholls, in 1941, stated that 38 ovarian pregnan-
cies have been recorded to reach the age of via-
bility with 12 living babies and 22 living mothers.2

In the 32 years since this report, a search of the
world literature has revealed 10 cases that have

been reported as examples of ovarian pregnancy
reaching viability.3 In 1982 and 1991 two more
cases were reported.4,5 This case report describes
the clinical and sonographic pattern of an
advanced ovarian pregnancy with the aim of
emphasizing the most important features. 

Case 
N.K., a 22-year-old woman, para 1, gravida 2,

admitted to the hospital at 32 weeks’ gestation,
with some abdominal discomfort. She mentioned
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of a failed termination at 8 weeks of gestation and
has never used an intrauterine contraceptive
device. Abdominal examination revealed an
oblique lie. Fetal heart tones were 135 bpm and
regular. On vaginal examination, the cervix was
thick and closed; the presenting part was high. 

The findings at ultrasonography were: a 32
weeks fetus separate from the uterus, an ectopic
placenta, oligohydramnios and amniotic bands
(Figure 1). The first diagnosis was abdominal preg-
nancy and we decided to terminate the pregnancy
because of signs of the acute abdomen.

The abdomen was entered through a midline
incision. At laparotomy, the uterus was approxi-
mately 12 weeks’ size. The amniotic sac containing
the fetus and placenta occupied the position of the
right ovary; it was adherent to the lateral pelvic
wall and attached to the uterus by the utero-ovar-
ian ligament. A diagnosis of an ovarian pregnancy
was made. The thin ovarian wall was opened and
a female infant, weighing 1400g was delivered.
The amniotic fluid was brown colored. The infant
had no discernible congenital abnormalities and
had Apgar scores of 6, 8, and 9. 

By blunt and sharp dissection the amniotic sac
and placenta were removed from the lateral pelvic
wall. Salpingooforectomy was performed. The
penrose drain was placed in posterior cul-de-sac
and removed at postoperative second day. The
patient had an uneventful recovery and was dis-
charged from the hospital on the seventh postop-
erative day.

The spontaneous breathing baby was exchange
transfused because of hyperbilirubinemia and fol-
lowed up at an intensive care unite.

The surgical specimen measured 28x17x5 cm,
had a bright surface and a vasculated surface with
umbilical cord. The placenta had two parts.
Sections of umbilical cord were unremarkable. The
tube was intact and distinctly separate from the
ovary. Chorionic villi with intact ovarian stroma are
demonstrated on microscopic specimens (Figure
2). Diagnosis was placenta, with ovarian tissue and
ovarian pregnancy.

Discussion
Primary ovarian pregnancy is very rare. This

rare ectopic pregnancy is difficult to diagnose prior
to surgery. Earlier diagnosis is now possible,

Figure 1. Microscopic section of ovarian tissue and chorionic villi.
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owing to the availability of highly specific radioim-
munoassay for human chorionic gonadotrophin
and the development of transvaginal ultrasonogra-
phy. At the beginning of pregnancy , ovarian preg-
nancies are usually considered as tubal pregnan-
cies, the advanced cases are diagnosed as abdom-
inal pregnancies.

Spiegelberg outlined four criteria for the diag-
nosis of primary ovarian gestation:6 1.The fallopian
tube with its fimbriae should be intact and separate
from the ovary, 2. Gestational sac should occupy
the normal position of the ovary, 3. The gestation-
al sac should be connected to the uterus by the
uterine ovarian ligament; and 4. Ovarian tissue
must be present in the specimen attached to the
gestational sac. The Spiegelberg criteria were met
in this case.

By first trimester pregnancy terminations like in
our case, one must insure that tissue obtained at
suction curettage is evaluated thoroughly. If patho-
logic study of the endometrial tissue reveals no
chorionic villi, additional diagnostic evaluation is
required.7

In cases of repeated failed labor induction
especially if the fetus has an abnormal lie or an
abnormal presentation, the possibility of abdomi-
nal pregnancy should be kept in mind.

To the practicing physician, it is of greater
importance to reach a decision regarding the
necessity for laparotomy than to attempt distin-

guishing preoperatively between forms of ectopic
pregnancy. 

Ovarian pregnancy must be distinguished from
primary peritoneal implantation, which can
involve any intraperitoneal site with different prob-
lems of diagnosis and management related to the
organs involved. The ovary has no peritoneal cov-
ering and the implantation within the ovary results
in a predictable sequence of events because of the
consistent vascular anatomy of the ovary.

The management is laparotomy. Hysterectomy
is justified when the ovary cannot be removed
alone, when there is other pathology or for steril-
ization.
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Figure 2. On abdominal ultrasonography, the uterus (U) is separete from the 
placenta (P) and the fetus.


