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ABSTRACT
Background: Ovarian pregnancy is a rare
form of extra-uterine pregnancy. Clinical
presentation varies from asymptomatic to life
threatening ones.
Case: We report two cases of multiparous
patients who presented with ruptured primary
o v a r i a n e c t o p i c p re g n a n c y w i t h
haemoperitoneum managed in Aminu Kano
Teaching Hospital, Kano. The diagnosis was
made at surgery and they had salpingooophorectomy. Histopathological result
confirmed the diagnosis.
Conclusion: The most common clinical factor
that gives high index of suspicion is the use of
IUD.
Keywords: Ovarian Pregnancy, IUD,
Laparotomy, Aminu Kano Teaching Hospital,
Kano
INTRODUCTION
Ovarian ectopic is a rare variant of ectopic
pregnancy occurring in
1 –3% of all ectopic pregnancies.1 The
incidence is on the rise with causes
attributable to better diagnostic modalities,
increase use of intra-uterine devices,
ovulation induction drugs and assisted
reproductive techniques.2
Accurate pre-operative diagnoses of primary
ovarian ectopic pregnancy is challenging and
undoubtedly further delay may lead to serious
maternal morbidity or even mortality.
Case 1
Mrs M.H, a 37years old G3 P2 + 0 2A last child
birth was 18 months before presentation who
presented at gynaecological unit of Aminu
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Kano Teaching Hospital with complaint eight
weeks of Amenorrhea , lower abdominal pain
one day and vaginal bleeding of 12 hours
duration.
She presented with sudden onset of severe left
lower abdominal pain associated with vaginal
bleeding. There was no history of fever,
nausea, vomiting, vaginal discharge or
urinary symptoms. Her previous menstrual
c y c l e w a s r e g u l a r. S h e h a d t e r m
uncomplicated pregnancies and had
spontaneous vaginal delivery. However she
had IUCD for contraception following her last
delivery which she removed 4 weeks prior to
presentation following a positive pregnancy
test.
There was history of dizziness but no fainting
attack. She had ultrasound scan done before
presentation and took Paracetamol. On
examination, she was afebrile (36.60C) and
moderately pale. She was haemodynamically
unstable, the pulse rate was 124bpm and
blood pressure was 70/40mmHg. The
abdomen was moderately distended moving
minimally with respiration. There was
generalized abdominal tenderness, rigidity
and guarding. Speculum examination was
normal. Vaginal examination revealed
fullness of pouch of Douglas and cervical
motion tenderness was positive.
The urinary Beta Human Chorionic
Gonadotropin(BHCG) was positive.
Haemoglobin concentration was 7.8g/dl.
Pelvic USS result which she presented with
showed empty uterus, haemoperitoneum and
a left complex adnexal mass measuring 7 x 6 x
5cm.
Emergency laparotomy was done with a
preoperative provisional diagnosis of
ruptured left tubal ectopic pregnancy after
informed consent was taken. Intraoperatively, uterus was bulky, both tubes were
normal. Haemoperitoneum was 1.2L. The
right ovary was normal. Left salpingoIbom Medical Journal Vol.11 No.1 February, 2018
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oophorectomy was done. The patient had an
uneventful postoperative recovery, the
diagnosis of ruptured ovarian ectopic was
made according to Spiegelberg's criteria.
Macroscopic examination showed ovarian
specimen measuring 5 x 4 x 3cm, weighing
10g. The cross section revealed haemorrbagic
surface. Histopathotogical examination
review section of ovarian tissue showing cyst
lined by luteinized granulose cells, chorionic
villi, trophoblastic cells and corpus luteum
within the stroma of the ovary. The sections
from the fallopian tube showed no evidence of
gestational tissue.
Therefore, diagnosis of primary ruptured
ovarian ectopic pregnancy was confirmed.
Three units of O+ blood grouped and crossmatched for her were transfused in the
immediate postoperative period. She was
counseled on intra-operative findings, the
haemoglobin concentration at discharge (5th
day) was 10.2gldl. She was followed over six
months and she was asymptomatic with
regular menstrual cycle.

Case 2
The second case is Mrs G.Z, a 25 years old G2
P1 + OA1 last child birth was 22months before
presentation who presented at gynaecological
unit of Aminu Kano Teaching Hospital with
complaint of 6weeks Amenorrhea and lower
abdominal pain of 6 hours duration.
She presented with sudden onset of
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excruciating lower abdominal pain associated
with spotting of blood from the vagina. There
was no history of fever, nausea, vomiting,
vagina discharge or urinary symptoms. Her
previous menstrual cycle was regular. She had
emergency caesarian section on account of
severe preeclampsia at term. Intra-uterine
contraceptive device was inserted following
delivery and was removed 2 weeks before
presentation. There was no history of
dizziness or fainting attack.
On examination, she was afebrile (37.20C),
mildly pale. The pulse rate was 108bpm and
blood pressure was 100/60mmHg. The
abdomen was full move with respiration with
healed Pfannenstiel scar. There was vague
generalize abdominal tenderness which was
more in the suprapubic region and left iliac
fossa. Speculum examination was normal.
Vagina examination revealed left adnexal
mass, no fullness of pouch of Douglass and
cervical motion tenderness was positive.
The urinary BHCG was positive.
Haemoglobin concentration was 8.9gldl.
Pelvic ultrasonography result showed bulky
uterus but empty with a complex left adnexal
mass measuring 5.1 x 4.1 x 3.0cm with
significant fluid collection in the pouch of
Douglas.
Emergency laporatomy was done with a
preoperative diagnosis of ruptured left tubal
ectopic pregnancy after informed consent was
obtained. Intra-operatively, uterus was
normal, both tubes were grossly normal. A left
ruptured ovarian ectopic was found.
Haemoperitoneum was 300mls. The right
ovary was normal. Left salpingooophorectomy was done. The patient had an
uneventful postoperative course.
Postoperatively, the diagnosis of ruptured
ovarian ectopic was made according to
Spiegelber's criteria. Macroscopic
examination showed ovarian specimen with
open cystic area measuring 4.0 x 3.2 x 2.5cm
weighing 11g. The cross section showed,
corpus luteum and blood clots were seen.
Microscopic examination showed ovarian
tissue with cystic lesion lined by luteinized
granulosa cells, trophoblastic cells, chorionic
villi and area of haemorrhage. The sections
Ibom Medical Journal Vol.11 No.1 February, 2018
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outside the uterine endometruim.1 The most
common location continues to be fallopian
tube (95%), then rare sites include the ovary
(3.2%) or abdomen (1.3%).4
Ovarian ectopic pregnancy is a rare and life
threatening condition and its early detection
is perhaps the most difficult compared to
other forms of extra-uterine pregnancies.3
Ovarian pregnancy, may occur if fertilization
occur in the peritoneal cavity and then
fertilized ovum implanted on the ovary or
fertilization occur in the tube then via tubal
abortion or rupture, product of conception
implanted on ovarian surface.5
It is a rare entity but the incidence has been on
the rise due to better diagnostic modalities,
wider use of contraceptive IUD, ovulation
induction drugs, assisted reproductive
technique like
Invitro-fertilization and enbryo transfer (IVFET), and empty follicle syndrome.
Endometrioses, PID, smoking have also been
implicated.6 The two cases had history of
recent use of IUD. However, few reported
cases had no underlying causes, they
happened by chance.3
Ovarian ectopic occurs in young female,
similar to current cases and clinical
presentation vary from asymptomatic to life
threatening one. The two cases presented with
features of acute abdomen. The diagnosis still
remains a problem and a challenge to
gynaecologists. Many times, it is
misdiagnosed clinically as ruptured tubal
ectopic pregnancy and diagnosis is often
made intra-operatively and confirmed by
histopathological examination.2,7 These were
seen in the two cases described. It may be
important to note that ovarian pregnancy can
terminate several days before expected date
of menstruation without history of
amenorrhea.2
The diagnostic dilemma can be overcome
sometimes before rupture by the use of high
resolution transvaginal ultrasonography
followed by diagnostic laparoscopy. These
were not done for the two (2) cases reported
because they presented with features
DISCUSSION
8,9
An ectopic pregnancy is defined as suggestive of acute abdomen.
implantation and development of an embryo Intra-operately, diagnosis of ovarian ectopic
from the fallopian tube showed no evidence
of gestational tissue.
Thus, the diagnosis of primary ruptured
ovarian ectopic pregnancy was confirmed.
The postoperative haemoglobin
concentration was 8.5gldl and was not
symptomatic, so she was not transfused. She
was counseled on intra-operate finding and
contraception.
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was made using the Spiegelberg's criteria
which was later confirmed postoperatively by
histological report. The mainstay of surgical
treatment for ovarian pregnancy is salpingooophorectomy or conservative surgical
management like ovarian wedge resection
depending on the extent of tissue destruction.
However salpingo-oophorectomy of the
affected side was done for the two reported
cases after thorough assessment of vitality of
ovarian tissue.
The other treatment option is methotrexate
(conservative treatment) but was not
considered because the two cases reported
were ruptured and needed immediate
surgery.10,11,12
In conclusion, ovarian ectopic is a rare variant
of ectopic pregnancy which is not only
difficult to diagnose but often misdiagnosed
as tubal ectopic pregnancy. Most often
diagnoses is made intra-operatively and
confirmed by histopathological report. The
management is essentially surgical however
medical management with methotrexate
therapy has been reported for few selected
cases.
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