Case report 
A Rare Case of Ovarian Ectopic Pregnancy Diagnosed at a Tertiary-level Hospital in Guyana.

ABSTRACT 

	AIM:
To present a rare case of ovarian ectopic pregnancy initially misdiagnosed as a tubal ectopic pregnancy and to highlight the importance of careful ultrasonographic assessment and intraoperative evaluation in establishing an accurate diagnosis.
Case Presentation:
A 33-year-old G2P1001 at 8+6 weeks’ gestation presented with five days of vaginal spotting that progressed to heavier bleeding. Transvaginal Ultrasound suggested a right tubal ectopic pregnancy. At Laparotomy, however, a ruptured right ovarian ectopic pregnancy was identified, and right salpingo-oophorectomy was performed. The patient recovered uneventfully and was discharged on postoperative day two. Histopathology confirmed ovarian ectopic pregnancy. She opted for subdermal implant contraception.
Discussion: Ovarian ectopic pregnancy is rare, accounting for only 1-3% of ectopic pregnancies. Because it may mimic a tubal ectopic on ultrasonography, misdiagnosis is common. This case illustrates the limitations of imaging in early pregnancy, and it underscores the need for meticulous sonographic evaluation, consideration of ovarian ectopic pregnancy when findings are atypical and careful intraoperative inspection of pelvic structures. Early recognition is critical to reducing morbidity and preserving fertility when possible.
Conclusion:
This case reinforces that ovarian ectopic pregnancy, though uncommon, should be considered in patients with suspected adnexal ectopic pregnancy. Accurate diagnosis relies on both high-quality imaging and thorough surgical assessment. Prompt surgical management can lead to good clinical outcomes, as demonstrated in this case.
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1. INTRODUCTION 

[bookmark: _Hlk212807559]Ectopic pregnancy refers to the implantation of a blastocyst outside the uterine cavity. The vast majority-approximately 96% occur within the fallopian tube 1. In contrast, ovarian implantation is exceedingly rare, accounting for only 1 per 21,000-60,000 or approximately 1-3% of all ectopic gestations 2,3. Hemorrhage from ectopic pregnancy remains the leading cause of first-trimester pregnancy-related mortality 4.
Advancements in transvaginal ultrasound have improved detection of ectopic gestations; however, distinguishing an ovarian ectopic from a tubal ectopic or corpus luteum remains difficult because of similar clinical presentations and preoperative diagnosis is only achieved in less than half of cases 2,5.
Most diagnoses are established intraoperatively, with histopathological confirmation guided by Spiegelberg’s criteria 6. The rarity and diagnostic complexity of ovarian ectopic pregnancy underscore the importance of recognizing atypical adnexal findings in early pregnancy.
This case describes a ruptured ovarian ectopic pregnancy initially misinterpreted as a tubal ectopic on ultrasound, highlighting the diagnostic pitfalls associated with this entity and reinforcing the need for vigilant evaluation.
Ovarian ectopic pregnancy remains a diagnostic challenge due to its rarity. Documenting individual cases strengthens the scientific community's understanding of the diverse clinical manifestations and the role of imaging in timely diagnosis. This case offers important observations on presentation and surgical findings that can aid practitioners in identifying similar cases. Sstrengthening collective knowledge is critical to enhancing patient outcomes in this rare but potentially life-threatening event.

2. CASE PRESENTATION

[bookmark: _Hlk212807628]A 33y/o gravida 2, para 1 at gestational age of 8+6 weeks gestation by last normal menstrual period and 7+2 weeks ultrasound, and a past surgical history of one prior low transverse cesarean section, presented with a 5-day history of vaginal spotting, which became heavier on the day of admission. Her home pregnancy test was positive, and a subsequent ultrasound revealed an ectopic pregnancy, which prompted her visit to the emergency room.

On physical exam, a healed Pfannestiel scar was noted; the abdomen was soft and depressible, non-tender, with no guarding or rebound tenderness. No organomegaly was palpated, and bowel sounds were present. On Speculum examination, the cervical Os was closed, with mild blood in the vaginal vault with small clots; no active bleeding was seen. On Bimanual exam, the uterus was small, the cervix was closed with no cervical motion tenderness, and there was no adnexal mass or tenderness. All vital signs were within normal limits.

Ultrasound findings identified: In the projection of the right adnexa, a complex image is seen, in whose centre a gestational sac is observed with an echogenic structure like an embryo measuring CRL 12.0mm by AGA 7 weeks 2 days, yolk sac and cardiac motions are not seen. There is a mild amount of hyperechoic free fluid in the cul-de-sac. Findings indicative of a right non-complicated tubal ectopic pregnancy.
[bookmark: _Hlk212807670]The patient’s laboratory results were as follows; Hemoglobin: 11.9 g/dl, Platelets: 206 x 109/L, White blood cell count: 8.8 x 109/L, blood group: A+, Urine hCG : positive. Seum B-hCG levels were not available.
[bookmark: _Hlk212807692]The Patient consented to a laparotomy, and intraoperative findings revealed a ruptured right ovarian ectopic pregnancy. Right Salpingoophorectomy was performed. Total Blood loss of 150mls. Left Fallopian Tubes and Ovaries were grossly normal. Patient had an uneventful hospital stay and was discharged on postoperative day two (2) and requested a subdermal implant contraceptive device for family planning.
The Histopathology report: Microscopic description: sample labelled “fallopian tube & ovary” histologic sections showed chorionic villi & trophoblastic tissue embedded within the ovarian stroma. The ovarian parenchyma displayed a focal luteinised stromal reaction and haemorrhage. No abnormal gestational sac formation was observed. The surrounding ovarian tissue exhibited corpus luteum-like changes. No significant inflammation, malignancy or other pathologic alterations were identified. The fallopian tube had no significant abnormalities.
3. discussion
[bookmark: _Hlk212807735]Ovarian ectopic is the most common type of non-tubal ectopic gestation, with an estimated incidence ranging from 1 in 7000 to 1 in  40,000 live births. It accounts for approximately 3% of all pregnancy-related deaths 7.
Unlike tubal ectopic pregnancies, traditional risk factors such as pelvic inflammatory disease or previous tubal damage are typically absent. The exact aetiology remains unclear; however, proposed risk factors include use of intrauterine devices, assisted reproductive technologies, concurrent endometriosis, pelvic adhesions and a history of intrauterine surgery 6,8
In this case, the patient had a history of one previous cesarean section but no other identifiable risk factors. Her presentation with mild vaginal bleeding and stable vital signs, along with sonographic findings suggestive of right tubal ectopic pregnancy, reflects the diagnostic challenge commonly encountered with ovarian ectopic gestations. As reported in the literature, preoperative diagnosis is achieved in less than 30% of cases, as the sonographic appearance can mimic a corpus luteum or a tubal pregnancy 5. This underscores the importance of maintaining a high index of suspicion, even when imaging appears typical for a tubal ectopic pregnancy. 
Because the ovarian cortex is thin and highly vascularised, ovarian ectopic pregnancies frequently rupture during the first trimester, leading to significant intraperitoneal bleeding5. However, in this patient, rupture was limited, and hemodynamic stability was maintained, demonstrating that not all cases present with an acute abdomen or shock. Intraoperative findings confirmed a ruptured right ovarian ectopic pregnancy, and histopathological examination revealed chorionic villi embedded within the ovarian stroma, fulfilling Spiegelberg’s criteria for definitive diagnosis 2,7,9. Histopathology remains the gold standard for confirmation, as it distinguishes ovarian ectopic pregnancy from a hemorrhagic corpus luteum or tubal implantation.
Surgical management remains the cornerstone of treatment 6. Although medical therapy with methotrexate has been explored, its use remains controversial due to inconsistent success rates. Xin Zhou et al. report a trial of methotrexate treatment in three patients, which failed in all cases, and they were later managed surgically 9. In the present case, right salpingoophorectomy was performed due to rupture and extensive ovarian involvement, which precluded conservative repair. When feasible, conservative procedures such as ovarian wedge resection or cystectomy are preferred to preserve ovarian function and future fertility 6.
The patient recovered uneventfully postoperatively and opted for subdermal implant contraception before discharge. This emphasises the importance of postoperative counselling on fertility, contraception, and recurrence, which remains exceedingly rare.
4. Conclusion

This case highlights that ovarian ectopic pregnancy should remain a differential diagnosis in reproductive-aged women presenting with vaginal bleeding or adnexal masses, even in the absence of classical risk factors. Accurate intraoperative assessment and timely surgical management are essential to prevent morbidity, confirm diagnosis, and preserve reproductive potential.
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                                                 Fig 1. Right ruptured ovarian gestation
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