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ABSTRACT

Introduction: Ovarian pregnancy (OP) is an uncommon form of ectopic pregnancy that is often misdiagnosed. However, the
rupture of the expanding OP can lead to internal bleeding and threaten women life. The purpose of this case report is to discuss
the challenge to diagnosing and managing OP, specifically in low-income countries, accurately.

Case Report: We report the case of an ectopic pregnancy suspected as being an abdominal pregnancy with a dead fetus in
utero on ultrasound and which turned out to be ovarian, discovered intraoperatively in a 22-year-old third parous without known
morbid history.

Discussion: Due to its rarity, OP remains an isolated and exceptional phenomenon in a woman'’s life. OP is difficult to diag-
nose and sometimes lately diagnosed, especially in countries with limited resources as the Democratic Republic of Congo
(DRC). Indeed, the lack of adequate imaging and histopathologic equipment, and qualified practitioners in most medical centers
do not facilitate the early diagnosis and treatment of OP in those settings.

Conclusion: This first reported case of OP in the D.R. Congo confirms the difficulty in making the diagnosis. In case of diagno-
sis doubts, medical care practitioners should consider directing patients to specialized health care centers.
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INTRODUCTION often undergo surgery for suspected tubal ectopic pregnancy

or hemorrhagic corpus luteum.® Here we report the case of an
The most commonly occurring gynecologic emergency lead-  ¢¢(opic pregnancy suspected as being an abdominal present-
ing to maternal death in the first trimester of pregnancy,'  jng as missed abortion on ultrasound, which turned out to be
ectopic pregnancy (EP), is a complication of pregnancy in 4 OP during surgery, diagnosed at the Lumbulumbu Hospi-
which an embryo attaches itself anywhere outside of the (4] Center (LLHC) / Mapon Clinic of Kindu in Maniema in

uterus.’The large majority of EP (95 %) are located at the )¢ Democratic Republic of the Congo (DRC).
fallopian tubes; the remain 5 % are located in the abdomen,

ovary, and cervix.!

Ovarian pregnancy (OP) is an uncommon form of ectopic CASE REPORT
pregnancy with an incidence of 0.5-3% of all ectopic gesta-
tions®, which occurs when a fertilized ovum implants on the
surface of the ovary.*OP are often misdiagnosed as corpus
luteum hemorrhage, and around 75% terminate in first tri-
mester’. Indeed, the rupture of the expanding OP is expected
at the early stage of pregnancy’, which can lead to internal
bleeding and hypovolemic shock.*

A 22-year-old gravida 3, para 3 was admitted at the LLHC
/ Mapon Clinic for lower abdominal pain, vaginal bleeding,
and absence of active fetal movements (AFM). She did not
have any history of pelvic inflammatory disease or insertion
of an intrauterine device (IUD). She saw her last period on
December 22019, and 6 weeks later, she did the first ultra-
sound that confirmed the pregnancy without mentioning its
Despite the availability of sophisticated diagnostic technol-  location. The occurrence of vaginal bleeding (or spotting) at
ogy, the diagnosis of OP remains a challenge. Patients most around 15 weeks of amenorrhea motivated her consultation
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in another medical center of the Kindu City. She received
treatment for threatened miscarriage that stopped the bleed-
ing.

The recurrency of vaginal bleeding at around 19 weeks of
amenorrhea and the absence of AFM let the patients to con-
sult in another medical centers of Kindu City different from
the previous one, where ultrasound realized by unqualified
practitioners reported an aseptic necrobiosis of a uterine fi-
broid without mentioning pregnancy. Then, the patient was
referred for better management by specialists at the LLHC /
Mapon Clinic.

At the time of her presentation at LLHC / Mapon Clinic, the
gestational age was estimated at 28 weeks of amenorrhea.
She complained of vaginal bleeding(spotting), intermittent
lower abdominal pain, and the absence of AFM. She was
in good general condition on examination, with moderately
colored eyelid conjunctiva and good vital signs. The breasts
were symmetrical, flabby, secreting breast milk. On abdomi-
nal examination, we observed a hypogastric arch eccentric to
the left, going up to a finger gap below the umbilicus. Two
distinct, poorly over conscribed, non-sensitive masses of
more or less firm consistency, with irregular surfaces, were
palpated in the right para-uterine side. One small and mobile
mass to the two planes of the abdominal wall, and the other
more significant still. In the left para-uterine side, we notice
a tenderness on the deep palpation. The vulva was eutrophic
and clean. The speculum examination revealed a healthy
cervix pauciparous without ex-utero hemorrhage. On digi-
tal vaginal examination, the cervix was posterior, soft, long,
closed. The uterus was enlarged about the size of an orange;
the pelvis was considered clinically good. In addition, she
did not present edema of the lower limbs.

Given the patient’s history and the clinical examination, we
suspected an aborted pregnancy; and uterine myomatosis
was excluded.

Laboratory Investigations revealed Blood-Rhesus Group: B
+; Hemoglobin (Hb): 12.4g / dl; Hematocrit (Ht): 38%; Red
blood cells (RBCs) count: 4,460,000 / mm3; White Blood
Cell (WBCs) Count: 5300 / mm3 (Neutrophils 44%, Lym-
phocytes 52%, Eosinophils 2%, Basophils 1%, and mono-
cytes 1%); Platelets: 288000 / mm3; HIV serology negative.

Abdominopelvic ultrasound showed a left para-uterine ab-
dominal pregnancy with a dead fetus in utero whose gesta-
tional age was 20 weeks ultrasound (femoral length: 33mm).
The empty uterus having measured 98x46x67 mm, the left
ovary not visualized, the right ovary with normal echo anat-
omy measuring 32x25x17 mm.

Based on all the above examinations (clinical, laboratory,
and ultrasound), we decided to perform an exploratory lapa-
rotomy for arrested abdominal pregnancy.

The surgery was performed under general anesthesia. Af-
ter median sub-umbilical coeliotomy, we made the follow-
ing observations: a peritoneal fluid tinted with old blood
estimated at 150ml after aspiration. An old sizeable septate
blood clot in the omentum weighed 170g. A pelvic mass of
firm consistency, irregular surface, poorly mobilized, at the
expense of the left ovary and firmly adhering to the ipsilat-
eral tube, filling the Douglas sac and pushing back the uterus
to the right (Figure 1). The mass had no contact with the
intestinal loops or omentum (Figure 1). There was a clear
cleavage line between the mass and the posterolateral part of
the uterus that served as a surgical approach to remove the
pelvic mass. The right tube and ovary were normal in appear-
ance and volume.

We performed the right total adnexectomy, removing the
mass that was fixed by the left utero-ovarian and lumbo-
ovarian ligaments (Figure 1). The mass contained a female
fetus with overlapping skull bones (Figure 2), first-degree
macerated, weighing 457g (Figure 2). We then performed
hemostasis, cleaned the peritoneal cavity with 3 liters of
warm 0.9% Nacl, and placed a sentinel drain in the Douglas
pouch. Finally, we closed the abdominal wall plan by plan
and ended with a clean and dry bandage. There weren’t any
incidents during the surgery, and the postoperative follow-up
was simple. The patient was discharged from the hospital on
postoperative day five.

a. Laparotomy b. Left ovarian mass ¢. Removal of adnexal mass

pP -
Figure 1: Left adnexal mass found during abdominal surgery.
By surgical incision into the abdominal cavity (laparotomy), we
came directly across a large clot made from old blood. This clot
was covered with omentum and did not adhere to any intra-
abdominal organs (fig 1a). The pelvic exploration revealed a
large ovarian mass intimately adhered to the left fallopian tube
and well-buried towards Douglas’ cul-de-sac (fig 1b). After
careful manual and instrumental adhesiolysis, we had exteri-
orized the mass and proceeded to the left total adnexectomy

(fig 1c).

DISCUSSION

OP is a rare entity among ectopic pregnancies. Its diagnosis
and management are not always easy. Its frequency is esti-
mated at 2-3% of GEUs, representing an incidence of ap-
proximately 1/2500 to 1/5000 births.” Sergeant et al. ® found
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c. Fetus outside the shell and attached

b. Ovarian pregnancy
(fetus in the shell)

a. Incision of the ovarian mass
to the placenta by the umbilical cord

Figure 2: Female fetus with overlapping skull bones discov-
ered after incision of the ovarian mass. The incision of the
ovarian mass (fig 2a) let us observe the entire ovarian preg-
nancy made of a shell in which we saw a part of the fetal head
(fig. 2b). The shell dissection allowed the externalization of a
female fetus attached to the placenta by its umbilical cord (fig
2C).

an incidence of 1 per 1400 births. It should be noted that the
lowest Incidence was reported in Tunis with 1/21439 births.’
In the D.R. Congo, no incidence is available as this is the
first reported case of OP.

In their series, Reithmeller et al.'® reported two cases of
OP in older infertile women without an [UD. Similar to the
findings of Beugre N. et al." in Ivory coast, our patient was
younger and fertile. This difference might be related to the
fact that the sample is unrepresentative, making it impossible
to draw any possible conclusions to be extrapolated.

Clinically, abdominal pain, delayed menstruation, and bleed-
ing are often presented.'>!* The pain corresponds to the rup-
ture of the ovarian capsule by the OG and the formation of
the hemoperitoneum.®!* Patients are most often seen in an
emergency setting, with significant hemoperitoneum or even
in a state of hypovolemic shock.'* However, in our case, the
patient was hemodynamically stable with no worsening of
other symptoms. This would be justified by the possible ex-
istence of a polymorphism of the clinical pictures, resulting
in a possible delay in the management when the symptoms
are not acute.

According to Spiegelberg!®, OP is characterized by its usual
occurrence in the right side since 1) the average size of the
right ovary (16mmx19mm) is much smaller than that of the
left ovary (35mmx18mm); 2) part of the parenchyma of the
right ovary often turns into a cystic cavity; 3) the wall of this
cavity and the ovary have the same histological structure, in
this cavity, we usually find fetal remains and placental re-
mains.'>!6

Many authors report that OP is diagnosed before 12 gesta-
tional weeks®, and some may progress until the 2™ trimester!?
or even more. Danish et al. reported a case of a 32 gestational
weeks OP that was diagnosed as an abdominal pregnancy be-

fore surgery, but during laparotomy, the diagnosis of GO was
made.!” Because of the qualified medical practitioners and
adequate equipment, our patient’s diagnosis and manage-
ment were delays (around 33 weeks of amenorrhea). Indeed,
the patient visited several medical centers in the city with-
out getting an accurate diagnosis. This case highlights the
importance for medical care providers of recognizing their
limits (in terms of skills and equipment) and better orienting
patients by transferring them to specialized structures when
they are available in the environment.

CONCLUSION

Ovarian pregnancy is rare and can be associated with high
morbidity and mortality rates. Sometimes the clinical pres-
entation is confusing with threatened abortion or simply
premature delivery. Despite the progress of medical treat-
ment, its management remains surgical by laparoscopic
route when the diagnosis is made early. The lack of ad-
equate equipment and qualified personnel in many health
care’s structures in countries with limited resources causes
late consultations of pregnant women, often in severe con-
ditions and sometimes fatal states. This first reported case
of OP in the D.R. Congo confirms that the diagnostic of OP
is still a dilemma. Therefore, when faced with diagnostic
difficulties and doubts, the medical care practitioner should
consider directing patients to specialized health care cent-
ers to improve their prognosis.
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