
 
                           

    562 

 

 

Scholars Journal of Applied Medical Sciences (SJAMS)        ISSN 2320-6691 (Online) 

Sch. J. App. Med. Sci., 2015; 3(2A):562-564                 ISSN 2347-954X (Print) 
©Scholars Academic and Scientific Publisher       

(An International Publisher for Academic and Scientific Resources) 

www.saspublishers.com                         DOI: 10.36347/sjams.2015.v03i02.007 

 

Case Report 
 

Ipsilateral Ovarian Pregnancy after Prior Salpingectomy for Tubal Pregnancy: A 

Diagnostic Dilemma 
Lopamudra Jena

1*
, Jyoti Narayan Puhan

2
, Sujata Singh

3 

1
Senior Resident, 

2
Post Graduate, 

3
Assistant Professor, Department of Obstetrics and Gynaecology, SCB Medical 

College, Cuttack, Odisha, India 

 

*Corresponding author  
Lopamudra Jena 

Email: id-julijena82@gmail.com         
                    
Abstract: Ovarian pregnancy is rare with reported incidence of 1/7000-1/40000 pregnancies. Inspite of advances in 

clinical sciences diagnosis of ovarian ectopic before surgery is rare. We present a case of multiparous lady who had 

undergone total salpingectomy for tubal pregnancy and had recurrent ectopic on the ipsilateral side which was confirmed 

to be ovarian pregnancy by histopathology, but did not satisfy the Spiegelbergs criteria thus creating a diagnostic 

dilemma.    
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INTRODUCTION 

Ectopic pregnancy occurs in about 1-2% of all 

pregnancies [1]. Ectopic pregnancy is an important 

contributor of maternal mortality, morbidity and early 

fetal wastages in the first trimester of pregnancy [2]. 

The incidence is reported to be approximately 15% and 

it rises to 30% following two ectopic pregnancies [3]. 

Probably multiple factors are involved such as the 

increased prevalence of pelvic inflammatory disease 

(PID), use of assisted reproductive technology [4], 

increasing maternal age [5], prior abdominopelvic 

surgery altering the pelvic organ anatomy.  

 

Ipsilateral ectopic pregnancy following 

salpingectomy (total or partial) is rare [6], with 

ipsilateral ovarian pregnancy being rarer [7]. Ipsilateral 

ectopic pregnancy has found to be associated with 

mortality rates 10–15 times higher than other ectopic 

pregnancies [8]. In this we report, a case of spontaneous 

ectopic pregnancy located in the ovary after ipsilateral 

salpingectomy for tubal pregnancy. 

 

CASE REPORT 

A 27 years multiparous lady G4P2A1 with a 

period of amenorrhoea of 7 weeks was referred to our 

tertiary care hospital with complains of pain abdomen 

and reeling of head for one day, with a ultrasonographic 

diagnosis of ruptured ectopic pregnancy with 

hemoperitoneum. She had 2 vaginal deliveries with one 

right tubal ampullary pregnancy for which she had right 

total salpingectomy 2 years back. On examination she 

had moderate pallor with pulse rate of 100/min, blood 

pressure of 90/60 mm of Hg, respiratory rate-20/min. 

Diffuse abdominal tenderness was present. On per 

vaginal examination uterus size could not be elicited, 

fornices were full and cervical motion tenderness was 

present. Ultrasonography revealed normal sized uterus 

with normal endoecho, there was irregular sac 

surrounded by echogenic mass seen in right adnexal 

region with fluid present in pelvis & peritoneal cavity. 

Her pregnancy test was positive. With a provisional 

diagnosis of ruptured ectopic pregnancy laparotomy 

was planned. On exploratory laparotomy 1.5L of fresh 

and clotted blood was present in the peritonial cavity 

which was suctioned out. A hemmorhagic mass of 3*4 

cm was adherent to the right ovary with hemmorhagic 

edges and profuse bleeding from the base (Fig.1). Right 

oophorectomy  was done. Left side tube and ovary were 

healthy (Fig. 2) but keeping in mind the risk of 

recurrent ectopic left total salpingectomy was done. The 

postoperative period was unevenful. Histopathological 

confirmed it to be a case of ovarian pregnancy (Fig. 3). 

 

DISCUSSION 

It is reported that ectopic pregnancies of the 

ampullary region of the fallopian tubes constitutes 

approximately 92%, interstitial/cornual ectopic 

pregnancies constitutes 2.5%, while cervical, ovary, and 

peritoneal  are less-common forms [9]. 

 

Ectopic  pregnancy is an acute medical 

emergency as it leads to catastrophic intra peritoneal 

bleeding [10] at  an early gestational age due to the poor 

ability of this portion of the tube to distend as well as 

the increased vascularity of the area (anastomosis of the 

uterine and ovarian vessels) [9]. The mechanism by 
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which ectopic pregnancy in the ipsilateral ovary after 

salpingectomy occurs is not clear but the literature is 

replete with a lot of theories on the mechanism on 

recurrent ipsilateral ectopic pregnancy [11, 12]. 

According to one theory the spermatozoa pass through 

the patent tube into the Pouch of Douglas, and travel to 

fertilise the ovum on the side of the diseased tube. The 

fertilised ovum implants on the stump of previous 

ectopic site. While according to another theory of 

transperitoneal migration, the fertilised ovum on the 

side of the normal tube migrates and gets implanted on 

the tubal stump. The third theory states that despite 

ligation, lumina remain intact in the interstitial portion 

and distal remnant of the fallopian tube allowing 

communication between the endometrial and peritoneal 

cavities. Thus, migration of the fertilised ovum or 

spermatozoa occurs from the endometrial cavity to the 

distal remnant of fallopian tube [13]. 

 

Due to uncertain mechanism, selection of a 

preventive method is difficult. However, few options 

may be suggested in order to decrease the probability of 

recurrence. During salpingectomy, care should be taken 

not to leave a long tubal stump [4] to minimise the risk 

of bleeding associated with the isthmic portion of the 

fallopian tube [9]. Remnant portion should be 

minimised to minimize the risk of future ectopic 

pregnancies [6].Adequate diathermy of the proximal 

portion or ligation with clips may be necessary to 

decrease the future risk [6]. Hysterosalpingography can 

be performed to evaluate the patency of the fallopian 

tubes after salpingectomy and ligation [14]. 

 

In 1878, Von Spiegelberg suggested 4 criteria 

for diagnosis of ovarian pregnancy (a) The tube on the 

affected side must be intact, (b)The fetal sac must 

occupy the position of the ovary, (c) The ovary must be 

connected to the uterus by ovarian ligament, (d)Definite 

ovarian tissue must be present in the sac walls [15]. 

 

But in this case all the four criteria’s could not 

be full filled creating a diagnostic dilemma of ovarian 

pregnancy versus ectopic in tubal remnant involving the 

ovary. To prevent recurrent ectopics, if the woman has 

completed her family and has a history of ectopic 

pregnancy, effective contraception counselling may be 

given, or permanent contraceptive measures 

implemented. 

 

 

  
Fig. 1: Right ovary with hemmorhagic mass 

 

  
Fig. 2: Left side healthy ovary and tube, right tube 

absent 

 

 
Fig. 3: Histopahology showing ovarian stroma and 

trophoblastic villi 

 

CONCLUSION 

Recurrent ovarian pregnancy after ipsilateral 

salpingectomy for tubal pregnancy is a very rare 

occurrence. Its clinical presentation is same as a 

disturbed ectopic pregnancy and diagnosis is usually 

made on operating with healthy tube and ovary of 

opposite side. Clinicians should be aware that one 

ectopic is a risk factor for future ectopics and that 
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salpingectomy does not exclude ipsilateral ectopic 

pregnancy. When performing a salpingectomy, we 

suggest that the length of the remnant should be 

minimised and adequate diathermy applied It is a 

diagnostic dilemma and should be excluded from 

ectopic in remnant tube by histopathological 

study.Timely diagnosis and surgery can save the 

patients life. 
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