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Abstract 
This is a 39-year-old female patient, commercial occupation, nulliparous, 
primigravida, 12 weeks of amenorrhea, who consulted for desire of maternity 
after 15 years of infertility. The physical examination showed an abdomen of 
normal volume, soft and tender in the right iliac fossa. On vaginal touch, the 
uterus was of normal volume in an anteverted anteflexed position, regular 
surface with palpation at the right adnexa of a firm mass about 5 cm in di-
ameter, irregular and tender. Free douglas. A diagnosis of infertility of 15 
years was retained. Infertility workup showed a normal uterus. Right ovary 
normal volume, left ovary normal volume. Hysterosalpingography with and 
without opacification showed signs suggestive of bilateral hydrosalpinx pre-
dominating on the right. There was no obvious uterine anomaly. The blood 
biology did not show anything particular. An exploratory laparoscopy re-
vealed multiple epiplo-tubero-intestinal adhesions. The right trumpet was di-
lated and adherent to an adnexal mass. A large adhesiolysis allowed the release 
of the right tube, thus opening the possibility to explore the adnexal mass. The 
opening of the mass allowed to individualize bony structures corresponding to 
the forearm with the calcified hand, and other less distinct structures. The 
latter finding led to the diagnosis of calcified ovarian pregnancy. 
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1. Introduction 

Ovarian pregnancy (OP) is one of the rare extra uterine pregnancies that is often 
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diagnosed during surgery [1]. It is a pregnancy in which implantation has taken 
place in the ovary. It has a special place among ectopic pregnancies because of its 
rarity and the difficulties in making the diagnosis. Its frequency is estimated at 
3.2% of ectopic pregnancies [2]. The lowest rate was reported in Tunis: 1 in 
21,439 births [3]. It remains rare in the Congo, probably because of the difficul-
ties in making the diagnosis and the difficulties in accessing care and hospitals 
with adequate diagnostic means. Contrary to other types of ectopic pregnancy 
(EP), GO remains an isolated and exceptional phenomenon, independent of the 
usual risk factors. Moreover, the exact mechanism leading to EOG is still poorly 
understood [4]. Its pathophysiology is poorly understood, and it seems to be 
secondary to a reflux of the fertilized oocyte towards the ovary [2] [3]. All the li-
terature reviewed remains silent on the case of mummified intra ovarian preg-
nancy. The literature reports rare cases of ovarian pregnancies that have pro-
gressed to the second trimester or even to term [2]. The objective of this work is 
to report the case of a mummified ovarian pregnancy diagnosed at Panzi Gener-
al Hospital in order to draw the attention of clinicians to this possibility to be 
evoked in front of the clinic similar to our description. 

2. Patient and Observant 

Patient H, 39 years old, commercial occupation, nulliparous, primigravida, last 
menstrual period on February 8, 2021, i.e. 12 weeks of amenorrhea, who con-
sulted for desire of maternity after 15 years of infertility. The history of her ill-
ness notes previous consultations for primary infertility treated with unspecified 
products without success. She was admitted to Panzi General Hospital for ex-
ploration of infertility. The history showed no risk factors for ectopic pregnancy 
and no previous surgery. Physical examination revealed good general condition, 
breast examination revealed normal breasts. The abdomen was normal in size, 
soft and tender in the right iliac fossa. The vulva was eutrophic. On speculum 
the cervix was healthy. On vaginal touch, the uterus was of normal volume in an 
anteverted anteflexed position, regular surface with palpation at the right adnexa 
of a firm mass about 5 cm in diameter, irregular and tender. The douglas was 
free. The fingernail came back clean. A diagnosis of infertility of 15 years was 
retained. An infertility workup was requested. Ultrasound done by trans abdo-
minal approach showed a uterus of normal volume (53 × 31 mm) in AVF with 
regular contour, clear cavity line, thin endometrium and homogeneous myome-
trium (Figure 1). The right ovary of normal volume 21 × 20 mm, left ovary normal 
volume with 2 dominant follicles of 5 mm diameter each (Figure 2). Free douglas. 
Hysterosalpingography with and without opacification showed signs suggestive of 
bilateral hydrosalpinx predominating on the right. No obvious uterine anomaly. 
Aspect of reflux of contrast media suggesting an upstream obstacle. No sponta-
neously visible abnormality. The blood biology showed nothing special. An explo-
ratory laparoscopy was then performed and multiple epiplo-utero-tubo-in-testinal 
adhesions were found. The left fallopian tube was sulky and adherent to the sur-
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rounding structures. The left ovary was normal but obscured by adhesions. The 
right fallopian tube was dilated and adherent to an adnexal mass (Figure 3).  

 

 
Figure 1. The right ovary of normal volume 21 × 20 mm, left ovary normal volume with 
2 dominant follicles of 5 mm diameter each. 

 

 
Figure 2. Uterus of normal volume (53 × 31 mm) in AVF with regular contour, clear ca-
vitary line, thin endometrium and homogeneous myometrium. 

 

 
Figure 3. Right proboscis dilated and adhering to an adnexal mass. 
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Figure 4. Opening of the ovarian shell and externalization of the fetal remains and bone 
structures corresponding to the forearm the hand calcified. 

 
A large adhesiolysis allowed the release of the right fallopian tube and the explo-
ration of the right ovary, which was irregularly shaped with a raised shell, sug-
gesting a microcyst. The opening of the small mass allowed the identification of 
bony structures corresponding to the calcified forearm of the hand and other 
less distinct structures (Figure 4); this last finding allowed the diagnosis of calci-
fied ovarian pregnancy to be made. Extraction of her fetal-annexal remains, fol-
lowed by partial resection of the ovary and haemostatic coagulation; the ex-
tracted elements were sent to anapathology, which had confirmed that they were 
fetal remains and adnexa. Hemostasis was ensured by thermo coagulation. Ex-
ploration of the left adnexa was performed. The permeability test of the right 
tube with methylene blue revealed a permeable tube. An aspiration was per-
formed after cleaning the cavity with physiological serum. After exsufflation and 
removal of the laparoscopic equipment, a dressing of the parietal wounds was 
made. The patient remained under observation for 48 hours. At discharge an 
appointment was made after seven to check for possible complications later. On 
the day of the control appointment, the examination did not reveal anything 
abnormal. 

3. Discussion 

Ovarian pregnancy was first suspected by Mercureus in 1614 and proven from 
other works cited by Grall [2]. Their frequency is estimated at 2% - 3% of EPs, 
which represents an incidence of about 1/2500 to 1/5000 births [5]. Other au-
thors such as Sergent and Seinera, on the other hand, consider that GO is much 
more frequent than is thought [6] [7]. For example, Sergent [7], found that the 
incidence was estimated at 1 per 1400 births in his study. Finally, the frequencies 
put forward are discordant. According to Grall [2], this disparity can be ex-
plained by the lack of rigor in the respect of anatomical and histological criteria 
involved in the diagnosis of ovarian pregnancies. In our case, this was the first 
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ovarian pregnancy diagnosed in our hospital. The patient was 39 years old, nul-
liparous, primigravida and of average socioeconomic level. According to the li-
terature, advanced age seems to be a risk factor for ovarian pregnancy, which is 
the case for our 39-year-old patient. The age of the patients varies between 21 
and 44 years and parity from 0 to 3 [4] and advanced age seems to be associated 
with an increased risk of ectopic pregnancies due to long-term exposure to risk 
factors [8]. In a study conducted in Côte d’Ivoire, the age of onset was between 
20 and 34 years [9]. For E. Philippe [10], the average age of onset of GO is 29 
years. In our case, the patient was not exposed to the usual risk factors. Also in 
our case, the criterion of multiparity was not present. This is in line with the ob-
servations of Riethmeller et al. who found two cases of GO in older, infertile 
women without IUDs [11]. According to Grall [2], parity does not seem to play a 
role, because out of his 4 cases, he found 2 cases in second-gestational women 
and 2 cases in multigestational women, i.e. 50%; Philippe [10] states that multi-
parous women carry GO in 73% to 84% of cases. The authors’ opinions are 
therefore divided. 

Clinically, the diagnosis of an ectopic pregnancy is suspected on the basis of 
different signs in the first, second and third trimester. It should be noted, how-
ever, that it is clinically difficult to suspect a particular ovarian pregnancy and 
even more difficult to diagnose a mummified ovarian pregnancy. The diagnosis 
is almost always confirmed by paraclinics, in particular ultrasound and laparos-
copy. However, ultrasound diagnosis is still difficult [12]. This was confirmed in 
our case. Indeed, the signs did not allow us to suspect an ectopic, ovarian preg-
nancy. Ultrasound did not allow the diagnosis to be established either. It was la-
paroscopy that made it possible to make the diagnosis with the demonstration of 
fetal bone compounds trapped in the ovary. The clinical symptomatology is 
without great particularity, abdominal pain, delayed menses and metrorrhagia 
are the most frequently presented [5] [13]. The pain corresponds to the rupture 
of the ovarian capsule by the GO and the formation of hemoperitoneum [7] 
[14]. Patients are most often seen in an emergency context, with significant he-
moperitoneum or even in a state of hypovolemic shock [14]. However, other 
circumstances have been reported, such as that of Pan et al. An original case of 
GO in a clinical picture of adnexal torsion has been reported [15]. Similarly, very 
rare observations after inter-annexal hysterectomy have been reported [10] [13]. 

In our case, the patient did not present any signs that could suggest an ectopic 
pregnancy. A blood B-HCG level returned to normal after the operation, which 
we explained by the fact that the foetus and its appendages were calcified and the 
dead syncitiotrophoblasts could no longer secrete beta-HCG. The pregnancy 
would have occurred before the reported two-week amenorrhoea. IRM is also 
used in countries with large medical resources. 

Depending on the location of the ovarian pregnancy, it will develop at the ex-
pense of the right ovary. GO according to Spiegelberg [8] is characterized by its 
usual occurrence in the right side, due to the fact that: 

1) the normal size of the right ovary (16 mm × 19 mm) is much smaller than 

https://doi.org/10.4236/ojog.2023.132026


D. J. Kakisingi Mibi et al. 
 

 

DOI: 10.4236/ojog.2023.132026 257 Open Journal of Obstetrics and Gynecology 
 

that of the left ovary (35 mm × 18 mm); 2) part of the parenchyma of the right 
ovary often develops into a cystic cavity; 3) the wall of this cavity and the ovary 
have the same histological structure, in this cavity the remains of fetus and pla-
cental remnant is usually found. This last observation was made in our case. The 
right ovary was irregularly shaped with an elevation of the shell suggesting a mi-
crocyst. The opening of the small mass allowed the individualisation of bony 
structures corresponding to the forearm with the calcified hand and other less 
distinct structures. 

4. Conclusions 

Ovarian pregnancy, a rare situation, can mummify and go unnoticed. It can be 
discovered fortuitously during the exploration of an unexpected situation such 
as primary infertility. An ovarian pregnancy can mummify and remain asymp-
tomatic for a long time. Its diagnosis remains difficult and requires important 
material means. Parity is not a predisposing risk factor. There are ovarian preg-
nancies in our hospital and perhaps most of them have gone unnoticed. 

A lesson to learn: 
• An endo-vaginal ultrasound is essential for any infertility investigation, as it 

allows a better exploration of the ovaries. 
• A normal beta-HCG level does not rule out an ectopic pregnancy; any mor-

phological abnormality, however small, on laparoscopy requires a thorough 
investigation, including a sample for anaphylaxis if necessary. 
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