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OVARIAN PREGNANCY : APROPOS OF A CASE
INTRODUCTION

Ovarian pregnancy (ON) is a rare form of pregnancy where the ovary is the site
of embryo implantation. [1] It differs from other ectopic pregnancies by its
rarity and is often observed in countries with low socio-economic and medical
development. [2]. The pathophysiology of SM is not well understood, but it
appears to be caused by reflux from the fertilized oocyte to the ovary [3, 4]. SM
is a rare and isolated phenomenon, independent of the usual risk factors. The
objectives of this study are to analyze the determinants of SM and to highlight
its etiopathogenic, histopathological and evolutionary peculiarities [5].

OBSERVATION

Patient aged 38 years, multiparous, known diabetic under diet alone, admitted to
the emergency room for metrorrhagia of medium abundance on an amenorrhea
of 3 months. The examination finds a patient unstable hemodynamically
tachycardia, 90/50 mmhg BP, generalized cutaneous-mucosal pallor, sweat,
slightly distended abdomen, with generalized defense, bleeding of endouterine
origin. Objective pelvic echography of an empty normal-sized uterus, a back-
uterine gestational sac measuring 78x47mm containing a non-living embryo
whose biometrics evaluates the pregnancy of 7 SA associated with an effusion
of great abundance. With a BHCG rate of 79835. She benefited from emergency
laparotomy, exploration showed a hemoperitoneum estimated at 2.5 liters, a
right ovarian pregnancy (FIGURE 1). She had a right ovariectomy. (FIGURE
2).
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DISCUSSION

Among the 5% of extra-tubal pregnancies, ovarian pregnancy alone represents
2% of these cases, apart from rare locations [6]. The discovery of ovarian
pregnancy dates back to 1614, thanks to the work of Mercureus and other
researchers cited by Grall [7].

Women at risk of ovarian pregnancy are generally young, fertile, multiparous
and IUD carriers [8]. According to the literature, the age of the patients
concerned varies from 21 to 44 years, with a parity ranging from 0 to 3 [9].
Older age appears to be associated with a higher risk of ectopic pregnancy due
to prolonged exposure to risk factors [10].

Novak [11] presents the three main theories advanced to explain the
pathogenesis of SM, including two concerning primitive SM. The first theory
suggests intra-follicular fertilization, where an egg that is not expelled would be
fertilized inside a follicle that is not ruptured by a sperm. However, this theory
seems wrong because the oocyte must undergo a nuclear and cytoplasmic
maturation to be fertilizable, processes that take place outside the follicle. The
second theory, proposed by Baden and Heins [12], speaks of extra-follicular
fertilization followed by ovarian nidation, where the egg is preferably implanted
on the scar of the original follicular ostium containing fibrin and neocapillaries.

The most common clinical symptoms are abdominal pain, menstrual delays and
uterine bleeding. These pains are caused by the rupture of the ovarian capsule
and the formation of a hemoperitoneum [13,14]. there are other symptoms to
guide the diagnosis [15]: digestive disorders, abdominal and pelvic pain, anemia
with impairment of the general state, internal or externalized hemorrhage, or a
toxic-infectious syndrome. Patients are most often seen in an emergency
context, with significant hemoperitoneum or even in a state of hypovolemic
shock [14], these are signs reported in our context.

Ultrasound is an essential tool to confirm the diagnosis by visualizing a fetus
surrounded by a gestational sac outside the uterus. In addition, it assesses the
vitality of the fetus and the location of the placenta [16]. Biology may indicate
anemia and elevated levels of alpha-fetal protein. [17] Diagnosis is often also
confirmed intraoperatively.

The therapeutic management of an ectopic pregnancy depends on several
factors, such as the location of the pregnancy, the state of health of the patient
and the desire for future pregnancy. It may include close monitoring,
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administration of drugs to stop embryo growth, or surgery to remove the
embryo [18].

In most cases, treatment is usually surgery. In case of advanced ovarian
pregnancy, an ovariectomy or an annexectomy may be performed. However,
partial resection of the ovary can be performed to ensure hemostasis [16,19,20].

It depends in large part on the speed of diagnosis, management attitude, location
of pregnancy, age of pregnancy [17]. Maternal morbidity is marked by bleeding
operative complications [21].

CONCLUSION

Ovarian pregnancy (GO) is uncommon and remains a rare event compared to
other types of GEU. Its underlying cause is still poorly understood, making its
diagnosis complex and requiring a specific approach. However, early detection
and management can improve the prognosis of this exceptional condition.
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