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Abstract

Ectopic ovarian tissue is a rare gynecologic
condition. Accessory ovaries were defined as
excess ovarian tissue adjacent and connected to
a normal ovary, while supernumerary ovaries
were described as those ovaries situated away
from normal ones. The one presented here is a
case of a 20 year-old unmarried woman operat-
ed for recurrent abdominal pain. During
laparoscopy we found a mass 2×1.5 cm in size
in the ileum, located 80 cm  from the ileocecal
valve: the lesion was resected and an ileoileal
anastomosis was performed, the anatomopatho-
logical examination of the mass proved to be
ovarian tissue. The history of previous pelvic
surgery with adhesiolysis, and the unusual loca-
tion of the ectopic ovary, support the theory of
an ovarian implant in the intestine, but the true
ectopic ovary hypothesis is still probable
because of the location of the ectopic ovary
inside the intestinal wall. In any case, the loca-
tion of ectopic ovary discussed here is unusual
and perhaps unpublished before.

Introduction

Ectopic ovary is a relatively uncommon condi-
tion. According to Wharton classification,
ectopic ovaries can be defined as either acces-
sory or supernumerary, depending on their rela-
tionship to a normal ovary. Accessory ovaries
were defined as excess ovarian tissue adjacent
and connected to a normal ovary, while super-
numerary ovaries were described as those
ovaries situated away from normal ovaries1 The
incidence of accessory ovaries and supernu-
merary ovaries was reported to be very low
1:29,000-700,000 at gynecologic admissions.2

Case Report

A 20 year-old unmarried woman presented
with a 3-year history of isolated lower cramp-
like abdominal pain. She had been operated 3
years before for appendicitis  by open tech-
nique (classical McBurney incision), unfortu-
nately, anatomopathological examination of
the appendix was not made. Then, she com-
plained of repeated abdominal pain reaching
its maximum intensity in about 30 min. to one

hour lasting on average many hours, without
nausea, vomiting, fever, or other symptoms.
The pain became more frequent during the last
6 months before surgery. The menstrual cycle
was normal, the pain was not cyclic or associ-
ated only with menstruation. In her family his-
tory, there was a brother affected by coeliac
disease, some investigations for her repeated
pain rarely associated with mild diarrhea were
made eight months before laparoscopy that
included esophagogastroduodenoscopy with
multiple gastric biopsies which revealed
chronic gastritis with helicobacter pylori
involvement, small intestine biopsies revealed
modified marsh type 3a perhaps consistent
with coeliac disease. Tissue-transglutaminase
antibodies (IgA anti-tTG) were normal, coeliac
disease is unlikely when IgA anti-tTG is
absent.3

The physical examination during the
episodes revealed tendeness on the suprapu-
bic scar with an increase in bowl sounds. She
had been again operated 4 months before for 6
cm  right ovarian cyst by open technique
(transverse Pfannenstiel incision). The
hypothesis of post-surgical adhesions was
thought, laboratory tests during crises of pain
were normal,  MRI of the pelvis and abdomen
was normal. An exploratory laparoscopy was
performed, on operation, many adhesions
between the anterior abdominal wall and the
omentum were found and liberated (Figure 1).

Thorough examination of the intestine
revealed an ileal mass about 2x1.5 cm in size
located 80 cm proximal to the ileocecal valve
(Figure 2). Both ovaries were in their normal
location, the right ovary has a normal size,
there was a 3 cm cyst of left ovary which was
partially resected. The intestinal  lesion was
resected and an ileo-ileal end-to-end anasto-
mosis was performed by re-incision of previ-
ous McBurney scar. Her postoperative course
was uneventful, and she was discharged on the
3rd postoperative day. In her last visit 6 months
after surgery, the patient was still free of the
abdominal pain who had suffered during the

past three years.
The anatomopathological examination doc-

umented an Ileum resection segment of 13 cm
in length, cut section of the resected ileum
shows macroscopically a white lesion (2.5 x 1 x
0.8 cm) at the intestinal wall contains several
small cysts, the lesion is 5 cm, and 5.5 cm from
surgical resection margins. Microscopically
the ileum segment is lined by normal mucosa,
the lesion shows connective ovarian tissue
stroma contains large spindle-shape fibrob-
lasts, numerous blood vessels, follicular cells of
primordial follicles,  corpus albicans with sev-
eral small cysts, some cysts lined by several
layers of small and round cells with scanty
cytoplasm and hyperchromatic nuclei (follicu-
lar cysts), some cysts lined by flattened epithe-
lium (serous cysts), the stroma also shows
multinucleated giant cells, with congested ves-
sels, and eosinophilic material. The lesion is
located within muscularis propria and serosa
layers, the mesentery shows adipose tissue,
and hemorrhagic areas (Figure 3). The anato-
mopathology of the left ovarian cyst was a cor-
pus luteum cyst.
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Figure 1. Exploratory laparoscopy showing adhesions between the anterior abdominal
wall and the omentum (A) and their liberation (B) after operation.
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Discussion

According to Wharton classification,1

ectopic ovaries can be defined as either
accessory or supernumerary, as distinguished
by their relationship to a normal ovary. By def-
inition, the accessory or supernumerary
ovaries require the presence of two normal
ovaries in order to be called so. That is, acces-
sory ovaries were defined as excess ovarian
tissue adjacent and connected to a normal
ovary while supernumerary ovaries were
described as those ovaries situated away from
normal ovaries.4 True ectopic ovary occurs
according to embryonic theory as the result of
abnormal separation of a small portion of the
developing and migrating ovarian primordi-
um.5 Acquired conditions of ectopic ovarian
tissue was reported due to  inflammation and
surgical  operations, the ovarian tissue which
had been detached from the ovary could be
implanted anywhere in the pelvic cavity.6

Supernumerary ovary was reported in the
omentum,7-9 in retroperitoneum,10,11 and in
the pouch of Douglas.12,13

The literature reports various cases of
tumors arising in ectopic ovaries, such as
serous cystadenoma, dermoid cyst, Brenner
tumor, sclerosing stromal tumor, steroid cell
tumor, mucinous cystadenoma, teratoma and
fibroma.6,14-19 Since 1864 there have been less
than 50 cases of ectopic ovary reported in the
literature and only in two cases the diagnosis
was established prior to the operation.6,14

Despite the strong association with pathologi-
cal processes, supernumerary and accessory
ovarian tissue has been notoriously difficult to
diagnose preoperatively. It is usually an inci-
dental finding or a surprise histopathological
diagnosis after resection of symptomatic
mass.11 The stimulation with human chorionic
gonadotropin (hCG) prior to surgery was used
to facilitate the location of an ectopic ovary at
laparotomy in a patient who had undergone
bilateral oophorectomy and adrenalectomy for
metastatic breast carcinoma.20 Congenital gen-
itourinary malformations or genetic abnormal-
ities are associated closely with ectopic ovaries
and it would be prudent to expect a urinary
abnormality in the presence of ectopic ovary in
about one third of cases.4,6,14

In the case we present, the pain can be
explained by the mass effect  on the intestinal
wall which causes partial obstruction and stim-
ulates intestinal contractions in a way mimick-
ing the mechanism of intestinal intussuscep-
tion. The history of previous pelvic surgery
with adhesiolysis, and the unusual location of
the ectopic ovarian tissue which has no rela-
tion with the embryonic  development of the
ovary and its migration, support  the theory of
an ovarian implant  in the intestine, this is
perhaps after appendectomy due to the size of

this ectopic ovary and the resolution of pain
after surgery, but the true ectopic ovary
hypothesis is still probable because of the loca-

tion of the ectopic ovary inside the intestinal
wall. In any case, this location of ectopic ovary
remains unusual and unpublished before. 

Case Report

Figure 2. Examination of the intestine (A) with ileal mass (yellow arrow in B) about 2x1.5
cm located 80 cm proximal to the ileocecal valve.

Figure 3. Anatomopathological examination of the lesion with macro- and microscopic
view of the lesion (magnification factor in yellow): intestinal mucosa and submucosa (1),
ectopic ovary (2), intestinal mucosa (3), muscularis propria (4), ovarian tissue (5), pri-
mordial follicles (6), atretic follicles (7), multinucleated giant cells (8), ovarian stroma
(9), all visible in panels A-F.
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Conclusions

Ectopic ovary is a rare entity, we have
reported one new location which was diag-
nosed by the anatomopathological examina-
tion of the intestinal mass after excision, it is
probably a post-surgical implant secondary to
the previous pelvic surgery, but a true ectopic
ovary is not  absolutely excluded.
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