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Ectopic ovary – an unexpected finding
Ovário ectópico – um achado inesperado
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A 14-year-old girl, with a prenatal diagnose of left 
pelvic multicystic dysplastic kidney, presented in our 
department for a follow-up ultrasound. The patient has 
been followed in our hospital by a paediatric nephrol-
ogist since birth. Previous ultrasounds reported a 
normal right kidney and a left pelvic multicystic dys-
plastic kidney, with no signs of vesicoureteral reflux on 
cystography.

She had no symptoms and no relevant family history. 
Urine and blood analysis were normal.

Physical examination was unremarkable, revealing 
developed secondary sexual characteristics.

Regarding the gynaecological history, the patient 
experienced menarche three months before this 
appointment. She reported that these first cycles were 
regular, with slight dysmenorrhea.

During an ultrasound examination, an elongated, 
well-circumscribed and hypoechogenic structure was 
depicted on the left flank, presenting with some small 
cystic images (Fig. 1). The left ovary was not depicted 
on its usual location (and it was never documented on 
previous ultrasounds).

Keypoints
What is known
–	 Ectopic ovary is a rare gynaecologic abnormality which can 

be congenital or acquired.
–	 The diagnose of ectopic ovary is usually difficult since most 

patients are asymptomatic.

What is added
–	 Ectopic ovary should be suspected in young patients with 

an absent pelvic ovary, namely in those with concurrent 
congenital renal defects.
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Figure 1. Ultrasound image showing an elongated, 
well-circumscribed and hypoechogenic structure of the 
left flank, with some small cystic images (*).

A complementary MR was performed for further char-
acterization, showing an elongated, well-circumscribed 
structure on the left flank, measuring 84 mm of greatest 
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longitudinal diameter. This structure presented with 
multicystic appearance, resembling an ovary with folli-
cles, the largest being 14 mm (Fig. 2). These imaging 
findings were consistent with a left ectopic ovary.

Pelvic assessment confirmed the absence of the left 
ovary (Figs.  2 and 3) and depicted a right deviated 
uterine cavity, probably an unicornuate uterus lacking 
a rudimentary horn (Fig. 2). According to the European 
Society of Human Reproduction and Embryology 
(ESHRE) and the European Society for Gynaecological 
Endoscopy (ESGE) with consensus on the classifica-
tion of female genital tract congenital anomalies, this 
anomaly was classified as U4bC0V0 (Fig. 4)1.

The MR also confirmed the presence of a left pelvic 
multicystic dysplastic kidney and depicted a normal 
right kidney in the standard location (Fig. 3).

Ectopic ovary is a rare gynaecologic abnormality, 
characterized to be located above the level of the com-
mon iliac vessels, with less than 50 cases reported in 
the literature since 19592,3. The estimated prevalence 
of ectopic ovaries among gynaecologic admissions 
sets between 1:29 0000 to 1:93 00002,4.

They can be classified as congenital or acquired, the 
later accounting for most cases. In fact, Lachman and 
Berman found that almost 50% of the reported cases 
since 1959 were diagnosed in patients with previous 
pelvic surgery, making our case even rarer5.

The diagnose of ectopic ovary is difficult since most 
patients are asymptomatic. However, patients can pres-
ent with menstrual irregularities, infertility or abdominal 
pain3. Ectopic ovaries can also have an acute presen-
tation (eg. mimicking an appendicitis), or mimic intra-
peritoneal tumours3,4.

Associations with renal abnormalities have been 
described, given their common embryologic origin3.

Figure 2. Ectopic ovary. Coronal (A), axial (B) T2-weighted and sagittal (C) fat-suppressed T2-weighted images showing an 
elongated, well-circumscribed structure on the left flank (yellow arrow). The right ovary is identified on the pelvis (black 
arrow) as well as the pelvic multicystic dysplastic kidney (*). An unicornuate uterus is also depicted (yellow arrow-head).
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Figure 3. Additional findings. Axial T2-weighted image of 
the pelvis (A) shows a cystic lesion on the left (*) 
corresponding to the multicystic dysplastic kidney. 
A normal right ovary is depicted (arrow). Axial 
T2-weighted image of the upper abdomen (B) reveals a 
normal right kidney (**) and an absent left kidney.
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Figure 4. Uterine malformation. Axial T2-weighted image of the pelvis (A) shows a right deviated, unicornuate uterus 
(yellow star), without a rudimentary horn. Sagittal T2-weighted image of the pelvis (B) reveals an unilateral cervix 
(yellow arrow). Axial T2-weighted image of the pelvis at a lower level (C), depicts a normal vagina (black arrow).

The diagnosis can be made by ultrasound, but MR is 
the best imaging modality to assess ectopic ovaries, 
given its excellent soft tissue contrast and its ability to 
diagnose concurrent uterine and renal anomalies.

Given its low prevalence, there are not many published 
studies concerning ectopic ovary management; however, 
whenever treatment is required, surgery  remains the 
gold-standard3,4. The best management option should be 
achieved by a multidisciplinary board4.
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