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Successful Pregnancy In A Patient With Unusual Ovarian Localization And Mullerian
Duct Anomalies: A Case Report

Bir Olgu Sunumu : Olagandisi Over Lokalizasyonu Ve Muller Kanali Anomalili Hastada
Basaril Gebelik
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ABSTRACT

In this article we aimed to describe the clinical findings in a patient with subhepatic right ovary and miillerian duct anomalies who was successfully treated with
in vitro fertilization (IVF) due to male factor infertility. Ovarian maldescent is a rare condition, and ovary localization can be seen up to the subhepatic region. This
unusual ovarian localization suggests ovarian maldescent can be anywhere between the liver and pelvic brim When required, transabdominal ultrasound-guided
oocyte retrieval and IVF can be performed successfully.
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Sag over lokalizasyonu subhepatik alanda izlenen ve Miiller kanal anomalileri bulunan bu olguda male faktér sebebiyle vf uygulanmigtir. inmemig over lokalizas-
yonu nadir goriilmekle birlikte , gorildigiinde siklikla pelvis giriminde olmaktadir. Bu olguda literaiitrde ilk defa bu kadar yiiksek seviyede yani subhepatik bolgede
yerlesmig bir over lokalizasyonu belirtilmistir. Male faktér sebebiyle IVF uygulanan hastaya abdominal oosit toplama islemi yapilmig, inmemis over olgularinda
overin pelvik giriminden subhepatik alana kadar herhangi bir alanda olabilecegi fikri savunulmustur.

Anahtar Kelimeler: inmemi§ over, miilleriyan kanal anomalisi, in vitro fertilizasyon.

Introduction A hysterosalphingogram was ordered which demonstrated a very long right
A wide range of malformations of mullerian duct system are some of the more tuba uterina just about to liver (Figure 1). We performed magnetic resonance

challenging disorders of obstetricians and gynecologists (1). imaging (MRI) in order to clarify the anomaly and surprisingly it revealed right

ovary located high in the subhepatic region (Figure 2).
In the literature ovarian maldescent has been defined as the attachment of

the superior pole of the ovary above the level of pelvic brim (2). Although the Figure 1. Hysterosalpingography (HSG) revealing uterus didelphys and very

long right tuba uterina lying under the liver

embryologic cause of ovarian maldescent is uncertain, the incidence of ova-

rian maldescent is increased in patients with mullerian duct anomalies (MDA)
@).

In this case, we present an infertile woman with uterus didelphys and comple-
te vaginal longitudinal septum together with maldescended right ovary located
high in the subhepatic region. Maldescent of ovary with MDA was reported
rarely in the literature, this is the first case of subhepatic localization of ovary
with MDA in an infertile patient who underwent in vitro fertilization.

Case Report

A 36 year-old woman applied to our clinic with 6 years of primary infertility.
On her pelvic examination, a complete longitudinal vaginal septum and two
cervices were detected. Transvaginal ultrasound revealed two uterine horns
and left ovary with naturel appearance. The right ovary could not be visualized.
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Figure 2. Magnetic resonance imaging (MRI) revealing unusually localized

right ovary

The ovarian tissue with multiple follicles was noticed inferior to the liver, pos-
terior to the assending colon in coronal and transverse MRI images. A hemor-
rhagic cyst which had a high signal on the T1-weighted MRI image, and no
suppression of the signal with fat-saturation was detected. Hormonal analysis
of the patient was normal. Sperm analysis showed severe oligoasthenoterato-
zoospermia. Cytogenetic analysis of the couple and Y-chromosome microde-
letion analysis were all normal. Female one had a family history of pulmonary
embolism and heterozygote Factor V Leiden gene mutation.

Three IVF cycles were carried out for male factor infertility following longitudi-
nal vaginal septum resection. The first and second IVF cycles were performed
with antagonist protocol and recombinant follicle-stimulating hormone at a
150 U/ day dose was used. While transvaginal oocyte retrieval was applied
for the left ovary, percutaneous ultrasoundguided aspirations was performed
from the right ovary. In the first IVF cycle 5 oocytes from the left ovary and
11 oocytes from the right ovary were aspirated and one grade | embryo was
transferred to the left uterine cavity on day three. Pregnancy could not be
achieved.

In the second IVF cycle, 7 oocytes from the left ovary and 14 oocytes from the
right ovary were aspirated and two blastocyst stage embryos were transferred
to the left uterine cavity and three more blastocyst stage embryos were frozen.
Again, no pregnancy could be achieved in the second cycle. In both cycles, we
observed that left ovary was less respondant to the gonadotropins compared
to the right one and follicles were smaller. Therefore, follicular aspiration from
the right ovary was also performed. Two months later fozen embryo transfer
cycle was started. In a natural cycle, a 19 mm dominant follicle was observed
in the right ovary on cycle day 12. Endometrial thickness was 12 mm in the
right cavity and 10 mm in the left. Serum estradiole level was 320 pg/ml, LH
level was 50 mlU/ml. HCG at a dose of 10000 IU was administered on day
12. Luteal phase support was not performed. Low moleculer weight heparin
0,4ml/day and acetylsalicylic asid 100 mg/day were initiated two days after
hCG.

In the third treatment cycle, frozen embryo transfer cycle, two embryos were
transferred, one to each uterine cavity. Beta hCG level was 220 miU/mL ten
days after embryo transfer and, one gestational sac with fetal heart beat in
the right uterine cavity was observed on ultrasound three weeks after embryo
transfer. Antenatal follow-up of the patient was uneventful and a 47 cm, 2910
g boy baby was delivered by caesarean section at 36,5 gestational week. No

complications occurred in the postpartum period and the patient was dischar-
ged on postoperative day two.

Discussion

In the third month of fetal life, the developing ovaries descend from a position
near the kidneys to their final position in the pelvis. Failure of the ovaries to
enter the true pelvis has been reported rarely, in 5 of 2,025 operative ob-
servations of patients evaluated and treated for infertility (2).In the current
case, we present for the first time a patient with maldescended ovary whi-
ch is located high in the subhepatic region. This unusual ovarian localization
suggests ovarian maldescent can be anywhere between the liver and pelvic
brim. Although, there is no clear association between ovarian maldescent and
infertility, implications of ovarian maldescent for infertility treatment have not
been discussed.

In vitro fertilization methods used in those patients often involve ovarian sti-
mulation and oocyte retrieval. Typical oocyte retrieval via transvaginal route
might be technically difficult for highly located, malpositioned ovaries, and
alternative procedures such as laparoscopic or abdominal ultrasoundguided
aspirations might be needed (3). Some authors suggest laparoscopic ova-
rian transposition in order to facilitate transvaginal oocyte retrieval (4). In
this case, we performed oocyte retrival from the right maldescended ovary
under transabdominal ultrasound guidance and usual transvaginal route was
used for the left follicular aspiration. Interestingly, better ovarian response was
observed in the maldescended ovary compared to the normally localized left
ovary in both ovarian stimulation cycles. Therefore, a higher number of o0o-
cytes were retrieved from the maldescended right ovary. In previous reports,
investigators have suggested that the incidence of polycystic ovarian appea-
rance is higher in patients with malpositioned ovaries (5).

In summary, we presented for the first time a woman with a maldescended
right ovary located high in the subhepatic region and congenital uterine ano-
maly successfully treated with IVF for male factor infertility. Maldescended
ovary is a rare condition which might be localized anywhere between the liver
and pelvic brim and, when required transabdominal ultrasound-guided oocyte
retrieval and IVF can be performed successfully.
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