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Abstract

We report a case of a 25-year-old female who presented with primary infertility with AMH value of 9 ng/ml, and ultrasound
image suggesting the possibility of three ovaries seen in two different planes and no polycystic pattern in any ovary. Diag-
nostic laparoscopy performed in this patient revealed two ovaries on the left side, placed in normal anatomical position. Both
having their individual ovarian ligaments connecting both the ovaries separately with the cornual end of the uterus on the
left side. However, only the lateral one of the two ovaries on the left was attached to the lateral pelvic wall with infundibu-
lopelvic ligament. The adnexa on the right side was normal. Biopsy confirmed this accessory tissue as an ovary. The “third
ovary” in our case is a functional ovary. This explains the rise of AMH value. The ovary responded to ovulation induction,
and follicles were retrieved thereafter which later showed fertilization. Hence, confirming their functionality. The occur-
rence of third ovary has been established in the literature. However, none of the definitions supports our finding, that is, the
presence of third functional ovary attached with ovarian ligament and no infundibulopelvic ligament. Hence, we name this
unique occurrence as “Superfluous Ovary”.
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This is a case of a 25-year-old female with normal female
karyotype, who presented to us with primary infertility for
7 years. Her investigations revealed FSH: 5.2 IU/ml, LH:
6.1 1U/1, Estradiol: 40 pg/ml, AMH: 9 ng/ml. Husband
semen analysis was within normal limits. On ultrasound
imaging, two ovary-like structure with follicles on the left
(in different planes) and one ovary on the right were visual-
ized. With this ambiguity, patient consented for diagnostic
laparoscopy.

Intraoperative: there was one, phenotypically normal
uterus, 2 fallopian tubes, all in anatomically normal position

Dr. Nayanika Gaur is a specialist consultant at Kirti IVF Clinic
and Gynae Endoscopy Center, Jodhpur. Manish Jha, Senior
Resident, Department of Anesthesia and Critical Care, All India
Institute of Medical Sciences, Jodhpur.

< Nayanika Gaur
nayanika.gaur @ gmail.com

Kirti IVF Clinic and Gynae Endoscopy Center, Jodhpur,
India

Anesthesia and Critical Care, Department of Anesthesia
and Critical Care, IDCCM, PDCC, All India Institute
of Medical Sciences, Jodhpur 342005, India

were noted. Two ovaries on the left side, placed at the nor-
mal anatomical position were visualized. Both ovaries had
one ovarian ligament each. However, only the lateral one
of the two ovaries on the left side was attached with the
infundibulopelvic ligament as shown in Fig. 1. Right side
had one normally placed ovary with normal attachments.
Biopsy from the ovary without the infundibulopelvic liga-
ment confirmed ovarian tissue on histopathology.

The occurrence of more than 2 ovaries is a rare entity.
Multiple theories have been proposed to explain the pres-
ence of the third ovary. Wharton [1], in 1959, highlighted
the association of supernumerary ovaries with congenital
malformations involving urogenital system. In 1963, Pearl
et al. [2], suggested that when the migration of some primi-
tive germ cells is arrested at some point during the course
of normal migration to the gonadal ridges, their induc-
tive influence on the surrounding epithelium leads to the
formation of ectopic ovarian tissue. In 1973, Printz et al.
[3], suggested the possibility of gonadal ridge transplanta-
tion or migration. Lachman [4], in 1991, hypothesized that
supernumerary ovaries may be secondary to implantation of
dislodged ovarian tissue due to previous pelvic surgery or
pelvic inflammatory disease.
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Fig. 1 Laparoscopic image of superfluous ovary along with normal
right and left ovaries and fallopian tubes

With this literature, terminology and classification rele-
vant to our finding were suggested which are now commonly
used. Those are as follows:

1. Supernumerary ovaries ovarian tissue entirely separated
from the normally placed ovary. There is no ligamentous
or direct connection with the ovaries, broad ligament,
utero-ovarian ligament or infundibulo-pelvic ligament,
and it arises from a separate primordium [1].

2. Accessory ovary the excess ovarian tissue is situated
near the normally placed ovary, may be connected with,
and seems to have developed from it, possibly from tis-
sue that was split from the embryonic ovary during early
development [1].

3. Ectopic ovary the term was used by Lachman in 1991 to
replace both terms, supernumerary and accessory ovary.
It describes any ovarian tissue additional to normal
ovaries with further sub-classification as post-surgical
implant, post-inflammatory implant or true (embryo-
genic) [4].

The condition that we encountered, does not fit in the
above-mentioned terminologies thereby making it unique.
The presence of the third ovarian ligament excludes this
condition to be termed as supernumerary or duplication
or accessory ovary. In the author’s opinion, it is impor-
tant to acknowledge this discovery and give it a separate
identity and not simply an unusual case of “extra ovary”.
We think the term “Superfluous ovary” is a good descrip-
tor of this condition. Superfluous means “more than you
need”. In this unusual case, the third ovary is a complete,
functional entity that the patient possessed but does not
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need it, as she has two normal ovaries as well. Embryo-
logically, superfluous ovary may have developed due to the
excessive mesenchymal proliferation on one side, due to
which thicker gubernaculum was formed that subsequently
duplicated. The excess of the mesenchymal cells could be
the reason for double gonadal ridges on one side thereby
forming superfluous ovary on one side only.

The superfluous ovary, in our case, is functional. This
could be explained with the fact that it responded to the
ovarian stimulation. The follicles retrieved from this ovary
later showed fertilization. The risk of malignant transfor-
mation in any ectopic or accessory tissue is very rare and
has been reported mainly in accessory breast or ectopic
thyroid tissue. In gynecological conditions, malignant
transformation is reported, although rare, in cases of
endometriosis or ovarian remnant syndrome. Since, in our
patient, all the three ovaries appeared normal and did not
have signs of endometriosis, we could not justify removing
this unusual presence of a fully functioning superfluous
ovary. We believe that the risk of malignant transformation
in superfluous ovary is not more than any other normally
occurring ovary. However, the risk of ovarian malignancy
in this female, in particular, may be higher than the nor-
mal female population, which may be consistent with the
increased risk of malignancy in women undergoing ovar-
ian stimulation. With the advent of endoscopy and ART,
discoveries of rare occurrences are bound to happen. Sepa-
rate identification and acknowledgement of these discover-
ies play an important part in understanding their impact
on human reproduction. While the naming and classifica-
tion of such occurrences is the first step, how this ovary
responds in the future is a subject of further research.

Declarations

Conflict of interest There is no conflict of interest.

Informed Consent Informed consent for publication of this report has
been obtained from the patient.

References

1. Wharton LR. Two cases of supernumerary ovary and one of acces-
sory ovary with an analysis of previously reported cases. Am J
Obstet Gynecol. 1959;78:1101-9.

2. Pearl M, Plotz EJ. Supernumerary ovary. Rep Case Obstet
Gynecol. 1963;21:253-6.

3. Printz JL, Choate JW, Townes PL et al. The embryology of super-
numerary ovaries. Obstet Gynecol. 1973;41:246-52.

4. Lachman MF, Berman MM. The ectopic ovary, a case report and
review of the literature. Arch Pathol Lab Med. 1991;115:233-5.



The Third Ovary-Superfluous Ovary

85

Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

About the Author

Dr. Nayanika Gaur is a specialist
consultant at Kirti IVF Clinic
and Gynae Endoscopy Center,
Jodhpur. She has worked on the
post of senior resident at All
India Institute of Medical Sci-
ences, Jodhpur. She holds the
degrees of MBBS, MS
(OBGYN), FMAS, Dip MAS
and Dip. Advanced ART (Ger-
many). She has keen interest in
Gynae Endoscopic surgery. She
is an avid learner and has done

multiple paper presentations and delivered talks at national and inter-

national platforms.

@ Springer



	The Third Ovary-Superfluous Ovary
	Abstract
	References




