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Case Report

Ectopic pregnancy concomitant with borderline ovarian tumor
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Summary
The most common clinical presentation of ectopic pregnancy is vaginal bleeding in the first trimester and abdominal pain. The

existence of a borderline tumor concomitant to ectopic pregnancy has not been described in the literature. The study reported a patient
with ectopic pregnancy undergoing surgical treatment, and during the procedure was found an ovarian cyst. Histopathology confirmed
the diagnosis of borderline serous cystadenoma. The article demonstrates the need for anatomic-pathological investigation of ovarian
cysts, and especially the surgical care in the approach of ectopic pregnancy concomitant with these cysts, since it can occur in women
who still desire children, aiming at the maintenance of fertility.
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Introduction

Borderline ovarian tumors exhibit pathological features
that incorporate aspects of benign and malignant tumors.
Subtypes of borderline ovarian tumors comprise distinct bi-
ological, pathogenic and molecular entities, preventing ex-
perts from establishing a single system for classifying bor-
derline ovarian tumors. Here we report on a patient with
ectopic pregnancy concomitant with borderline serous cys-
tadenoma. To our knowledge, this is the first such case to
be described in the literature.

Case Report

A 20-year-old woman (gravida 1, para 1) presented
to the Obstetrics and Gynecology Service of the Federal
University of Triângulo Mineiro with abdominal pain and
transvaginal bleeding. Her pulse and blood pressure were
normal. Her hypogastrium was painful. Bimanual vaginal
touch was painless, with a small amount of bleeding.

Transvaginal ultrasonography showed normal uterus,
with an endometrium thickness of 0.48 cm, a normal right
ovary, and a left ovary with a cystic formation of slightly
thickened walls and anechoic content, measuring 8.3× 6.4
× 7.3 cm. Doppler imaging revealed a resistance index of
0.59. The pelvis contained 500–750 ml of fluid, which ex-
tended to parietocolic recesses. Beta-HCG was positive,
and the blood hemoglobin was 10.4 mg/dl.

During the laparotomy, an ectopic pregnancy was found
in the left fallopian tube in association with a left ovarian
cyst. The ectopic pregnancy extended throughout the uter-
ine tube. The ovarian cyst measured about 9 cm in diame-

ter, with no ovarian parenchyma. Therefore a left salpingo-
oophorectomy was performed.

Microscopic analysis of the placenta revealed chorionic
villi characteristic of the first trimester of gestation with
myxoid stroma, without blood vessels, presenting a dou-
ble layer of trophoblasts (syncytium and cytotrophoblasts),
with polar proliferation of the trophoblasts. The ovary pre-
sented micropapillary proliferation, with small nuclei and
scarce cytoplasm, as well as continuity with stromal fi-
brous connective tissue (hobnail nuclei) (Figure 1). The
histopathological diagnosis was reported to be tubal ectopic
pregnancy and serous cystadenoma of the left ovary with a
focus of borderline serous tumor. Histopatological exam-
ination also indicated a hematoma within the tubal lumen,
necrosis of the chorionic villi and absence of fetal tissues.
The patient was followed up at the Gynecological Oncol-
ogy Clinic by interdisciplinary team with trimestral tumor
markers (CA-125, CA 19.9, and CA15.3) and semester ab-
dominal and transvaginal ultrasonography.

Discussion

Ectopic pregnancy is characterized by the implantation
and development of an embryo outside the uterine cavity
[2]. It is a common cause of acute pelvic pain [3]. Al-
though the etiology remains unknown, hypotheses include
poor functionality of the uterine tubes or inflammatory pro-
cesses of the tunica albuginea [4].

Ectopic pregnancy is an important cause of mortality
and morbidity in women. Early treatment may be per-
formed with surgery or methotrexate [5]. The success rate
of methotrexate ranges from 63% to 96.7%, being an alter-
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Figure 1. — Epithelium with micropapillary proliferation, with small nuclei and scarce cytoplams, continuity with stromal fibrous
connective tissue (hobnail nuclei) (400×). Insert: Placenta with chorionic villi of the first trimester of gestation with myxoidstroma,
without blood vessels, presenting a double layer of trophoblast (400×).

native for hemodynamically stable patients and low beta-
HCG (1500 to 5000 IU) [6]. Clinical treatment is an op-
tion when the patient wants new pregnancies. The use of
methotrexate is safe and does not influence ovarian reserve
or the rate of live births following in vitro fertilization [7].
In our case, the patient did not present criteria for clinical
treatment, because she presented symptoms and signs of a
ruptured ectopic pregnancy.

Borderline ovarian tumors are characterized by nuclear
abnormalities and increased mitotic activity, without infil-
trative growth or stromal invasion. They represent about
10 to 20% of ovarian epithelial tumors. One-third of pa-
tients are younger than 40 years. Therefore, preservation
of fertility is imperative, and radical surgery is not advis-
able. Ovarian borderline tumors are most often limited to
the ovaries. Most are diagnosed in Stage I (FIGO), and their
spread to the pelvis and abdomen at the time of diagnosis is
rare [8].

The treatment of borderline ovarian tumors is surgi-
cal, with complete resection of the tumor. In post-
menopausal women, treatment includes peritoneal wash-
ing, bilateral salpingo-oophorectomy, multiple peritoneal
biopsies, omentectomy, and the resection of macroscopi-
cally visible metastases. It is not necessary to perform lym-
phadenectomy and/or hysterectomy in all patients. If the
woman desires to preserve fertility, a unilateral salpingo-
oophorectomy may be performed. In those cases the unin-
volved ovary should be carefully evaluated, but biopsy is

not necessary because it impairs ovarian reserve and causes
adhesions [9]. In this case, there was an initial suspicion of
ectopic pregnancy. However, during surgery, a cyst in the
left ovary was found. A unilateral salpingo-oophorectomy
was performed. The surgery was not extended after con-
firmation of the borderline tumor diagnosis because the pa-
tient desired to become pregnant again. Follow-up was per-
formed at the Gynecologic Oncology Clinic with clinical
examination, tumor markers and imaging tests every six
months. We reinforce the need formultidisciplinary follow-
up by the surgeon, oncologist, gynecologist and obstetrician
of the adnexal masses, especially after the confirmed diag-
nosis of borderline tumor, since this may behave benign or
rarely malignant in the follow-up.

Conclusions

Ovarian neoplasm may be an incidental finding at pelvic
surgery in young women. Therefore, this case suggests
the importance of clinical and ultrasonographic follow-up
of patients undergoing clinical treatment for ectopic preg-
nancy, because ultrasonography may not differentiate an
adnexal mass restricted to the tube from one restricted to
the ovary. After clinical treatment, the patient must be fol-
lowed until disappearance of the adnexal mass. This may
prevent an ovarian tumor from going undiagnosed after the
treatment of ectopic pregnancy.
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