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Case Report

Bilateral borderline ovarian cystadenoma with migration of
intrauterine device to right ovary accompanied with endometrial

carcinoma in situ: a case report
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Summary
Synchronous bilateral borderline ovarian cystadenoma and endometrial cancer are rare in clinical practice which could easily cause

some confusion in the diagnosis of primary tumor lesions. On the other hand, it is common for the intrauterine device (IUD) to migrate
to the uterine muscle wall, pelvic cavity, abdominal cavity, intestinal canal and broad ligament etc. However, IUD migration to the ovary
is rare. In this paper, a case of bilateral borderline ovarian cystadenoma with migration of IUD into the right ovary accompanied with
endometrial carcinoma in situ is first reported.

Key words: Borderline ovarian tumor; Endometrial cancer; Migration of intrauterine device.

Introduction

The borderline ovarian tumors are a kind of tumor sub-
type between benign and malignant tumors, accounting for
10%-20% of the malignant ovarian tumors [1], in which
serous tumors account for 50% of borderline tumors [2].
Endometrial cancer is a common malignant tumor of gyne-
cology, which is more common in postmenopausal women,
and its incidence is on the rise. However, synchronous
bilateral borderline ovarian cystadenoma and endometrial
cancer are rare. The migration of the intrauterine device
(IUD) refers to a partial or complete embedding in the my-
ometrium, or moving to the abdominal cavity, broad lig-
ament, rectum, bladder and so on, and occurs in 1/350 to
1/500 of cases. However, the migration of the IUD to ovary
is very rare [3]. In this paper, a rare case of bilateral border-
line ovarian cystadenoma with IUDmigration into the right
ovary accompanied with endometrial carcinoma in situ is
first reported.

Case Presentation

A 63-year-old woman, gravida 2 para 1 abortus 1, was
admitted to hospital due to vaginal bleeding for 1 day after
10 years of menopause and a mass in the pelvic cavity being
found two days previously. Physical examination revealed
a blood pressure of 180/89 mmHg and a body mass index
(BMI) of 32.1 kg/m2. An irregular, movable and tense mass
without tenderness as large as 5-month-old fetus could be
reached in the lower part of abdomen. Gynecological exam-
ination showed a normal vulva, smooth vagina, full poste-
rior vaginal fornix and a mass without tenderness, the lower
boundary of which can be reached. Bimanual gynecologic

examination showed no thickening of bilateral uterosacral
ligaments, smooth rectal mucosa, and no bleeding when
touched. Auxiliary examination showed that the cancer
antigen 125 (CA125) level was 158.10 U/mL, CA199 level
was 251.96 U/mL. A pelvic enhanced CT showed cyst-like
foci in the bilateral adnexa, the largest of which was of size
8.0 cm × 14.5 cm and a metal dense shadow could be seen
inside as displayed in Figure 1.

Gynecological ultrasound showed a postmenopausal
uterus with endometrial thickening (the thickness of the
double layers is 1.1 cm) and an uneven change of echo
waves. A visibly separable cystic mass with a size of 8.6
cm × 6.7 cm and an ultrasound penetrable cystic area with
a size of 2.5 cm× 2.1 cm were observed at the left and right
adnexa, respectively. She had a history of hypertension for
more than 10 years and was diagnosed with diabetes 8 days
prior to the hospital assessment. She was menopausal 10
years ago with no history of hormone replacement therapy
(HRT). She delivered a child via vaginal birth in 1985, and
an IUD was placed in next year. She gave history of an
abortion 3months following IUD insertion and claimed that
the IUD had already been taken out during a surgical proce-
dure to evacuate the products of conception. Admission di-
agnosis showed a postmenopausal vaginal bleeding which
may be caused by the endometrial cancer. Assessment also
found an ovarian cancer, hypertension and diabetes.

A hysteroscopy was performed (15th August 2019)
showing an incomplete septum (about 1.0 cm) at the bot-
tom of the uterus, a polyp (about 1.0 cm) in the right uterine
cavity, a rough surface (about 0.5 cm × 0.5 cm) in the left
posterior wall of uterine cavity as shown in Figure 2 and
endometrial atrophy in the rest of uterine cavity. Then the
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electroresection of uterine lesions and the curettage were
performed. As neither abnormal tumor lesions were found
in the hysteroscopy nor endometrial tissues were found dur-
ing the curettage, we suggested that the laparotomy be per-
formed at the same time.

Figure 1. — A pelvic enhanced CT image showing cyst-like foci
in the bilateral adnexa, of which the largest one was 8.0 cm× 14.5
cm including a metal dense shadow inside.

During the laparotomy approximately 100 mL clear as-
cites were observed (sent for cytological examination), and
the uterus was as large as pregnancy at 3 months and full
of myoma-like protrusions. The right ovarian tumor with
an irregular surface was approximately 15 cm × 12 cm ×
10 cm, did not adhere to the surrounding structures, and
no significant abnormality was found in the right fallopian
tube. The left ovarian tumor was approximately 8 cm × 7
cm × 6 cm and there were some scattered miliary nodules
on the surface of the left fallopian tube. No significant ab-
normality was found in the rest of abdominopelvic cavity.
After resection of ovarian tumor, a few papillary structures
were found in the inner wall of ovarian tumor with clear
fluid and a stainless steel ring (SSR) about 2 cm in diame-
ter was found in the left ovarian tumor as depicted in Fig-
ure 3. Since the frozen section analysis revealed a bilateral
ovarian serous borderline cystadenoma, the ovarian tumor
staging surgery was performed.

Postoperative pathology showed that no malignant tu-
mor cells were observed in ascites, and bilateral ovarian
serous tumors were found in the left ovary and the right ad-
nexa, which met the diagnosis criteria for borderline serous
cystadenofibroma. The pathological analysis also showed
a focal atypical endometrial hyperplasia in the resected le-
sion (rough surface), and a focal atypical endometrial hy-
perplasia, focal canceration as shown in Figure 4 and uter-
ine leiomyoma in the full uterus and part of bilateral fal-
lopian tubes. Further, chronic inflammations were found in
the cervical mucosa and bilateral fallopian tubes. In addi-
tion, multiple punch biopsies of greater omentum and peri-

toneum showed no tumor tissues.
Postoperative diagnosis showed an endometrial carci-

noma in situ, stage I bilateral borderline ovarian tumors,
and migration of the IUD into the right ovary. The exam-
ination one week after operation showed that both CA125
(33.2 U/mL) and CA199 (29.68 U/mL) were in the normal
range, and the patient was discharged from hospital 10 days
following surgery.

Figure 2. — The hysteroscopy showed an approximately 0.5 cm
× 0.5 cm rough surface in the left posterior wall of uterine cavity.

Figure 3. — A cystic solid tumor of 8 cm × 7 cm × 6 cm was
found in the left ovary and a stainless steel ring approximately 2
cm in diameter was completely wrapped in the tumor.

Discussion

The occurrence of synchronous primary endometrial and
ovarian cancers in gynecological tumors is only 0.7%-1.8%
[4]. They are clinically difficult to distinguish and often
misdiagnosed for the metastasis of endometrial cancer to
the ovary or ovarian cancer to the uterus. According to the
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Figure 4. — The pathological image of the cancerous tissue of en-
dometrium (× 100) showing abnormal glandular structures, dis-
appearance of cell polarity, glandular epithelial abnormalities, and
enlarged nuclei with coarse chromatin.

diagnostic criteria proposed by Ulbright et al. [5], in this
case it was diagnosed as synchronous primary endometrial
carcinoma in situ and borderline ovarian tumor. To the best
of our knowledge, a bilateral borderline ovarian cystade-
noma accompanied by an endometrial carcinoma in situ is
very rare and has not been reported previously.

Borderline ovarian tumors, clinically often asymp-
tomatic, are more common in young women, accounting
for 10%-20% of ovarian malignant tumors [1]. An ultra-
sound scan is the primary method to detect ovarian tumors,
and surgery is the main treatment. The 5-year survival rate
of the patients with borderline ovarian tumors (95%) is sig-
nificantly higher than that of patients with ovarian cancer
(50%) [6]. In this case, postoperative pathology showed
bilateral borderline ovarian serous cystadenoma, negative
ascites and no other metastatic lesions. Therefore, it was
diagnosed as stage Ib of bilateral borderline ovarian serous
cystadenoma. The operation was carried out by the staging
surgery of ovarian tumors, with reasonable scope, sufficient
treatment, and good prognosis.

Endometrial cancer often occurs in postmenopausal
women, and its incidence is on the rise which is possibly re-
lated to estrogen, obesity, diabetes, polycystic ovarian syn-
drome, infertility and tamoxifen therapy etc. [7]. For en-
dometrial cancer (especially in the early stage of the lesion)
or focal endometrial hyperplasia, ultrasound and diagnos-
tic curettage have a high missed diagnosis rate, while hys-
teroscopy with endometrial biopsy can preliminarily judge
the nature of the lesions and improve the diagnosis rate
of endometrial malignant tumors. Therefore, in recent
years, the hysteroscopy has gradually replaced the tradi-
tional curettage [8]. In this case, as the lesions of uterine
cavity such as septum and polyps were found during hys-
teroscopy, we resected them in order to observe the uterine
cavity in a comprehensive manner.

The postoperative pathology showed that it was an en-
dometrial carcinoma in situ which confirmed our previous
judgment. Generally, if there are lesions in both the uterus
and the ovary, and obvious tumor-like endometrial lesions
are found during hysteroscopy, a laparotomy should not be
performed until the pathological result has been confirmed.
In this case, however, as the pathological grade of endome-
trial lesions is relatively low, hysteroscopy and laparotomy
were performed at the same time which reduces the burden
of the second surgery. This experience can be used as a
clinical reference.

The incidence ofmigration of the IUD ranges from 1/350
to 1/500 and the migration of IUD to ovary is very rare [3].
The exact mechanism underpinningmigration of the IUD to
the ovary is unclear. Generally, as the ovarian cortex is very
tough it is difficult for external forces to cause an ovarian
rupture. In this case, we speculate that the possible causes
of IUD migration to the ovary are as follows. The inexpe-
rienced operator released the IUD too violently so that the
IUD was either inserted directly into the abdominal cavity
or incarcerated in the uterine wall and later pushed into the
abdominal cavity due to uterine contractility or the uterine
rejection reaction. Then, under the action of visceral peri-
stalsis and inflammation, the IUD moved to the ovary and
was gradually enveloped by slowly growing tumors. It was
common that there were no clinical symptoms in many pa-
tients with IUD migration so that it was usually found by
ultrasound scan and pelvic CT. In this case, since the pa-
tient claimed that the IUD had already been removed, the
IUD migration was not considered despite CT scan show-
ing a metal dense shadow in the ovarian cysts. Surgery is
usually the only way to remove the migrated device, and
different surgical procedures should be adopted according
to the position of the migrated IUD.

Conclusions

Synchronous bilateral borderline ovarian cystadenoma
and endometrial cancer are rare clinically, and the migra-
tion of IUD into ovary is also very rare. In this paper, a case
of bilateral borderline ovarian cystadenoma with migration
of IUD into right ovary accompanied with endometrial car-
cinoma in situ is first reported. For synchronous border-
line ovarian tumors and endometrial cancer ultrasonogra-
phy and hysteroscopy are the main methods for early de-
tection, and surgery is the usual treatment. Concerning
the IUD migration, further attention should be given to the
preoperative examination (e.g., a metal dense shadow sug-
gested by CT has been ignored in this case) in order to avoid
the possibility of missed diagnosis and misdiagnosis.
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