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or der li ne epit he li al ova ri an tu mors are re por ted with an in ci den ce of
10-20% among ova ri an tu mors.1 Op po si te to ova ri an tu mors, they
usu ally af fect wo men at rep ro duc ti ve age with de si re for fer ti lity.

Bor der li ne epit he li al ova ri an tu mors are di ag no sed usu ally at sta ge 1 ac cor -
ding to FI GO clas si fi ca ti on.2 For this re a son, in la test stu di es, con ser va ti ve
sur gi cal tre at ment is of fe red un der con si de ra ti on of de si re of pa ti ents for
fer ti lity. Alt ho ugh spon ta ne o us preg nan ci es are re por ted af ter con ser va ti -
ve sur gi cal tre at ment; fre qu ently ovu la ti on in duc ti on is re qu i red in the se
pa ti ents.3 In this ca se re port, two ca ses in which con ser va ti ve sur gi cal tre -
at ment we re per for med for bor der li ne se ro us ova ri an tu mor and which re-
sul ted in preg nancy with as sis ted rep ro duc ti ve tech ni qu es we re
de mons tra ted.

Pregnancy with Assisted Reproductive
Techniques After Fertility Preserving 

Surgery in Borderline 
Serous Ovarian Tumour: Two Cases

ABSTRACT Borderline epithelial tumors frequently are detected in women with desire of fertility
who are at young or middle age group at reproductive period. For this reason, conservative surgical
treatment is preferred in these patients since prognosis of the disease is good. In these patients,
although spontaneous pregnancies are observed after conservative surgical treatment, frequently
assisted reproductive treatment is required. In this case report, we aimed to demonstrate two
pregnancy cases with assisted reproductive techniques following fertility preserving surgery and also
to demonstrate their follow-up and outcomes.
Key Words:Ovarian neoplasms, pregnancy

ÖZET Borderline epitelyal over tümörleri sıklıkla fertilite beklentisi olan reprodüktif dönemdeki
genç ve orta yaşlardaki kadınları etkilemektedir. Bu durum hastalığın prognozunun iyi olmasın-
dan dolayı konservatif cerrahi tedavi seçeneğini ön plana çıkarmaktadır. Bu tür hastalarda kon-
servatif cerrahi tedavi sonrasında spontan gebelikler oluşmasına rağmen sıklıkla yardımcı üreme
tekniklerine ihtiyaç duyulmaktadır. Biz de bu olgu raporunda borderline seröz over tümöründe
fertilite koruyucu cerrahi sonrası yardımcı üreme teknikleri ile oluşan iki gebelik olgumuzu ve
bunların takip ve sonuçlarını sunmayı amaçladık. 
Anahtar Kelimeler: Ovaryan neoplazmlar, gebelik
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CA SE 1
A 26 ye ar old pa ti ent with gra vi dity 0, pa rity 0 ad-
mit ted to our cli nic with the comp la int of pel vic
pa in and ab do mi nal dis ten si on las ting for two we -
eks. The vi tal signs we re de tec ted as fe ver: 36.5°C,
ten si on: 120/80 mmHg and pul se: 84/min and res-
pi ra tory ra te: 10/min. In ab do mi nal exa mi na ti on
and ot her syste mic exa mi na ti ons, the re was not
any pat ho logy. In pel vic exa mi na ti on, ute rus was
nor mal in tex tu re and si ze, and the re was right ad-
ne xi al pro mi nen ce. In trans va gi nal ul tra so nog -
raphy, ute rus was nor mal in si ze and the re was a
6x8 cm si zed hypo ec ho ic cystic mass with thin
wall and pa pil lary prot ru si ons in si de on right ad-
ne xi al are a. In comp le te blo od co unt; le u cocy te
co unt was 9000/mm3, eryt hrocy te se di men ta ti on
ra te was 10 mm/ho ur, he ma toc rit was 38% and
CRP was 10 mg/l (0-10). CA-125 le vel and CE A
le vels we re de tec ted as 170 U/ml (<35) and 2.88
U/ml (<3.4) res pec ti vely. In tra o pe ra ti vely, the re
we re a 2 cm si zed pa pil lary body on left ovary and
an ap pro xi ma tely 8 cm si zed cystic mass with pa -
pil lary prot ru si ons in si de on right ovary. Sin ce the
re sult of fro zen sec ti on pat ho logy was re por ted as
bor der li ne se ro us pa pil lary car ci no ma, con si de -
ring the fer ti lity de si re of pa ti ent, sta ging la pa ra -
tomy, bi la te ral ova ri an tu mor ex ci si on, bi la te ral
ova ri an re cons truc ti on, in fra co lic omen tec tomy,
ap pen dec tomy, pel vic-pa ra a or tic lympha de nec -
tomy pro ce du res we re car ri ed out. The pat ho lo -
gi cal in ves ti ga ti on re sult was re por ted as bi la te ral
bor der li ne se ro us pa pil lary tu mor and lymph no -
des as re ac ti ve. Ap pen dix and omen tum bi op si es
we re re por ted as nor mal. In ab do mi nal was hing
cyto logy, tu mo ral cells we re de tec ted. The pa ti -
ent was eva lu a ted as sta ge 1C ac cor ding to FI GO
clas si fi ca ti on. The pa ti ent was disc har ged on the
pos to pe ra ti ve 4th day and was plan ned to be se en
in con trol 4 we eks la ter. No comp li ca ti on was de-
tec ted on con trols and sin ce co up le had de si re for
child be a ring, was cal led for con trol 6 months la -
ter. The re was not any pat ho logy on con trol, and
pa ti ent got preg nant with ovu la ti on in duc ti on
with clo mi fen cit ra te in our IVF cen ter. The pa ti -
ent did not ha ve any prob lem at an te na tal con-

trols and ga ve birth to 3350 gram of he althy ma le
baby at 39th ges ta ti o nal we ek with elec ti ve ces sa -
re an sec ti on. Du ring ces sa re an sec ti on, se cond lo -
ok pro ce du re was car ri ed out and sin ce 2 cm si zed
cystic mas ses with pa pil lary prot ru si ons we re de-
tec ted on both ova ri es and both we re ex tir pa ted.
Bor der li ne se ro us pa pil lary tu mor was re por ted
from ex ci sed ma te ri als. In ab do mi nal exp lo ra ti on,
the re we re not any ex tra o va ri an imp lants. The pa-
ti ent was disc har ged on the pos to pe ra ti ve se cond
day and the re was not any prob lem on con trol 1
month la ter.

CA SE 2
A 27 ye ar old pa ti ent with gra vi dity 0, pa rity 0 has
ad mit ted to anot her cen ter with the comp la int of
mens tru al ir re gu la rity. Pa ti ent was ad mi nis te red
oral con tra cep ti ve tre at ment for 2 ye ars. Sin ce pa-
ti ent co uld not con ce i ve af ter this tre at ment for 2
ye ars, she has ad mit ted to anot her cen ter. In her
so nog rap hic eva lu a ti on, it has be en de tec ted that
she has a cystic mass with sep ta lo ca ted on left ad-
ne xi al are a. The la bo ra tory fin dings has be en fo -
und as CA-125:104 U/ml, β HCG le vel: 0.8 IU/ml,
CE A :0.7 ng/ml, AFP: 0.3 IU/ml. It was le arnt that
pa ti ent was of fe red la pa ros copy but she had re fu -
sed. On con trol, one ye ar la ter, it was le arnt that
aga in la pa ros copy was plan ned for pa ti ent and du -
ring ope ra ti on a left ovary re la ted cystic mass was
de tec ted. Du ring ope ra ti on, cystec tomy has not
be en car ri ed out, but bi opsy samp les ha ve be en ta -
ken. Sin ce pat ho logy re sult of pa ti ent was re por -
ted as bor der li ne se ro us tu mor and pe ri to ne al
was hing cyto logy was po si ti ve, pa ti ent has ad mit -
ted to our cli nic. Sta ging la pa ra tomy (bi la te ral
ova ri an tu mor ex ci si on, bi la te ral ova ri an re cons -
truc ti on, in fra co lic omen tec tomy, ap pen dec tomy,
pel vic-pa ra a or tic lympha de nec tomy) ova ri an cyst
ex ci si on, and ova ri an re cons truc ti on ha ve be en
car ri ed out. The pat ho logy re sult has be en re por -
ted as bor der li ne se ro us tu mor sta ge 1C. The pa ti -
ent ad mit ted to our IVF cen ter with in fer ti lity 15
months la ter. The pa ti ent was ad mi nis te red IVF-
IC SI pro to col du e to ma le fac tor. Fol lo wing this
pro ce du re, she con ce i ved twin ges ta ti on, and she
ga ve birth to two he althy baby we ig hing 2400 and
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2800 grams res pec ti vely at 36th ges ta ti o nal we ek.
Du ring ces sa re an sec ti on, both ova ri es we re ins -
pec ted nor mal.

DĐS CUS SĐ ON
In re cent ye ars, sin ce pa ti ents with early sta ge bor-
der li ne ova ri an tu mors ha ve fer ti lity de si re and sin -
ce prog no sis is go od, con ser va ti ve sur gi cal
tre at ment is pre fer red. By this way, both ope ra ti ve
mor ta lity and mor bi dity dec re a ses, pre ven ti on of
rep ro duc ti ve or gans is in cre a sed. In pa ti ents who
we re app li ed con ser va ti ve sur gery for bor der li ne
ova ri an tu mors, in cre a sed re cur ren ce ra tes are de-
tec ted when com pa red with tho se app li ed ra di cal
sur gi cal tre at ment, but this re cur ren ce do not af-
fect sur ve il lan ce of pa ti ents.4

In first pa ti ent, preg nancy was ac hi e ved by
ovu la ti on in duc ti on fol lo wing sur gery, whe re as in
se cond pa ti ent preg nancy was supp li ed by IVF-IC -
SI du e to ma le fac tor. Alt ho ugh spon ta ne o us preg-
nan ci es fol lo wing sur gery are re por ted, usu ally
as sis ted rep ro duc ti ve tech ni qu es are re qu i red for
the se pa ti ents to con ce i ve. Pro bably the re a son for
is tho ught to be the dec re a sed ova ri an re ser ve. The -
re are few stu di es on long term re li a bi lity of ovu la -
ti on in duc ti on in the se pa ti ents. Pa ti ents sho uld be
in for med abo ut de ta ils of long term si de ef fects of
ovu la ti on in duc ti on. As re por ted in the study of
Don nez et al5 an early and a well do ne fer ti lity spa -
ring con ser va ti ve sur gery may pro vi de no re cur -
ren ce in tu mor and will bring preg nancy.
Uni la te ral sal pin go o op ho rec tomy must be con si de -
red as the first cho i ce of con ser va ti ve tre at ment in
most pa ti ents, be ca u se it se ems to be as so ci a ted
with lo wer re cur ren ce ra tes. In the ir study, all the
pa ti ents con ce i ved spon ta ne o usly, and the ra te of
preg nancy is 63.6%. In our first ca se we used COH
with clo mi fen cit rat and in the anot her ca se we
used as sis ted rep ro duc ti ve tech no logy with IVF-
IC SI long pro to col be ca u se of ma le fac tor. In the
study of Ca mat te et al,6 they used IVF pro to col for
per sis tent in fer ti lity.

They re por ted that of 17 wo men with sta ge II
or III bor der li ne ova ri an tu mor tre a ted with fer ti -
lity - pre ser ving sur gery, only two wo men re cur red
and the re we re no de aths at a me di an fol low-up of
60 months. The sa me gro up re por ted on preg nancy
out co mes among the ir en ti re co hort of 44 wo men
tre a ted con ser va ti vely for bor der li ne ova ri an tu-
mors. The re we re 17 preg nan ci es in 14 wo men. Fif-
te en we re spon ta ne o us, one pa ti ent was tre a ted
with clo mi fen cit ra te, and one wo man con ce i ved
af ter in-vit ro fer ti li za ti on (IVF).

Uni la te ral cystec tomy may ha ve mo re chan -
ce of pre ser ving a wo man’s fer ti lity com pa red to
ad ne xec tomy be ca u se of the re mo val of less ova r-
i an tis su e. Its gre a test dan ger is the risk of inad -
ver tently le a ving be hind so me ma lig nant cells.6 In
most of the bor der li ne tu mors inc lu ding both of
the ova ri es, the re cur ren ce ra te is high. It was the
sa me in our first ca se. Ap pro xi ma tely one and a
half ye ar af ter the sur gery, we fo und re cur ren ce
in the tu mor. The stan dard pro ce du re for the se tu-
mors is bi la te ral ad ne xec tomy, hyste rec tomy and
as so ci a ted with of ten ra di ot he rapy and che mot -
he rapy as sa me as the ir in va si ve co un ter parts. Ho -
we ver we ma de a con ser va ti ve sur gery. We tri ed
to pre ser ve the ova ri es with ex trac ting only the
le si on and by ma king a re cons truc ti on to the ova -
ri es. 

The re is not any ad van ta ge of che mot he rapy
usa ge in early sta ge bor der li ne ova ri an tu mors. It
co uld not be de mons tra ted in stu di es that ne o ad -
ju vant che mot he rapy has any be ne fit. Ac cor ding
to many aut hors, if in va si ve imp lants are de tec -
ted, it is re com men ded to use ag gres si ve sur gi cal
de bul king in com bi na ti on with che mot he -
rapy.7

As a re sult; con ser va ti ve sur gi cal tre at ment se -
ems app li cab le in pa ti ents with early sta ge se ro us
ova ri an tu mor and fer ti lity de si re. Af ter sur gi cal
tre at ment, we think that in pa ti ents with fer ti lity
de si re, li be ral usa ge of as sis ted rep ro duc ti ve tech ni -
qu es se ems mo re re a so nab le.
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