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Introduction

Cystadenofibromas of the fallopian tubes are rare be-
nign tumors and very few cases have been reported in the 
literature worldwide [1]. Usually, the tumor is asympto-
matic, and for almost all cases reported, the tumors were 
incidentally discovered during surgery for other genital 
pathology. We report the case of a 30-year-old woman 
with a serous cystadenofibroma of the fallopian tube, 
presenting with chronic abdominal pain and secondary 
infertility. The diagnosis of a tubal tumor was formulated 
before surgery with two-dimensional and three-dimen-
sional ultrasound(US) and confirmed during laparoscop-
ic surgery. Both 2D and 3D US were helpful in planning 
appropriate surgical management.

Case report

A 30-year-old woman, gravida 1, parous 1, presented 
for a gynecologic examination for chronic pelvic pain 
and secondary infertility. The endovaginal ultrasound re-
vealed a septate uterus and a complex structure between 
the uterus and left ovary. The structure was 4 cm in di-
ameter, with regular wall and fine papillae on the internal 
surface (fig 1a). The 2D Doppler examination showed no 
signal inside the papillae. The three-dimensional (3D) 
sonography with HDlive software (Voluson E8, 3D end-
ovaginal probe 4-8 Hz, GE Healthcare) of the tumor re-
vealed a fine, regular aspect of the vegetation inside the 
tumor (fig 1b, 1c). The tumoral markers (CA 125, CA19-
9) were in normal range. Because of the complex aspect 
and lack of connections between the ovary and the tumor, 
a fallopian tube tumor was suspected. Moreover, because 
of the 3D HDlive aspect and the normal value of the tu-
moral markers, we suspected a benign tumor. After dis-
cussing the management options with the patient, we per-
formed a laparoscopic cystectomy. During the surgery, 
we confirmed the tubal tumor diagnosis and performed 
a cystectomy. The tumor was attached to the serosal sur-
face of the tube (fig 1d). The histology results confirmed 
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serous cystadenofibroma of the fallopian tube (fig 1e). 
The patient recovered uneventfully and was discharged 
three days postoperatively. Two months after the surgery, 
she became spontaneously pregnant. The pregnancy was 
in the left part of the uterus.

Discussions

Cystadenofibromas of the fallopian tube are very 
rare benign tumors with low malignancy potential [2]. 
In 1909, Iwanov reported the first case in the literature 
[3]. The origin of this tumor is not clear. Because this tu-
mor is rare, it is considered to be an embryologic remnant 
rather than a proliferating neoplastic process. This theory 
is supported by Gurbuz who demonstrated that topogra-
phy, histology and immunohistology suggested that the 
tumor he reported was an embryologic remnant originat-
ing from the müllerian duct [4]. 

The tumor is usually a round, solitary mass that has 
developed either intraluminally or has attached to the 
serosal surface or fimbriated part of the fallopian tube. 
The internal and/or external surface can be fimbriated 
or papillary. Two histological components are present, a 
connective tissue stroma without nuclear pleomorphism 
or mitosis and papillary structures on the surface of the 
tubal structures lined by epithelial cells [1].

Upon conducting a Medline search with “fallopian 
tube” and “cystadenofibroma” as search terms, we found 
seven cases in the English literature [2,4-8]. Most cases 
reported in the literature were asymptomatic, and the ma-
jority were incidental findings at the time of an operation 
for another gynecologic and non-gynecologic disorder. 
In all cases, in which the tumor was discovered inciden-
tally, a salpingectomy or adnexectomy were performed. 
For only one case, in which the tumor was discovered 
during an in vitro fertilization evaluation, a cystectomy 
was performed [7].

The diagnosis of cystadenofibroma could be difficult 
because macroscopically and ultrasonographically these 

tumors could appear malignant, resulting in radical sur-
gery [2]. In our case, anticipating the diagnosis before 
surgery was helpful in deciding the type of surgery to 
perform. We believe that with a careful ultrasound exami-
nation, combining 2D Doppler ultrasound and 3D ultra-
sound, the diagnosis could be at least suspected. A helpful 
tool could be HDlive technology, which uses an adjust-
able light source, allowing the operator the possibility to 
create lighting and shadowing effects, thereby increasing 
depth perception. This technology is useful for a better 
assessment of the interior wall of the cysts [9].

In our case, the patient’s symptoms disappeared af-
ter surgery. One month after surgery without any other 
treatment, she became pregnant. Of particular interest 
was that she probably became pregnant with the help of 
the left fallopian tube because the gestational sac was in 
the left hemiuterus and the patient’s uterus was septate.
Because of the good prognosis and low malignant po-
tential, it is important to establish this diagnosis before 
planning surgery in young patients who desire fertility. 
However, in patients over 50 years of age, presenting 
with any ovarian or fallopian tube tumor, there is no need 
for a conservative approach [2].

In conclusion although the cases presented to date 
were incidentally discovered, our case supports the idea 
that with thorough clinical and ultrasound examination, 
the diagnosis could be anticipated before surgery. The 
correct diagnosis is important especially in young pa-
tients who desire fertility and ultrasound examination is 
particularly important before planning the surgery.
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Fig 1. a) Endovaginal 2Dultrasonography of the tumour (black arrow – ovary, white arrow – tumour with papillae inside);b) 3D 
ultrasound of the tumor – tumor pappilae are seen inside of the tumour; c) HDlive three-dimensional ultrasound of the tumor the 
pappilae are clearly seen; d) Laparoscopic image of the tumor (black arrow – left ovary, white arrow – fallopian tumour); d) histo-
pathological examination – cystadenofibroma (up) and cyst wall and fallopian tube (down) (H&E staining).
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