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A 72-year-old patient suffering from idiopathic pulmonary fibrosis (IPF) diagnosed in 2009, presented in October 2018 at the Gynaeco-
logic Cancer Outpatient Clinic. The patient was diagnosed due to unusually high plasma values of CA 125 (254 U/mL), HE4 (184 pmol/L), CA 
15.3 (69.5 U/mL), CA 19.9 (63 U/mL) and CYFRA 21.1 (3.8 ng/mL). The plasma levels of CEA (2.51 ng/mL) and SCCAg (1.3 ng/mL) were not elevated. 
The patient presented with no abnormal symptoms from genital organs. A computed tomography of abdominal cavity and the pelvis did not 
reveal any presence of malignant neoplasm. The chest CT showed progression of the IPF with a presence of reticulation, „honeycombing” (Fig. 1)  
and traction bronchiectasis of distribution typical for usual interstitial pneumonia consistent with the diagnosis of IPF. The progression of lung 

fibrosis was also documented by lung function tests which showed loss 
of forced vital capacity of 310 mL (11% drop of predicted value) in the 
period of 12 months. CT scans did not reveal any radiological symptoms 
of malignancy. After a four-week and three month follow-up, plasma 
levels of previously elevated markers were tested again and the results 
were similar to the previous ones: CA125 (253 U/mL and 258 U/mL), 
HE4 (208 pmol/L and 206 pmol/L), CA15.3 (67.2 U/mL and 69.5 U/mL), CA 
19.9 (54.1 U/mL and 66.5 U/mL), CYFRA 21.1 (3.8 ng/mL and 4.3 ng/mL), 
CEA (2.37 ng/mL and 2.83 ng/mL) and SCCAg (1.4 ng/mL and 1.8 ng/mL). 
After a one year follow-up, further progression of IPF without symptoms 
of neoplastic disease is observed. 

The IPF is defined as a disease of unknown origin which springs from interstitial pneumonia. It leads to a chronic, irreversible 
fibrosing of the lungs. The process of fibrosis does not occur in other tissues and is limited to the lungs. High resolution computed 
tomography is the recommended imaging technique to make the diagnosis. Clinical symptoms are nonspecific and unusually 
high plasma values of some tumor markers e.g. CA125 can be seen, which can lead to suspicion of adnexal cancer [1, 2]. 

Gynaecologic patients presenting elevated plasma levels of CA125 and HE4 only if adnexal cancer is excluded other reasons 
for high levels of these markers can be considered. The role of modern imaging techniques in patients with IPF, especially com-
puted tomography in the differentiation between progression of pulmonary fibrosis and adnexal cancer, is crucial and the value 
of serum tumour markers assessment is limited. If no adnexal tumour is diagnosed careful follow-up is required. 

In our patient the progression of IPF, an extremely rare condition in gynaecologic practice, was the reason for the elevated plasma 
levels of the CA125, HE4, CA19.9, CA15.3 and CYFRA 21.1. It is known, that the tumour markers CA125, CA19.9, CA15.3 and CYFRA 
21.1 can accurately characterize severity of the IPF [3–5]. A review of the English literature in Medline base by searching the items idi-
opathic pulmonary fibrosis and HE4 showed no one items. Our case is the first report describing the relationship between the IPF and HE4.

Figure 1. High-resolution computed tomography scan of the IPF
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