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ABSTRACT

Primary fallopian tube carcinoma (PFTC) is a rare tumor accounting for about 0.5% of all gynecological cancers. The
rarity of the tumor with its non-specific clinical presentation and radiological findings lead to a low suspicion of PFTC
by the attending clinician. We present a case of this tumor in a 62 years post-menopausal parous woman who presented
with intermittent vaginal bleeding with normal clinical examination and an adnexal mass on USG and MRI. She
underwent laparosopic total hysterectomy with bilateral salpingo-oophorectomy, infracolic omentectomy and staging
biopsies followed by adjuvant chemotherapy. Primary fallopian tube carcinoma should be considered in the differential
diagnosis of peri and postmenopausal women who present with an adnexal mass, unexplained bleeding per vaginum,
pelvic pain, or a cervical smear with abnormal glandular cells. The treatment is similar to epithelial ovarian carcinoma,
which includes total hysterectomy with bilateral salpingo-oophorectomy and comprehensive surgical staging.
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INTRODUCTION

Primary fallopian tube carcinoma (PFTC) is a rare tumor
accounting for about 0.5 % of all gynecological cancers.!
However, its incidence may be higher than estimated as
molecular, histologic, and genetic evidence shows that
almost 80% of tumors that were previously classified as
high-grade serous carcinomas of the ovary or peritoneum
may have an origin in the fimbriae of the fallopian tubes.?
As a result, the epithelial ovarian carcinomas, fallopian
tube and peritoneal cancers are considered collectively and
have the same staging and similar management protocols.
The rarity of this tumor with its non-specific clinical
presentation and radiological findings lead to a low
suspicion of PFTC by the attending clinician. Thus, PFTC
is usually diagnosed incidentally, intra-operatively or on
histopathology. The overall survival of patients with PFTC
is generally low. We present a case of this rare tumor in a

62-years-old postmenopausal parous woman who
presented with vaginal bleeding and a complex adnexal
mass.

CASE REPORT

A 62-years-old para 1, living 1 postmenopausal woman
presented to us with intermittent vaginal bleeding without
any other symptoms. General, abdominal, and pelvic
examination was normal. The pelvic ultrasonography
showed a left adnexal complex cyst of 5.7x3.4 cm with
solid components of 3.2x2 cm and 2.3x1.7 cm and high
vascularity with a resistance index of 0.5 (Figure 1). The
uterus, endometrial thickness (3 mm), right adnexa were
normal and there was no evidence of ascites. Tumor
markers were normal; CA-125: 9.1 U/ml and Inhibin A:
<1 pg/ml. The ovarian malignancy risk stratification by
IOTA-ADNEX model suggested a 67.5% chance of a
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benign tumor. MRI suggested a normal-sized uterus with
subcentimetric myomas, normal right ovary, and a
lobulated solid lesion of 3.5x2 cm in the left adnexa, with
a differential diagnosis of a degenerating fibroid or an
ovarian mass. Pap smear was normal and endometrial
biopsy suggested an atrophic endometrium. She
underwent a laparoscopy which showed a left complex
tubo-ovarian mass of 4 cm in the distal half of the fallopian
tube (Figure 2). The uterus and right adnexa were normal.
There was no evidence of any implants, deposits or free
fluid in the pelvis or abdomen. The omentum was normal
and there was no lymphadenopathy. Considering a 32.5%
chance of malignancy by the IOTA-ADNEX model, we
performed a total laparoscopic hysterectomy with bilateral
salpingo-oophorectomy, infracolic omentectomy, staging
biopsies and fluid cytology. Post-operative recovery was
uneventful. Histopathology was suggestive of high grade
papillary serous PFTC of the left tube invading into the
muscularis layer, no serosal or left ovarian involvement,
and other sites free from the tumor (Figure 3). There was
compact papillary, nesting and glandular growth pattern in
the tumor with the cells displaying pleiomorphic nuclei
having abnormal mitotic activity. Considering her FIGO
stage 1cl (due to surgical spillage), she was given 6 cycles
of adjuvant chemotherapy with cisplatin and paclitaxel. At
her last follow-up at 1-year post-surgery, clinical
examination, ultrasonography, and PET scan were normal
and she was doing well.

Figure 1: Ultrasonography showing left adnexal mass
(A) with a solid area; (B) with color flow.

Figure 2: Laparoscopy showing left tubal mass.
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Figure 3: Histopathology of primary high-grade
serous carcinoma of the fallopian tube showing
papillary, nesting and glandular pattern with
pleomorphic nuclei and abnormal mitotic activity.

DISCUSSION

PFTCs are rare tumors of the female genital tract with
incidence being 0.36 to 0.41 per 100,000 women per year.®
With the recent change in our understanding of the origin
of serous carcinomas, several cancers of the ovaries may
actually have been fallopian tube carcinomas, thus causing
under-estimation of their incidence.

The presenting symptoms are non-specific such as
abdominal pain, vaginal discharge, abnormal uterine
bleeding, and lump in abdomen. The pathognomonic
Latzko's triad of intermittent vaginal discharge, colicky
pain relieved after vaginal discharge and abdominal or
pelvic mass is noted in less than 15% of cases.* It is
postulated that PFTC may be diagnosed in early stages
because of abdominal pain caused by tubal distension and
a shorter course of symptoms as compared to ovarian
carcinomas.’

The mean age of presentation is about 57 years (ranging
from 42 to 72 years).! Risk-factors are similar to epithelial
ovarian carcinomas such as infertility, low parity and
germ-line BRCA-1 and BRCA-2 mutations while use of
oral contraceptive pills provides a significantly protective
effect.® On ultrasound, the typical features of PFTC are
said to be a sausage-shaped cystic structure with solid
tissue protruding into it like a papillary projection, a
sausage-shaped cystic structure with a large solid
component filling part of the cyst cavity and an ovoid or
oblong completely solid mass.”

Pre-operative serum CA-125 levels may be raised (>35
mlU/ml) and are seen in 85.3% of cases.® However, in our
case, CA-125 levels were normal, thus a high index of
suspicion is required. Persistent abnormal glandular cells
on cervical smears with normal endometrial and
endocervical biopsies should raise the suspicion of PFTC.
Cervical smears have been suggested as valuable tools for
screening for PFTC.° The diagnostic criteria for PFTC are:
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grossly, the main tumor is in the tube and arises from the
endosalpinx; the histological pattern reproduces the
epithelium of tubal mucosa; transition from benign to
malignant tubal epithelium should be demonstrated, and
ovaries and endometrium are either normal or have a much
smaller tumor volume than that of the tube.!0!

Fallopian tube, ovarian and peritoneal carcinomas have
such similar patterns of spread, clinical presentation,
surgical responsiveness and chemosensitivity that the
same treatment protocol is applied to all three diseases viz.
total hysterectomy with bilateral salpingo-oophorectomy
and comprehensive surgical staging with chemoradiation
depending on the stage. Factors influencing survival are
the patient age, FIGO stage of disease and residual tumor
after initial surgery. Although similar to epithelial ovarian
carcinoma, in PFTC there are microscopic metastases to
distant sites even in early stages and it often tends to recur
in retroperitoneal nodes and distant sites. Thus, adjuvant
chemotherapy is recommended in early-stage disease.®

CONCLUSION

Primary fallopian tube carcinoma should be considered in
the differential diagnosis of peri and postmenopausal
women who present with an adnexal mass, unexplained
bleeding per vaginum, pelvic pain, or a cervical smear with
abnormal glandular cells. The treatment is similar to
epithelial ovarian carcinoma, which includes total
hysterectomy with bilateral salpingo-oophorectomy and
comprehensive  surgical  staging  with  adjuvant
chemotherapy, depending on the stage.
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