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Summary:

Background: Primary fallopian tube carcinoma (PFTC) is

one of the rarest malignancies of female genital tract. It

represents <1% of all gynecologic malignancies. Preoperative

diagnosis is uncommon due to its rarity and non-specific

symptoms. In most cases diagnosis is made during surgery or

histological examination. Rarity of this type of carcinoma

prompted us to report it as individual case. Case: A 40-year-

old parous women presented with bilateral PFTC. The patient

gave a history of lower abdominal and pelvic pain for 2

years on several occasions. An abdominal ultrasound finding

showed an adnexal mass and her CA125 level was 30IU/ml

(normal- <35IU/ml). Clinically she was suspected as a case

of pelvic inflammatory disease (PID). She underwent Total

Abdominal Hysterectomy with bilateral salpingo-

ophorectomy. Intraoperative findings were consistent with

PID. Final pathologic analysis showed bilateral primary

fallopian tube carcinoma —well differentiated serous

adenocarcinoma. Post operatively she was referred for

oncological management. Conclusion: Malignancy should

be considered in the differential diagnosis of PID especially

in premenopausal age and intraoperative frozen section

biopsy is crucial to make correct diagnosis and to allow

appropriate surgical staging.
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Introduction:

Primary fallopian tube carcinoma is rare. It accounts for

approximately for 0.14 -1.8% of the female genital

malignancy1.The fallopian tube is frequently involved

secondarily with malignancy from other primary sites.

Secondary malignant lesions usually arise from the

adjacent ovary or uterus, occasionally from the

gastrointestinal tract and rarely from the breast. They

may also be involved in primary peritoneal

carcinomatosis2. Incidence of primary carcinoma varies.

In Western countries, it usually represents about 1% of

all female genital malignancies3.

The etiology is unknown. It is thought to be associated

with chronic tubal inflammation, infertility, tuberculous

salpingitis and tubal endometriosis. Like ovarian

carcinoma a BRCA gene mutation is associated with

fallopian tube malignancy4. Clinical symptoms and signs

are non-specific and include lower abdominal and pelvic

pain, vaginal discharge and pelvic mass. A malignancy

arising from the fallopian tube can be misdiagnosed as

ovarian tumor or tubo-ovarian mass. The diagnosis of

primary fallopian tube is rarely considered pre-

operatively and in most cases it is an intraoperative

findings or histological diagnosis. Regarding imaging

studies ultrasound, the simplest imaging modality, is

first to be performed. It helps to detect adnexal masses

although it is often nonspecific in its finding. But pre-

operative  work up with MRI can improve diagnosis for

non-specific adnexal mass. MRI is the modality of choice

for evaluating an undetermined pelvic mass on

ultrasound5. In a study Ma et al. showed the use of

MRI for differentiating PFTC from epithelial ovarian

cancer (EOC). According to their assessment of MRI

features, PFTC often appears as a small-sized solid mass,

with a sausage-like shape, homogeneous signal, mild or

moderate enhancement, hydrosalpinx, or intrauterine

fluid accumulation. So, MRI can identify the

characteristic features of PFTC and differentiate PFTC

from EOC6. For diagnosis of primary tubal carcinoma,

both the ovaries and the uterus should appear normal

on gross examination. The tube should be grossly

abnormal resembling chronic salpingitis. The diagnosis

is made histologically based on identifying a malignant

change involving the line of fallopian tube.

Case report:

A 40-year-old woman P2+2 presented to Kurmitola

General Hospital, Dhaka in November of, 2017 with the
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complaints of pain in lower abdomen and fever for the

previous 7 days. Clinically an UTI was suspected. She

had a previous history of PID  diagnosed in 2015. An

ultrasound scan showed a right- sided hydrosalpinx

and was treated with antibiotics.

 In March of 2016 she was hospitalized with severe lower

abdominal pain. A transvaginal sonography showed two

elongated cystic areas in both adnexal regions

measuring about 4.3 × 1.2 cm on right and 2.7 ×1.5 cm on

left ovary. Further evaluation was recommended  but

she was lost to follow up.

She had regular menstrual cycles and she did not

practice any contraception. Her two deliveries were

spontaneous vaginal deliveries and her last child was

14 years old. She was non-diabetic, normotensive, but a

patient of chronic bronchial asthma, controlled with

medications. She was also a carrier of hepatitis B virus

(HBV) for last one and half years. Her personal and

family histories were unremarkable and she had no

history of gynecologic malignancy in the family. Her

bimanual examination revealed bulky, anteverted, mobile

uterus with, all fornices  free and non-tender. No mass

could be felt through any  of the fornices.

Her transvaginal sonogram showed normal sized uterus

with endometrial calcification and a cystic area

measuring about (8.5 × 5.0) cm containing solid

component in the left adnexal region. Her CA 125 antigen

level was 30IU/ml. Cervical cytology was negative for

intraepithelial lesions or malignancy.

The patient was empirically treated with antibiotics for

a presumptive diagnosis of PID. Her pain and fever

subsided. She then underwent an exploratory

laparotomy. Grossly, there was hydrosalpinx on left side

with severe adhesion between both adnexa and uterus.

Uterus and both ovaries were normal in size and

apparently healthy looking. Her intraoperative diagnosis

was pelvic inflammatory disease and a total abdominal

hysterectomy with bilateral salpingo-oophorectomy was

performed. The specimen was sent for histopahological

analysis.

The final histopathologic diagnosis was well

differentiated primary serous adenocarcinoma of both

fallopian tubes. Ovarian surface involvement was absent

in both sides on gross examination but microscopically

one ovary was involved. Both cervix and uterus were

free from tumor. [Pathologic staging: mpTNM.  Primary

tumor-mpT2a (Extension or metastasis to the uterus and

ovaries.) Regional lymph node-mpNx. Distant

metastasis- mpMx  ] – Not clear what does it mean.

Seven days after surgery the patient was discharged

and referred to an oncologist.

The following segment can be removed from the write

up.

(Histopathology Report: Gross Description Specimen:

Uterus with cervix with both sided adnexa, Specimen

integrity: Single intact specimen. Both ovarian capsules

intact, Primary tumor site: Both fallopian tubes, Tumor

location: Fimbria, Tumor size: One fallopian tube -

Greatest dimension- 16mm, Additional dimension-

(08×12) mm, Other fallopian tube- Greatest dimension-

10mm, Additional dimension- (10×08) mm,Cut surface:

Cut surface of one ovary shows a grayish white area

measuring, (10×08) mm in maximum diameters.

Microscopic Diagnosis: Histological type: Serous

adenocarcinoma (Both fallopian tubes), Histological

grade: Well differentiated. Involvement of another organ:

Both cervix and uterus-free. One of ovaries is involved

by the tumor, other ovary free. Lymph-vascular invasion:

Not identified. Tumor necrosis: Not identified.

Additional findings: Cervix reveals feature of chronic

cervicitis. Endometrium shows non-secretory

changes,Myometrium is unremarkable.) (if at all

necessary?)

Histology in figure 1:  adenocarcinoma of fallopian

tube arising from epithelium.
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Discussion:

Primary Fallopian tube carcinoma is uncommon and

represents <1% of all gynecologic malignancy3. Our

case is a bilateral primary fallopian tube carcinoma.

According to Markman et al (2000) bilateral involvement

is reported only in 20% of patients7
.

PFTC is common in post-menopausal women. Our patient

is pre-menopausal and she is 42 years old.  According

to kalampoks et al (2013), the most common age of

presentation is between 40 and 65 years, with a mean

age of 55 years8 but another study showed age range

21 to 78 years9
.

The most common clinical presentation of primary

fallopian tube carcinoma is nonspecific pelvic pain

(37.5%), abnormal vaginal bleeding (31.2%), pelvic mass

(18.8%), and gastrointestinal symptoms (12.5%)10.

Latzko’s triad of typical symptoms consists of

intermittent profuse serosanguinous vaginal discharge,

colicky pain relieved by discharge, and abdominal or

pelvic mass and this triad was reported in only 15% of

PFTC cases11. None of these symptoms are specific.

Hydropstubaeprofluens, a pathognomonic feature,

implies intermittent discharge of clear or bloody fluid

either spontaneously or on pressure followed by

shrinkage of an adnexal mass, but this feature is seen in

only 5% of patients12. Our patient presented with lower

abdominal pain and adnexal mass.  But these are not

specific for PFTC. She was diagnosed as a case of PID,

which is found to be associated with PFTC. It is

postulated that some factors increase the risk of this

cancer, such as infertility, chronic tubal inflammation,

 endometriosis, nulliparity, smoking, and genetic

predisposition13.

In our case we could not make the proper diagnosis. We

did not arrange frozen section biopsy as malignancy

was not suspected. The diagnosis was first appreciated

by the pathologist.  In most cases, the preoperative

diagnosis of PFTC is rare14,15. It is due to rarity and

silent course of the disease. Intra operative diagnosis is

also missed. Meng et al. found that intraoperative

diagnosis is missed in up to 50% of patients and PFTC

is usually confirmed by a pathologist.16As the fallopian

tube carcinoma is rare, the patient had a long history of

PID and her symptoms & signs were nonspecific—- it

prompted us to make the diagnosis PID. In this case

ultrasound scan revealed a cystic mass with solid

regions that was not specific. But MRI was not

performed and we did not consider frozen section

biopsy. All these led us to misdiagnose the case.

The most common histological type of PFTC is papillary

serous carcinoma. Histologically it resembles serous

ovarian adenocarcinoma. Because it is difficult to

differentiate PFTC from epithelial ovarian cancer (EOC)

diagnostic criteria for the diagnosis of PFTC should

include the following17

• The main tumor is in the tube and arises from the

endosalpinx;

• Histologically, the pattern reproduces the epithelium

of the mucosa;

• Transition between benign and malignant epithelium

should be demonstrable; and

• The ovaries and endometrium are either normal or

have a smaller tumor volume than that of the tube.

Recently, Singh et al proposed that the identification of

tumor inside the fallopian tubes, even in the presence

of larger tumors in other location, supports the diagnosis

of PFTC18.

Surgery is the cornerstone of the therapy for PFTC.

Surgical staging and management are similar to that for

epithelial ovarian carcinoma. Surgical procedure includes

intact removal of tumor, total hysterectomy with removal

of fallopian tubes and ovaries, infracolic omentectomy,

biopsies from abdominal peritoneal implants, pelvic and

para-aortic lymph node biopsies. Our patient did not

receive optimal surgery as she had been incidentally

detected during routine histological examination.

Figure 2-shows histological findings - well differentiated

adenocarcinoma of fallopian tube.
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Conclusion:

PFTC should be considered in differential diagnosis of

pre and postmenopausal women who present with pelvic

pain, adnexal mass or complicated pelvic inflammatory

disease. MRI should be considered as pre-operative

work up. MRI can identify the characteristic features of

PFTC and it is helpful in detection and in differentiating

PFTC from other pelvic masses.
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