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FALLOPIAN TUBE ADENOCARCINOMA
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SuMMARY. Mrs. UB aged 35 years came to us with complaints of oligomenorrhoea, lower abdominal pain, haematuria,
retention of urine with CT scan report of December 2008 which was suggestive of left sided ovarian tumor. We investi-
gated her with ultrasonography and CA-125 level and primary diagnosis of left sided ovarian tumor was made. On lapa-
rotomy it turned out to be primary fallopian tube carcinoma. Abdominal total hysterectomy with bilateral salpingo-oo-
phorectomy with omental and node biopsy was done. On histopathological examination it turned out, as primary serous
adenocarcinoma of fallopian tube grade GZPTI(C)PNO' To patient were given two cycles of chemotherapy. Primary fal-
lopian tube carcinomas are quite rare. In routine practice when we come across a case, it is usually diagnosed as an ad-
nexal mass, more commonly as an ovarian tumor. The usual investigations cannot discriminate between the ovarian and
the tubal mass. The fallopian tube cancer comes as a surprise on laparotomy. We have to be ready to deal with this condi-
tion even when it suddenly crops up.

Prokaz slucaja
Kljucne rijeci: adenokarcinom Fallopijeve tube, kemoterapija

SAZETAK. Gospoda UB, Zivotne dobi 35 godina, javila sa smetnjama oligomenoreje, bolima donjeg trbuha, hematurijom
i retencijom mokracée. Posjedovala je CT nalaz iz prosinca 2008. godine koji je upucivao na lijevostrani ovarijski tumor.
Istrazili smo je ultrazvukom i razinom Ca 125 u krvi te je bila postavljena dijagnoza lijevostranog ovarijskog tumora.
Ucinjena je laparotomija te je naden primarni karcinom lijevog jajovoda. Uéinjena je totalna abdominalna histerektomija
s obostranom salpingo-ooforektomijom s biopsijom omentuma i limfnih ¢vorova. Histopatoloski je utvrden primarni
adenokarcinom jajovoda, stupnja GZPT(IC)PNO' Bolesnici su aplicirana dva ciklusa kemoterapije. Primarni rak jajovoda
je zaista rijedak. U rutinskoj praksi se dijagnosticira kao adneksalna tvorba, obi¢no kao ovarijski tumor. Uobicajene
pretrage ne mogu razlikovati ovarijsku od tubarne tvorbe. Rak tube Fallopii je iznenadenje prigodom laparotomije. Mo-

ramo biti spremni suo€iti se s tim stanjem makar ono naglo iskrsne.

Introduction

Primary fallopian tube cancer is a rare gynaecologi-
cal malignancy.' They account for 0.1-1.8% of all gyn-
aecological cancers.? Overall incidence recorded in US
study 2007 was 0.41 per 100,000 women.®> Secondary
malignant lesions of the fallopian tube usually arise
from the adjacent ovary or uterus, occasionally from the
gastrointestinal tract and rarely the breast cancer or pe-
ritoneal carcinomatosis.* An association is seen in those
with BRCA-1 gene.> When secondary, these are single
and localized in less than 50% of cases. These cases
should be managed aggressively at primary surgery in
view of their poor outcome — reportedly worse than that
of ovarian cancer, stage for stage.® In England and
Wales, 40 cases of primary fallopian tube cancer (PFTC)
and 4,500 cases of epithelial ovarian cancer (EOC) are
registered annually.” Furthermore, data from an ovarian
cancer screening study that followed up a cohort of
22,000 postmenopausal women revealed a higher than
expected ratio of PFTC to EOC among these volun-
teers.® It is also possible that the true incidence of PFTC
has been underestimated’ because PFTC may have been
mistakenly identified as ovarian tumors during initial
surgery and/or during microscopic examination by a pa-
thologist, as the histological appearance of these tumors
are identical.>!° A study from Finland reported that the
incidence of PFTC is increasing, with an age-adjusted

incidence of 1.2 per million for 1953-1957 to 5.4 per
million for 1993-1997." About 1,200 cases of PFTC
have been reported in the literature until now.'>!?

Case report

Mrs. U B, a 35 years old woman, was seen in gyneco-
logical OPD for oligomenorrhea since last 6 months,
pain in bilateral iliac fossa since seven days, haematuria
since two days and retention of urine since one day. Pa-
tient was referred to us from Madhya Pradesh (Zabua
district). She had irregular menses with frequency of
2-3 months. She was para 2 with normal home deliver-
ies by dais (traditional birth attendant). Last delivery
was 7 years ago. She had undergone laparoscopic tubal
ligation 6 years before.

On examination, her vitals were stable. On per ab-
dominal palpation, ascites was present and freely mo-
bile mass of around 15x15 cms was felt in the left iliac
fossa. On per speculum examination, minimal discharge
from the vagina was present and mild degree of recto-
cele was present. On per vagina examination, cervix
was downward forward, uterus was anteverted, normal
size, in left adnexa a mass of 15%12 cms size was felt
which was freely mobile and right adnexa were free.
There was no tenderness with movement. All her rou-
tine investigations were normal. Transabdominal sono-
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Figure 1. Hyperplastic mucosal epithelium with dysplastic changes of the
left fallopian tube (H/E 450%).
Slika 1. Hiperplasti¢ni epitel sluznice s displastiénim stanicama lijevog
jajovoda (H/E 450x).

Figure 2. Tumor showing tubular architecture infiltrating stroma of the
left fallopian tube (H/E 450%).

Slika 2. Tubularna grada stanica koje infiltriraju stromu lijeve tube (H/E
450x).

Figure 3. Right fallopian tube showing hyperplastic changes (H/E 450x).
Slika 3. Desni jajovod s hiperplasti¢nim stanicama (H/E 450x%).
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graphy demonstrated moderate ascites. Free fluid was
seen in supra hepatic, sub hepatic and pelvic cavity and
a mixed echogenic mass of 15x10%13.8 cm from left
side adnexal region. Her CA 125 level was 218 IU. She
had come to our hospital with CT abdomen report of
Dec. 2008 from other hospital which was suggestive of
heterogeneous mass of size 11.7%8.9%9 cms arising from
left side ovarian mass. Considering all above examina-
tion points and investigations, diagnosis of malignant
left sided ovarian tumor was kept and laparotomy was
done.

On laparotomy, on opening abdomen hemrrahagic
ascitic fluid came out, of which around one liter was
suctioned out. On examination, right ovary, right fallo-
pian tube and uterus were normal, left ovary was nor-
mal, but there was around 15%10x13.8 cms size mass
arising from left fallopian tube. The total abdominal
hysterectomy with bilateral salpingo-oophorectomy was
done. On examination, omentum was normal; pre and
para aortic lymph nodes were palpated and sent for his-
topathologic examination. Abdominal closure was done.

The pathohistological report was as follows: on gross
examination uterus was measuring 7.5x4.5x3 cms.
There was a mass on left at the fimbrial end of fallopian
tube measuring 14x11x9 cms. On cut section solid ar-
eas, hemorrhages and small cystic areas were seen. On
microscopic sections: endometrium and myometrium
showed no abnormal pathology. Section from cervix
showed changes of chronic cervicities. Section from
fimbrial end of left fallopian tube with mass show hy-
perplasic mucosal lining with severe degree dysplasia
with histomorphology of serous adenocarcinoma invad-
ing through all layers of fallopian tube up to serosa. Cu-
boidal and low columnar tumor cells are arranged main-
ly around cleft like spaces forming tubular structures
and at places solid sheets. The nuclei were large hyper
chromatic with voluminous clear cytoplasm. Overall
features were that of serous adenocarcinoma-moder-
ately differentiated grade-II (Figures I and 2). The sec-
tion from left fallopian tube near uterine end showed
hyperplasic changes with severe degrees of dysplasia at
places reaching up to carcinoma in situ. The section
from left ovary showed no remarkable pathology. The
section from omentum and lymphonode showed no re-
markable pathology. The section from right fallopian
tube (Figure 3) showed hyperplasic changes without
dysplasia. The section from right ovary showed no re-
markable pathology, as well. Final diagnosis: Serous
adenocarcinoma of fimbrial end of left fallopian tube,
moderately differentiated, grade-II FIGO staging Ic (tu-
mor limited to one or both tubes with extension onto or
through the serosa or with malignant cells in ascites or
peritoneal washing). Histology grade of tumor was
G,PTyc)Pro-

The patient’s postoperative period was uneventful.
Then patient was given two cycles of Carboplatin 450
mg as per AUC 5 with Paclitaxel 250 mg (175 mg/m?).
The patient declined the third course of chemotherapy
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due to her personal reasons. She and her husband were
explained about the implications of omitting the third
course.

Discussion

Patient was diagnosed with pelvic mass 6 months
back by pelvic CT. Although she came late to us, with
all above mentioned investigations, it was diagnosed as
ovarian tumor and on laparotomy it turned out to be a
fallopian tube adenocarcinoma. With all advanced in-
vestigations available we could not make out the diag-
nosis of fallopian tube carcinoma.

The fallopian tube carcinoma though a well known
female genital cancer, in routine practice one does not
encounter this malignancy frequently in comparison to
other genital malignancies. In the case presented the tu-
mor originated from the lateral end of the tube, hence
clinically it was diagnosed as an ovarian tumor.

The investigations like ultrasonography and even CT
scan failed to differentiate the tumor from ovary. The
diagnosis of fallopian tube tumor was made only after
opening the abdomen. The final diagnosis was made
only after receiving the histopathology examination de-
tails which revealed moderately differentiated adeno-
carcinoma (G,PT,Py) and the clinical stage was
marked as Stage Ic.'*1°

The currently advocated management of the fallopian
tube carcinoma is more or less like epithelial ovarian
malignancy. The patient was treated with total hysterec-
tomy with lymph node biopsy followed by chemothera-
py. Postoperatively the patient recovered very well in
terms of her primary symptoms. She did suffer from
side effects of chemotherapy like mild nausea and vom-
iting (her complete blood count and renal function test
were within normal limit). The Ca 125 levels fell from
218 to 88 within a 6 weeks time.

The literature reveals the participation of fallopian
tube carcinoma as 0.31% to 1% of female genital malig-
nancies. The current suggested management is to treat
such malignancies as epithelial ovarian malignancy.
The other managements suggested are intraperitoneal
chemotherapy, second look surgery, radiotherapy, neo
adjuvant chemotherapy, and immunotherapy or gene
therapy. But the results of these managements are not
promising. Intraperitoneal chemotherapy is not so pop-
ular because of toxicity. A number of unanswered fun-
damental questions regarding efficacy, of optimal agent,
schedule, future trial designs, and the impact of alter-
native agents such as biologic therapies (vascular endo-
thelial growth factor and epidermal growth factor tar-
geting) have limited the general acceptance of this strat-
egy in the clinical practice.'”® Clinical investigation is
ongoing. However, second look surgery is not advocat-
ed because of chances of negative second-look opera-
tion due to factors like 1) low tumor grade, 2) no resid-
ual disease after primary operation, 3) young age (youn-
ger than 55 years), and rapid regression to normal of

increased CA 125 values during chemotherapy.!” Radia-
tion is not used, as there are no large-scale trial data
available for this technique and because of the risk of
complications and the lack of extensive data regarding
its effectiveness; whole abdominal radiation has gener-
ally not been used in these cases. For immunotherapy
and gene therapy no detail data are available.

Patient came to us about 7 months after the primary
diagnosis of ovarian mass in December 2008. She was
afraid of surgery and took some ayurvedic treatment
from her local doctor. But as there was no improvement
she came to us. If she would have come to us immedi-
ately after her CT scan then the size and grade of tumor
would have been less.
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