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ABSTRACT: Primary fallopian tube carcinoma [PFTC] is an uncommon, aggressive neoplasm. 

Diagnosis is based on ultrasonographic findings combined with a thorough histopathological 

examination. It must be considered as a differential diagnosis in patients presenting with vaginal 

bleed or discharge, with bilateral adnexal masses and those who fail to respond to antibiotic therapy 

and drainage. Tubal tuberculosis and trauma have been considered by some to be carcinogenic 

factors inducing multifocal tumorigenesis of the müllerian duct. Fallopian tube carcinoma being 

included as part of the cancer spectrum associated with inherited BRCA mutations. We present here a 

rare case report of a 49yr old lady who came with complains of white discharge per vagina of 6 

months duration and underwent bilateral salpingo-oophorectomy, in view of nodular echogenic 

lesions in the bilateral adnexa on ultrasonography. A diagnosis of primary serous adenocarcinoma - 

FIGO Stage IC was rendered after histopathological examination. It is important to note that 

metastasis to the tube is often bilateral in majority of the cases. Primary uterine and ovarian 

malignancies need to be excluded as in the present case.  
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INTRODUCTION: Primary fallopian tube carcinoma is an extremely uncommon neoplasm, 

accounting for 0.14%-1.8% of all malignancies involving the female genital tract.[1] Bilateral 

involvement is even rare and seen in 10-20% cases.[2] Highly vulnerable, the fallopian tube is 

however, considered to be an organ of low oncogenic potential.[3] Clinically mistaken for a tubo-

ovarian mass or an ovarian tumor the delayed onset of treatment contributes to the associated bad 

prognosis. It is often infrequently diagnosed prior to therapeutic intervention.[1,2] Fallopian tube 

carcinoma has also been suggested to be included into the spectrum of tumors with inherited BRCA 

mutations. Commonly seen in postmenopausal women who are frequently asymptomatic, it can 

rarely present with vaginal bleeding, watery discharge, pain abdomen or pelvic mass. Nulliparous 

women appear to have a higher risk. It is also known to be associated with infertility and pelvic 

inflammatory disease.[2,3] Histologically it has resemblance to epithelial ovarian malignancies and 

distinguishing it from these tumors can be challenging at times. We report a rare case of an 

incidentally detected bilateral tubal adenocarcinoma occurring in a 49 year old lady.  

 

CASE REPORT: A 49 year old female patient (gravida 1, para1) presented with history of white 

discharge per vagina of 6 months duration. She had regular menstrual cycles prior to the onset of 

menopause. There was no history of fever, abdominal pain or distension. No other significant medical 

and family history was obtained. On examination, cervix showed an unhealthy, bleeding ulcer on the 

posterior lip. The uterus was bulky and retroverted. Ultrasonography showed chronic cervicitis with 

pyometra and nodular echogenic lesion in bilateral adnexa. In view of the above findings and to 

evaluate further, hysterectomy with bilateral salpingo-oophorectomy was done.  
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PATHOLOGICAL FINDINGS: On examination, both tubes were distended, tortuous with fusiform 

enlargement, the lumen being obliterated by a grey white friable growth with papillary excrescences. 

Histopathological examination showed the tumor in both the tubes to be composed of glands, fused 

papillae appearing as solid nests and papillary fronds lined by stratified epithelium with pleomorphic 

nuclei, few with prominent nucleoli, mitotic figures and scant cytoplasm. Focally few different 

patterns of arrangement of the tumor cells were observed. Thus a diagnosis of primary serous 

adenocarcinoma – FIGO (The International Federation of Gynecology and Obstetrics) Stage IC was 

rendered, after excluding uterine and ovarian primary tumors. [Figures 1, 2, 3, 4, 5, 6, 7] 

 

        
 

 

 

Fig. 1 & 2: Figures show adenocarcinoma involving the left and right tubes respectively. The long 

arrow shows the tubular wall, the short arrow indicates the tumor pattern - fused papillae appearing 

as solid nests in Fig 1 and glandular pattern in Fig. 2 [H & E x40]. 

 

 
 

 

 

Fig. 3: Figure shows tumor with papillary fronds with vascular core lined by malignant cells [H & E 

x100]. 

Fig. 1 Fig. 2 

 

Fig. 3 
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DISCUSSION: Primary adenocarcinoma of the fallopian tube was initially described by Renand in 

1897.[2] It is the least common of all gynecologic malignancies, with incidence of about 3.6 per million 

women per year. The postulated histogenesis includes a relatively common mechanism of tubal 

tuberculosis and trauma considered as carcinogenic factors inducing multifocal tumorigenesis of 

müllerian duct neoplasms.[4,5] The most common histologic type is adenocarcinoma.[5] Usually 

unilateral and bilateral tumors have been reported following tubal sterilization. Chronic salpingitis is 

suggested to be a predisposing factor and germline mutation of BRCA 1 has been found with 

increased frequency in tubal carcinoma.[2] Nulliparous women are at a higher risk for developing 

primary fallopian tube carcinoma (PFTC) with parity being strongly protective.[6] 

PFTC most frequently occurs in postmenopausal women between the fourth and sixth 

decades of life, with a median age of 55 years. However, it has been reported in young girls aged 17–

19yrs.[6,7] In the present case the woman was 49 year old. The features considered pathognomonic of 

hydrops tubae profluens are intermittent discharge of clear or bloody fluid, either spontaneous or 

Fig. 4: Focal fused tubular pattern of  
the tumor cells [H & E x100] 

 

Fig. 5: Focal cribriform pattern of 
tumor cells [H&E x100] 

Fig. 6: Focal solid sheets of tumor  
cells [H&E x100] 

Fig. 7: High power view showing 
pleomorphic tumor cells and few  

mitotic figures [H&E x400] 
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caused by pressure, followed by shrinkage of the adnexal mass.[1] However the classical clinical trial 

of tubal carcinoma includes Latzko’s triad of symptoms, consisting of intermittent profuse 

serosanguinous vaginal discharge, colicky pain relieved by discharge, and abdominal or pelvic mass, 

reported in 15% of cases.[7] In the present case, the patient presented only with white discharge per 

vagina, adding least suspicion of a fallopian tube carcinoma.  

A diagnosis of this entity with the help of vaginal cytology is also difficult as the cytological 

findings are positive in only 10-20% of cases.[5] Ren et al. suggested that the finding of dyskeratotic 

glandular cells on cervical smear should alert one regarding the possibility of fallopian tube 

carcinoma although these cells are seen in ovarian, serous and primary peritoneal carcinomas. [6] 

Resemblance to the ovarian carcinomas makes diagnosis challenging and even difficult.  

A preoperative serum CA125 assessment is helpful, as it is elevated in 65% of PFTCs.[1] The 

ampullary portion of the fallopian tube is the usual site of origin of tubal carcinoma and its pattern of 

growth can be nodular, papillary, infiltrative, or massive. Fallopian tube carcinomas have a wide 

variety of gross appearances. These tumors can produce large amount of serous fluid leading a 

diffuse swelling and thus making the fallopian tube resemble a sausage. This picture often mimics 

intra-operative tubo ovarian abscess, hydro-, hemato-, or pyosalpinx. It can sometimes appear as 

solid tumor with or without papillary excrescences blossoming out of the tubal lumen. However it 

can be partly solid or cystic.[5] These tumors usually are confined to the tube. In the present case, we 

observed fusiform enlargement of both the tubes with papillary excrescences occupying the lumen.  

Primary adenocarcinoma of the fallopian tube with papillary features is the most common 

histological type as seen in the present case. This type accounts for more than 90% of malignant 

tumors. Occasionally they have a dense inflammatory infiltrate that can simulate a salpingitis of non 

tuberculous type. Other less common histological types include clear cell carcinoma, squamous cell 

carcinoma, mixed carcinoma, endometrioid carcinoma, transitional cell carcinoma and sarcoma. 

Endometrioid type is usually less invasive and hence a favourable prognosis.[7,8] 

The FIGO staging system assigns nearly two-thirds of patients to stage I or II and is based on 

surgical staging criteria similar to ovarian cancer. The present case was assigned FIGO stage IC. 

Fallopian tube carcinoma can metastasize via haematogenous, lymphatic, and peritoneal routes as 

well as have a direct extension. Even cerebral, bone and axillary lymph node metastasis has been 

reported. However, it is rare to find extra-abdominal metastases with minimal pelvic disease. Total 

abdominal hysterectomy with bilateral salphingo–oophorectomy is clearly the mainstay of treatment 

and probably the first approach to diagnosis. Patients with advanced disease (> Stage IIA) should be 

treated with post-operative combined chemotherapy with carboplatin plus paclitaxel. Some studies 

have also identified prognostic factors which include age of the patient, stage, advanced disease, 

residual tumor after initial surgery as important prognostic factors which can affect survival in these 

patients.[3,9,10] 

 

CONCLUSION: The most important prognostic factors for outcome are stage of the disease during 

primary surgery and residual tumor. Of importance to the pathologist is that occult carcinoma in 

prophylactic salpingo-ophorectomy specimens may be found in the fallopian tube. Hence both tubes 

must be submitted and serially sectioned for microscopic evaluation. A preoperative differential 

diagnosis of PFTC should be considered for an adnexal mass with raised CA125 levels in all post-

menopausal women and premenopausal women not responsive to antibiotic therapy for tubo-
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ovarian abscess. The importance of recognition lies in the higher rate of retroperitoneal and distant 

metastasis than associated in patients with epithelial ovarian cancer.  
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