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Abstract
Primary fallopian tube carcinoma is considered one of the rarest female genital cancers, and its bilateral occurrence is even rarer.
Because of the rarity of fallopian tube carcinomas as well as the clinical presentation which simulates an ovarian cancer, a correct
preoperative diagnosis of fallopian tube carcinoma is seen only in 4% of cases, and is usually first appreciated by Pathologists. We
are reporting our experience of a case of bilateral primary serous carcinoma of the fallopian tube in a 36-year-old female.
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CASE REPORT
A 36-year-old female (para 3 living 3) presented with menorrhagia
since one year. On general physical examination, pallor was present
with no other significant findings. Speculum examination showed
mild erosion of cervix and per vaginal examination revealed an
anteverted bulky uterus with clear fornices. Ultrasound revealed
an enlarged uterus with endometrial thickness of 1.2 cm with
no other significant findings. Dilatation and curettage revealed
disordered proliferation. No other findings were appreciated. Thus,
patient was then clinically diagnosed to have dysfunctional uterine
bleeding and was subjected to total abdominal hysterectomy with
bilateral salpingo-oophorectomy and the specimen was sent for
histopathological examination.
The uterus was bulky measuring 9 × 8 × 4 cm with endometrial
thickness of 1 cm and endomyometrial thickness of 2.8 cm. The
myometrium showed tiny haemorrhagic spots with grey white
trabeculations. Left fallopian tube was oedematous and tortuous,
measuring 5 cm in length. On cut section lumen was dilated, with
blood clot present in the lumen. Right tube was oedematous and
measured 5 cm. On cut section, lumen was dilated with tiny, grey
white granular excrescences over the thinned out wall. Bilateral
ovaries appeared unremarkable [Table/Fig-1].
Sections from the endometrium revealed simple hyperplasia without
atypia. Myometrium showed features of adenomyosis. Cervix
showed mild chronic non specific cervicitis with nabothian cyst
and ulceration. Bilateral fallopian tubes revealed features of primary
papillary serous adenocarcinoma extending from the mucosa up to
the muscularis propria [Table/Fig-2,3]. Bilateral intra tubular epithelial
neoplasia was present [Table/Fig-4]. Sections from both the ovaries
were unremarkable.
Following the report of bilateral papillary serous carcinoma of tube,
explorative laprotomy was done and lymph nodes with omentum
were submitted. Microscopy revealed that they were free of malignant
cells, thus, patient did not receive any adjuvant chemotherapy.
Patient has been on biannual follow up and is doing fine.

DISCUSSION
Primary fallopian tube carcinoma is an uncommon tumour and
accounts for approximately 0.7-1.5% of female genital malignancies
[1]. It occurs between the fourth and sixth decades of life, with a
median range of occurrence of 55 years (range, 17-88 years)
38

[Table/Fig-1]: Gross photograph of the surgical specimen showing bilateral hydro
salphinx. Note that the ovaries are normal. [Table/Fig-2]: Microphotograph showing
features of adenocarcinoma involving the muscularis propria (H&E, 10X).

[Table/Fig-3]: Higher power showing complex papillary pattern of arrangement
of tumour cells. (H&E, 45X). [Table/Fig-4]: Microphotograph of bilateral tubal
intraepithelial neoplasia (H&E, 10X).

[2]. Bilaterality of fallopian tube carcinoma is infrequent and tubal
malignancy in women less than 40 years of age is very uncommon.
There has been a sudden interest in primary tubal carcinomas in the
last several years. Early tubal carcinomas have been diagnosed more
frequently due to complete histological examination of all fallopian
tube tissue from prophylactic bilateral salpingo-oophorectomy
specimens [1]. Thus, we present our case of bilateral primary
fallopian tube carcinoma in a 36-year-old female.
Clinical symptoms of tubal malignancy are not specific. Latzko’s
triad of symptoms consisting of intermittent serosanguineous
vaginal discharge, colicky abdominal pain and pelvic mass are seen
in only 15% of cases [3]. A diagnosis of fallopian tube malignancy
could be assisted by ultrasonography with CA 125 levels which are
high in 65% of the cases [4].
Diagnostic criteria to differentiate primary fallopian from primary
ovarian/ endometrial carcinoma was developed by Hu et al., and
later modified by Sidles [5]. Accordingly, primary fallopian tube
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carcinoma is diagnosed if: grossly, the main tumour arises from
the endosalpinx; histologically the pattern of tumour resembles
tubal mucosa; presence of transition from benign to malignant
epithelium; and ovary/endometrium are normal or have a much
smaller volume of tumour [5]. All the above criterias were fulfilled in
our case. However, many a times it is difficult to differentiate primary
fallopian tube cancer from ovarian cancer, fortunately, as of today,
the management remains the same. But the five year survival rate
of fallopian tube carcinoma on an average is 50% as compared to
ovarian cancer which is at 77% [6].

than that of ovarian cancer at 77.5% [11]. This reflects the need to
identify fallopian tube carcinomas at the earliest.

Tubal intraepithelial neoplasia is the earliest morphologically
recognizable form of carcinoma. It is characterized by absence
of invasion of underlying stroma and the presence of cytological
atypia in the lining epithelium alone. Before signing out a diagnosis
of intraepithelial neoplasia in a routine specimen, the remaining
fallopian tube should be submitted for histopathological examination
to rule out invasive carcinoma component. Frequently, early tubal
carcinomas and tubal intraepithelial carcinomas are located
in the fimbriated end of fallopian tube, and recent models have
been suggested, linking p53 signature with tubal intraepithelial
carcinoma [1].

Bilateral primary papillary serous carcinoma of fallopian tube is
one of the rarest female genital tract malignancies. Preoperative
diagnosis rate could be increased by using CA-125 levels with
ultrasonography especially when ovaries are unremarkable. As in
any case, diagnosis at an earlier stage provides better prognosis
and survival. Thus, more extensive research must be performed
to establish the utility of p53 signatures and tubal intraepithelial
neoplasia in the diagnosis and prognostication of fallopian tube
carcinomas.

p53 signature is the earliest step in the pathogenesis of fallopian
tube carcinomas. p53 signature is composed of histologically normal
mucosal epithelium and characterized by immunohistochemical
overexpression of p53, which has been defined as a linear extent
of >= 12 consecutive secretory cells showing strong expression
[1]. The “p53 signature” shares many characteristics with tubal
intraepithelial carcinoma, including: 1) location in the fimbria (80%);
2) secretory cell phenotype; 3) evidence of DNA damage; 4) p53
mutation; and 5) occasional direct continuity with tubal intraepithelial
carcinoma [7].
“IMP3 signature” defined as 10 or more consecutive secretory cells
in benign tubal mucosa stained positively for insulin-like growth
factor II, is a newer defined entity. IMP3 is an oncofetal protein
involved in embryogenesis, rarely expressed in normal adult tissue.
Overexpression of IMP3 may be involved in the initial process of
tubal or pelvic serous carcinogenesis. Therefore, it may be a useful
biomarker for tubal or pelvic serous carcinomas in women [8].
CA-125 is a sensitive marker for the tumour progression during
follow-up [9]. The most important prognostic factor in fallopian
carcinoma is stage of disease at laparotomy [10]. Also, the 5-year
survival of fallopian tube carcinoma (stage I and II) is poorer at 50.8%

An important question arises. Do small occult carcinomas/tubal
intraepithelial neoplasia/p53 signatures behave in a fashion similar
to bulky symptomatic tumours? Thus, is it mandatory to submit
the entire fallopian tube in all routine cases for histopathological
examination, in order to pick up early tubal cancer? More extensive
research is needed to bring in clarity.

CONCLUSION
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