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Abstract

Primary fallopian tube carcinoma (PFTC) is an uncommon gyneco-
logic malignancy that is often diagnosed in the advanced stage. We
present herein a case of a 59-year-old female with PFTC diagnosed
with an approximately 20-mm cervical tumor on visual inspection.
Cervical biopsy showed carcinoma and systemic computed tomog-
raphy demonstrated no evidence of metastasis. The patient was ac-
cordingly diagnosed with cervical adenocarcinoma stage IB1 (FIGO
2008). Abdominal radical hysterectomy including bilateral salpingo-
oophorectomy and pelvic lymphadenectomy was performed. Howev-
er, it was difficult to operate because of dense pelvic organ adhesions
and pouch of Douglas obliteration accompanied with deep infiltrat-
ing endometriosis. There was no peritoneal dissemination. On histo-
pathological examination, high-grade serous carcinomas arising from
the left fallopian tube and metastasized to the endometrium, cervix,
vagina and multiple pelvic lymph nodes and forming a tumor in the
cervix were noted. The patient was diagnosed with PFTC stage IT1IA1
(i1) (FIGO 2014), pT2aN1bMO0 (eighth UICC). She received six cy-
cles of docetaxel and carboplatin every 3 weeks and presented no
evidence of disease for 6 months after the chemotherapy. In conclu-
sion, this is a rare case in which PFTC was preoperatively diagnosed
as cervical cancer.
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Introduction

Primary fallopian tube carcinoma (PFTC) is rare, accounting
for only approximately 1% of all gynecologic malignancies
[1]. Almost all PFTCs originate from the ampulla, and direct
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peritoneal implantation, lymphatic spread, and early metasta-
ses are common. Preoperative diagnosis of PFTC is challeng-
ing. We present herein a case of PFTC that was diagnosed pre-
operatively as cervical cancer with no evidence of metastasis.

Case Report

A 59-year-old postmenopausal woman (gravida: 3, para: 3)
was diagnosed with one 20-mm cervical tumor on medical ex-
amination. She had no gynecologic complaints such as vaginal
bleeding, pelvic pain, or vaginal discharge, and also had no
positive history of malignancy. However, her mother had a his-
tory of breast cancer and her younger sister died due to primary
peritoneal cancer.

Cervical biopsy showed carcinoma. Pelvic magnetic
resonance imaging (MRI) demonstrated a 24-mm cervical
mass without parametrial invasion. It had high signal inten-
sity on T2-weighted images (T2WI), and high signal intensity
on diffusion-weighted imaging (DWI) and showed moderate
enhancement. Furthermore, it also demonstrated hematome-
tra and left hematosalpinx with high signal intensity on T1-
weighted imaging and T2W1 (Fig. 1). Systemic computed to-
mography demonstrated no evidence of metastasis. No tumor
marker level was elevated (cancer antigen (CA)-125: 24.4 U/
mL; CA-19-9 < 2.0 U/mL; carcinoembryonic antigen 1.4 U/
mL; squamous cell carcinoma antigen 0.8 ng/mL).

She was diagnosed with cervical cancer, ¢T1b1NOMO
(eighth UICC), stage IB1 (FIGO 2008). Abdominal radi-
cal hysterectomy including bilateral salpingo-oophorectomy
and pelvic lymphadenectomy was performed (Fig. 2). It was
difficult to operate because of dense pelvic organ adhesions,
and the pouch of Douglas obliteration was accompanied with
deeply infiltrating endometriosis. There was no peritoneal dis-
semination. Left common iliac nodes and left obturator nodes
were swollen to approximately 2 cm.

On histopathological examination, high-grade serous car-
cinomas arising from the left fallopian tube and metastasized
to the endometrium, cervix, vagina and multiple pelvic lymph
nodes (bilateral common iliac nodes, left obturator nodes, and
right external iliac nodes) and forming a tumor in the cervix
were noted (Fig. 3). She was postoperatively diagnosed with
PFTC, pT2aN1bMO0 (eighth UICC), stage IIIA1 (ii) (FIGO
2014). She received six cycles of chemotherapy with docetaxel
and carboplatin every 3 weeks and presented no evidence of
disease for 15 months after chemotherapy.
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Figure 1. Preoperative pelvic MRI. (a) Sagittal T2-weighted imaging. A 24-mm cervical tumor showing high-intensity signal
(arrow). (b) Axial T2-weighted imaging, hematometra (asterisk) and left hematosalpinx with mural nodule (arrow) showing high-

intensity signal. MRI: magnetic resonance imaging.

Discussion

This is a rare case in which PFTC was preoperatively diag-
nosed as cervical cancer. PFTCs are rare, and are often detect-
ed in the advanced stage because of direct peritoneal implan-
tation, lymphatic spread and early metastases. Approximately
45-65% of cases are diagnosed at stage III/IV [2]. The fallo-
pian tube is richly supplied with lymphatic networks that drain
into the pelvic and paraaortic lymph nodes, and pelvic and/or
paraaortic lymph nodes involvements occurs in approximately
40% of all cancer stages [3]. Meanwhile, approximately 80%
of tubal carcinomas are metastatic from ovarian, endometrial,
and gastrointestinal cancers [4]. PFTC is difficult to diagnose,
and only 4% are diagnosed correctly preoperatively [5].
Certain symptoms and serum CA-125 level may be help-
ful in diagnosis. The Latzko’s triad of symptoms, which in-
cludes profuse serosanguinous vaginal bleeding, abdominal or
pelvic mass and colicky pain relieved by discharge is pathog-
nomonic. However, there are no characteristic symptoms of
PFTCs, and the Latzko’s triad was reported in only 15% of
cases [5]. In the current case, the patient had no gynecologic
complaints. Preoperative serum CA-125 level had been re-
ported to increase beyond 35 U/mL in 75-85% of cases, and it
increased in 33%, 50%, 89%, and 100% of patients with stage
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Figure 2. Surgical specimen showing a 35-mm cervical tumor (arrow)
and left hematosalpinx (asterisk).
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L 1L, 111, and IV disease, respectively [2, 3]. However, our pa-
tient has stage I1I disease, but the serum CA-125 level was not
elevated (24.4 U/mL).

Atypical glandular cells and adenocarcinoma cells in Pap
smear indicate the possibility of fallopian tube carcinomas
[6]. In total, 88% of PFTCs are adenocarcinomas [7]. Almost
all PFTCs originate from the ampulla, and spread primarily
through the tubal fimbria and into the peritoneal cavity. Some
sloughed tumor cells are transported to the uterine cavity
through ciliary movement and fallopian tube peristalsis. These
cells are then trapped in cervical mucus. A total of 5.2% of
atypical glandular cells that test positive on Pap smear are ma-
lignant, and 6.4% of them are ovarian or fallopian tube carci-
nomas [8]. Positive Pap smear results are observed in 10-36%
of PFTCs [5]. In our case, the patient was diagnosed of cervi-
cal cancer because of prominent tumor formation in the cervix
and detection of carcinoma from cervical tumor. This is a simi-
lar case of PFTC with skip metastasis in the cervix, which was
preoperatively diagnosed as cervical cancer [9].

Some characteristic MRI findings may also provide a di-
agnostic clue preoperatively [10]. A sausage-shaped mass is
one of the most specific MRI findings seen in PFTC, which
occurs when fallopian tubes are filled with a solid tumor. Hy-
drosalpinx occurs in PFTC because of the copious amounts of
fluid produced by the tumor and the partial obstruction of the
tubes. The dilated tubes contain incomplete folds and show a
convoluted appearance, known as the “waist sign”. Extremely
dilated tube folds upon itself, forming the “cogwheel sign”.
Fallopian tube dilations can lead to fluid discharge into the
intrauterine cavity. Hydrometra is specific to PFTC and can
occur in up to 30% of cases. In our case, hematosalpinx with
a mural nodule and hematometra were noted, and we believe
that this was caused by the severe adhesions due to the endo-
metriosis and the cervical mass, and these presentations were
consistent with cervical cancer.

Although our case showed negative clinical and biochemi-
cal findings, assessing histopathological and radiological pa-
rameters could be valuable in the diagnosis of PFTC. Further,
the family history indicated as possibility of hereditary cancer.
The etiology of PFTC remains unclear. Some factors such as
infertility, chronic tubal inflammation, endometriosis, nullipar-
ity, smoking, and genetic predisposition have been reported to
increase the risk of PFTC [11]. Because the fallopian tube and
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Figure 3. Pathological findings. (a) Left fallopian tube, carcinoma with infiltration into the tubal wall (H&E staining, x 15). (b) Left
fallopian tube, papillary serous adenocarcinoma (H&E staining, x 150). (c) Cervix, carcinoma and remaining cervical glands
(H&E staining, x 15). (d) Cervix, serous adenocarcinoma similar to a fallopian tube carcinoma (H&E staining, x 150). H&E: he-

matoxylin and eosin stain.

the peritoneum are embryologically derived from Mullerian
structures, their neoplastic behavior is similar to that of ovar-
ian cancer. Her younger sister’s history of primary peritoneal
cancer even meets the BRCA testing criteria [12]. Women who
have BRCAI or BRCA2 gene mutation have higher risks of
breast and ovarian cancer, and should undergo genetic coun-
seling regardless of the onset of PFTC. The preoperative di-
agnosis might have been correct if we considered her family
history.

In conclusion, PFTCs are extremely difficult to diagnose
preoperatively. This is a rare case in which PFTC was preop-
eratively diagnosed as cervical cancer.
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