
rimary fallopian tube carcinoma is rarely seen and accounts for nearly
1.5% of all female genital system malignancies.1 Previous studies
demonstrated that primary fallopian tube carcinoma is bilateral in 3-

20% of cases.2 It is suggested to be associated with chronic tubal inflamma-
tion, infertility, tuberculous salpingitis and tubal endometriosis.3 Parity
gives protection against this disease, as does a previous sterilization proce-
dure and nulliparity is seen in 17-37% of cases.4

Histologically and clinically, primary fallopian tube carcinoma (PFTC)
resembles epithelial ovarian cancer (EOC). Clinicians try to treat these two
malignancies with the same modality because of the similarities in patho-
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Huge Primary Fallopian Tube Carcinoma
Synchronous with

Epithelian Ovarian Cancer: Case Report

AABBSSTTRRAACCTT  We present a rare case of a 55-year-old woman with coexistent adenocarcinoma of the
ovary and the fallopian tube that admitted to the Department of Obstetrics and Gynecology with
the complaints of abdominal distention and pain. She was assessed and after endometrial biopsy
explorative surgery were performed, including pelvic tumor extirpation and staging procedures.
Right salpingooferectomy specimen was measured 22 x 10 x 8 cm corresponding with primary fal-
lopian tube carcinoma on gross examination. Primary fallopian tube serous adenocarcinoma syn-
chronous with ovarian epitelial carcinoma (clear cell and endometrioid types) was revealed by
microscopic histopathologic examination. Total abdominal hysterectomy, bilateral salpingooo-
pherectomy, infracolic omentectomy and dissection of total pelvic paraaortic lymph nodes were
performed. Six courses of carboplatine and taxol were decided by oncology council.

KKeeyy  WWoorrddss::  Ovarian neoplasms; fallopian tubes

ÖÖZZEETT  55 yaşında, karında yaygın distansiyon ve ağrı şikayetiyle Ege Üniversitesi Kadın Hastalık-
ları ve Doğum bölümüne refere edilen hastada, tümör belirteçleri, pelvik ultrason, magnetik rezo-
nans görüntüleme ve endometriyal incelemeyi takiben yapılan operasyonda fallop tüpünden gelişen
dev kitle saptandı. Operasyon sırasında sağ salpingooferektomi materyali 22 x 10 x 8 cm ile uyumlu
tümöral kitle şeklinde bulundu ve mikroskopik histopatolojik inceleme sonrasında berrak hücreli
ve endometrioid tip over karsinomlarıyla eş zamanlı gelişen primer fallopian tuba seröz adenokar-
sinomu olduğu saptandı. Hastaya abdominal total histerektomi, bilateral salpingooferektomi, in-
frakolik omentektomi ve total pelvik paraaortik lenf nodu diseksiyonu uygulandı. Hastaya 6 kür
karboplatin ve taksol başlanması onkoloji konseyi tarafından kararlaştırıldı.

AAnnaahhttaarr  KKeelliimmeelleerr:: Over tümörleri; falloppio tüpleri
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logical features and patterns of spread between
EOC and PFTC.5 However, these malignancies may
be biologically distinct and may follow different
clinical courses.

Approximately all primary fallopian tube tu-
mors are adenocarcinomas, while other histologies
are uncommon. Mixed mesodermal mullerian fal-
lopian tube tumors are infrequent tumors of the fe-
male reproductive tract and recent studies reported
that they account for 1-9.5% of all PFTCs.6 Transi-
tional cell carcinoma is found in 11% of PFTC and
suggested to be associated with the fallopian tube
serosa, which may prompt to nests of transitional
cell epithelium.4 Clear-cell carcinomas have ac-
counted for 2% of the PFTC cases in a study6 al-
though they have consisted of 5% in another.7

Alvarado-Cabrero et al.8 have demonstrated in a se-
ries of 103 cases of fallopian tube carcinoma that
the most prevailing histologic subtype was serous
carcinoma (49.5%), followed by endometrioid car-
cinoma (25.2%), transitional cell carcinoma
(11.7%), undifferentiated carcinoma (7.8%), mixed
carcinoma (3.9%) and clear cell carcinoma (1.9%).

We present a rare case that primary fallopian
tube serous adenocarcinoma synchronises with
epitelial (clear cell and endometrioid types) ovarian
carcinoma and the volume of the tumor is meas-
ured as 22 x 10 x 8 cm dimensions.

CASE REPORT
A 55-year-old, gravida 3, para 2 woman was ad-
mitted to the Department of Obstetrics and Gyne-
cology with the complaint of abdominal distention
and pain which had been ongoing for 3 months.
Previous medical history and family history was
unremarkable. Initial complete blood count, bio-
chemistry, coagulation parameters and urinalysis
were all within the normal ranges. A normal-sized
uterus with an 3-mm bilayer thick endometrium
was noted at transvaginal ultrasonography. Fur-
thermore, a complex pelvic mass with a diameter
of 214 x 95 mm, originating from the right adnex
and pelvic ascite were explored with transabdom-
inal ultrasonography. A diagnostic endometrial
biopsy was performed, which revealed ischemic
endometrium. Normal pelvic and para-aortic

lymph nodes were noted in magnetic resonance
imaging (MRI) of the pelvis and abdomen; pelvic
mass was reported as mucinous ovarian carcinoma.
The serum Ca125 level and Ca15-3 level were 1072
U/mL (normal range 0-35 U/mL), 332 U/mL (nor-
mal range 0-27 U/mL) respectively. Explorative la-
parotomy was performed following a midline
vertical incision to assess pelvic pathology. Total
abdominal hysterectomy, bilateral salpingooo-
pherectomy, infracolic omentectomy, and com-
plete pelvic-paraaortic lymphadenectomy were
performed. Right salpingooopherectomy specimen
was measured 22 x 10 x 8 cm corresponding with
primary fallopian tube carcinoma on gross exami-
nation (Figure 1). No significant surgical or med-
ical complication occured. Primary fallopian tube
serous adenocarcinoma synchronous with ovarian
epithelial carcinoma (clear cell and endometrioid
types) was revealed by histopathologic examina-
tion. Due to pathological findings, six courses of
Carboplatine 6 AUC and Taxol (175 mg/m2) were
decided.

DISCUSSION
The most prevailing symptoms with fallopian tube
carcinoma are abdominal pain, abnormal vaginal
discharge/bleeding and the most common finding is
an adnexal mass. In many patients, fallopian tube
carcinoma is asymptomatic. Benoit et al.1 reported

FI GU RE 1: On gross exa mi na ti on pri mary fal lo pi an tu be car ci no ma me a su -
re ments we re cor res pon ding with 22x10x8 cm and co e xis tent with ova ri an
car ci no ma.
(See for colored form  http://jinekoloji.turkiyeklinikleri.com/)
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the presenting signs and symptoms of PFTC as ab-
dominal pain (47%), palpable mass (47%), vaginal
bleeding (38%), bloating (31%), ascites (19%) and
vaginal discharge (16%). Latzko9 described the
symptom complex of ‘‘hydrops tubae profluens’’in
1916. This entity is triad of profuse watery vaginal
discharge, colicky lower abdominal pain, and an ad-
nexal mass.

The diagnosis of primary tubal cancer was first
evaluated by Hu et al.10 with some criterias. These
criterias, modified by Sedlis11 in 1978, mentioned
that if the involvement of tumor attached tube and
ovary together, the bulk of the tumor should be
found in the tube. Also the tubal mucosa should be
involved and papillary pattern should be revealed
subsequent to microscopic histopathologic exami-
nation. In addition; the transition between benign
and malignant tubal epithelium should be distinct
and demonstrable.

Due to its rarity, preoperative diagnosis of pri-
mary fallopian tube carcinoma is rarely made. It is
usually misdiagnosed as ovarian carcinoma (espe-
cially mucinous adenocarcinoma), tuboovarian ab-
scess, ectopic pregnancy or colon pathologies.12

Sonographic features of the tumor are non-spe-
cific including the presence of a heterogenous
fluid-filled adnexial structure with a significant
solid component, showing high vascularity; a 
sausage-shaped mass, a cystic mass with papillary
projections within; an ovoid-shaped structure
containing an incomplete separation. Pelvic as-
cites mostly accompanies these findings. The find-
ing of a sausage shaped solid and/or cystic adnexal
mass with papillary projections and low-impedance
Doppler flow, described by Kurjak et al.13 is sug-
gestive of the diagnosis also. In the present case, on
radiologic imagination fallopian tube carcinoma
mimicked ovarian carcinoma and the most com-
mon appearance being a complex cystic adnexal
mass, estimated as a mucinous ovarian carcinoma.

More than 80% of patients have elevated pre-
treatment serum Ca125 levels, which is useful in
follow-up after the definite treatment. High levels
of Ca125 do not support the possibility of metasta-
tic formations.

Primary treatment of choice for fallopian tube
carcinoma is surgery with total abdominal hys-
terectomy and bilateral salpingooophorectomy
being the basic surgical procedure. However in
order to determine the exact surgical stage, com-
plete and accurate surgical staging is needed. It in-
cludes, in addition to total abdominal hysterectomy
and bilateral salpingo-oophorectomy, peritoneal
washings or collection of ascites if present, scrap-
ings of the underfallopian surfaces of the di-
aphragm, infra-colic omentectomy and sampling
of retroperitoneal lymph nodes. Intravenous taxol
and cisplatin are the most common postoperative
adjuvant chemotherapy as they are used in ovarian
carcinoma.14

Salvador et al.15 suggested that fallopian tube
mucosal and ovarian tumors have similar genetic
abnormalities in most cases so that they may indi-
cate a monoclonality, originating either from the
ovary, peritoneum or fallopian tube. Recent cyto-
genetic studies show the disease to be associated
with over expression of p53, HER2/neu and c-
myb.16 There is also some evidence that BRCA1 and
BRCA2 mutations have a role in tumorogenesis.
Surgical staging, optimal cytoreduction, differenti-
ation grade, pathologic type, lymph node status are
important factors influencing the 5-year survival
in primary fallopian tube carcinoma.17 Published
estimates of five-year survival for FIGO Stage
III/IV disease range from 13.6 to 75% depending
on the series.1,4,8 Patients with PFTC are reported to
have either BRCA1 or BRCA2 in approximately
11– 17% of cases.18 Studies19 found no significant
difference in clinical parameters or survival be-
tween patients with PFTC or EOC when matched
for stage, grade and histology.

Previous cancers are frequent among PFTC pa-
tients, especially breast cancer. Alvarado-Cabrero
et al.8 reported as 11% in the literature. Another
study demonstrated a 5% rate of breast cancer in
PFTC patients.20 Benoit and Hannigan1 reported
metachronous and synchronous cancers, seen with
PFTC. Breast cancer and endometrium cancer were
found the most prevalent respectively. Second pri-
mary cancers after PFTC are also frequent, espe-
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cially non-lymphoid leukemia, colorectal, breast,
bladder and lung cancer.

In conclusion, fallopian tube carcinoma is
rarely suspected preoperatively and involve a poor
prognosis. In many patients, fallopian tube carci-
noma is asymptomatic. The treatment approach is
similar to that used for ovarian carcinoma and in-
cludes primary surgery. After total abdominal
hysterectomy, bilateral salpingo-oophorectomy

and staging procedures, postoperative adjuvant
chemotherapy follows. Until more extensive clin-
ical research has been performed, ovarian carci-
noma management principles should be used in
clinical practice. It is important to distinguish mul-
tipl primaries from metastatic lesions because they
carry a different prognosis. These patients have
been shown to have a more favorable outcome
when compared to those with metastasis.
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