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High grade serous carcinoma is a very rare tumour of fallopian tube. We report a case of
incidental high grade serous carcinoma of fallopian tube in total abdominal hysterectomy.

INTRODUCTION

Primary fallopian tube carcinoma (PFTC) is a rare
tumor that accounts for approximately 0.14 to 1.8% of all
female genital malignancies [1]. Overall incidence
recorded in one study was 0.41 per 100,000 women [2].

CASE REPORT

A 58-year-old lady presented with lower
abdominal pain which was insidious, progressive, pricking
type, radiating to back and serous discharge per vaginum
for 1 year. No other significant clinical history was present.
Ultrasound abdomen showed bilateral tubo-ovarian
complex cyst for which TAH with BSO was done and the
specimen was sent for histopathological examination.

Grossly, hysterectomy specimen showed normal
uterus cervix with left adenexa and right fallopian tube
was distended (retorted shaped). On cut section, inner
surface of the right fallopian tube showed multiple small
papillary projections.

Microscopically, the  tumor showed broad
papillae with epithelial stratification and irregular slit like
spaces with micropapillary tufting infiltrating the lamina
propria.[fig.1a]. The nuclei were enlarged, hyperchromatic
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and pleomorphic [fig. 2] Tumor was infiltrating the lamina
propria and muscularis without penetrating serosal surface
[fig. 1b]. Histopathological diagnosis of high grade serous
carcinoma stage 1A was made and the patient was referred
to higher centre for further management.

DISCUSSION

Primary fallopian tube carcinoma (PFTC) is a rare
tumor that accounts for approximately 0.14 to 1.8% of all
female genital malignancies[1]. There are no known
predisposing factors, but it has been found to be associated
with nulliparity, infertility and pelvic inflammatory disease
.[1]. The Latzko’s[3] classic syndrome of crampy lower
abdominal pain, mass followed by profuse watery
discharge was been found only in 15% of the patients with
PFTC, while the most common complaint was abnormal
vaginal bleeding.[4]. In our case patient presented with
abdominal pain and serous vaginal discharge. Ultrasound
shows fallopian tube carcinoma as sausage-shaped mass or
a multilobular mass with a cog-and-wheel appearance [5]
but our case showed bilateral tubo-ovarian complex
cyst.Unlike ovarian cancer, fallopian tube cancer is not
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routinely suspected in a patient with a complex pelvic
mass. Because of the low incidence of PFTC, only about
4% (0.3- 15%) are diagnosed preoperatively [6], and up to
50% are missed intraoperatively [7].

Grossly, primary carcinoma of fallopian tube is
seen as enlarged tube with fibrous adhesions and outer
surface resembling that of chronic salphangitis. Some
tumors arise in the fimbriated portion of the tube and
directly exposed to the peritoneal cavity even if they do not
invade the tubal wall. The cut surface shows a solid or
papillary tumor filling the lumen [8]. In our case, fallopian
tube was grossly distended (hydrosalphinx ) and cut
surface showed multiple focal papillary projections along
the lumen.

Primary serous adenocarcinoma of the fallopian
tube with papillary features is the most common
histological type of primary tubal cancer (>90%) [9] as
was seen in our case. Other types reported are endometroid

(including spindle cell, oxyphilic, adenoacanthomatous,
adenosquamous and squamous types), mucinous,
seromucinous, clear cell and transitional cell.[8].
Microscopically, invasive papillary adenocarcinoma shows
varying degree of differentiation. [10]

Management of fallopian tube carcinoma is
surgery followed by adjuvant chemotherapy. Metastasis to
the paraaortic lymph nodes has been documented in 33%
of the patients with all stages of disease[10]. The prognosis
of tubal serous carcinoma depends more on staging than
histological grading. Fallopian tube cancer is staged
according to FIGO[11]. Fallopian tube serous
adenocarcinoma carries five-year survival rates of about
68-76% for Stage | disease, 27-42% for Stage Il disease
and 0-6% for Stage Il and IV disease [12], so it is very
important to diagnose these neoplasms in the early
stages[13].
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Fig la. Microscopy (Low power, 10X) shows broad
papillae with epithelial stratification and irregular slit

Fig 1b. Microscopy (Low power, 10X) shows tumor
infiltrating upto lamina propria and muscularis layer.

CONCLUSION

A rare case of high grade serous carcinoma of
fallopian tube was reported as an incidental finding in total
abdominal  hysterectomy specimen  with bilateral
salphingo-oopherectomy.
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