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Case Report
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Abstract

Primary carcinoma of the fallopian tube is a rare, but fatal gynecologic cancer. The preoperative diagnosis of this carcinoma is chal-
lenging due to the absence of specific symptoms and signs, and in most patients, it is an intraoperative finding. A 55-year-old patient
(G3Ab1P2) was referred to the urogynecology clinic of our hospital with the chief complaints of heavy, prolonged menstrual bleed-
ing and a persistently abnormal yellow discharge, which could not be distinguished by the patient from urinary leaks. After a com-
plete diagnostic work-up, the patient was identified as a candidate for hysterectomy due to abnormal vaginal bleeding resistant to
megestrol acetate, family history of malignancy, and abnormal vaginal discharge. Laparotomy revealed unusual left fallopian tube
features (large, bulky, and vegetative), suggesting malignancy. The intraoperative frozen-section analysis of the left fallopian tube
and the ovarian specimens indicated the mass as a high-grade serous carcinoma of the fallopian tube. Total abdominal hysterec-
tomy, bilateral salpingo-oophorectomy, and partial omentectomy were performed for the patient. The definitive histopathological
diagnosis was high-grade serous carcinoma of the left fallopian tube (stage 2b) with omental involvement, without any evidence
of lymphovascular invasion. High-grade serous carcinoma of the fallopian tube is likely to have non-specific symptoms, causing a
significant delay in diagnosis and treatment, which negatively affects the prognosis and survival of these patients.
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1. Introduction

Primary carcinoma of the fallopian tube is a very un-
usual, yet lethal gynecologic malignancy, which accounts
for less than 1% of all malignancies of the female reproduc-
tive system (1). The incidence of this cancer dramatically
increases in middle-aged women, reaching its peak in the
age range of 60 - 64 years (2). Preoperative diagnosis is usu-
ally challenging due to the absence of specific symptoms
and signs, and in most cases, it is an intraoperative finding
or a histopathological diagnosis (3).

Herein, we present a case of primary high-grade serous
carcinoma of the fallopian tube with different clinical pre-
sentations. Diagnosis was made incidentally during a total
hysterectomy because of drug-resistant endometrial hy-
perplasia, persistent spotting, and abnormal vaginal dis-
charge.

2. Case Presentation

A 55-year-old woman (G3Ab1P2) with a history of
treated hypertension and hypothyroidism presented to

our urogynecology clinic with chief complaints of urinary
incontinence, in addition to two years of heavy menstrual
bleeding. She reported sexual activity and a positive family
history of uterine malignancy in her daughter and her sis-
ter, who underwent total abdominal hysterectomy (TAH).
The patient’s medical history revealed mixed urinary in-
continence with urge-predominant symptoms. Besides,
the physical examination revealed stage I pelvic organ pro-
lapse in all three compartments and a positive cough stress
test. The results of transvaginal ultrasound (TVS) and en-
dometrial biopsy were normal.

Moreover, a Papanicolaou smear test was carried out,
the result of which was negative for intraepithelial lesions
or malignancies. To relieve the urinary symptoms, an
anticholinergic medication was prescribed, and the pa-
tient was asked to return for follow-ups in one month to
evaluate her menstrual bleeding pattern after endome-
trial biopsy and track her response to the anticholinergic
medication. However, the patient did not return for the
follow-up visit. One year later, she presented to our hos-
pital with the chief complaints of heavy, prolonged men-
strual bleeding and a persistently abnormal yellow dis-
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charge that could not be distinguished by the patient from
urinary leaks. On examination, no pelvic mass was palpa-
ble. Accordingly, mixed vaginal infection and uterine pro-
lapse stage I were diagnosed.

The patient underwent TVS, which indicated a 21 × 18
mm endometrial cyst in the right ovary and a 32 × 18 mm
tabular hypoechoic structure with a hypervascular thick
wall in the left adnexa (separated from the left ovary), sug-
gesting a left fallopian tube pathology. For further assess-
ments, magnetic resonance imaging (MRI) was requested.
The MRI-enhanced images of the pelvic cavity confirmed
a small endometrial cyst in the right ovary, as well as a
tubular left adnexal structure, measuring 36× 12 mm, with
thick rim enhancement, without internal solid compo-
nents, strongly suggesting hematosalpinx, hydrosalpinx,
or an inflammatory process, without any evidence of ma-
lignancy (Figure 1).

Focal hyperplasia without atypia with a disordered
proliferative endometrium was detected on hysteroscopy
(D & C). The abnormal laboratory results included a
hemoglobin level of 10.9 g/dL and an erythrocyte sedi-
mentation rate (ESR) of 97. Finally, the patient was in-
troduced as a candidate for TAH and bilateral salpingo-
oophorectomy (BSO) due to abnormal vaginal bleeding
resistant to megestrol acetate, a family history of malig-
nancy, and abnormal vaginal discharge. Before surgery, an
urodynamic study was also carried out because of urgency-
predominant mixed urinary incontinence and the pa-
tient’s inability to differentiate vaginal discharge from uri-
nary leaks. The urodynamic study revealed normal find-
ings.

Laparotomy revealed unusual left fallopian tube fea-
tures (large, bulky, and vegetative), suggesting malig-
nancy. The intraoperative frozen-section analysis of the
left fallopian tube and the ovarian specimens detected
the mass as a high-grade serous carcinoma of the fallop-
ian tube. Total abdominal hysterectomy, BSO, and partial
omentectomy were performed for the patient. The defini-
tive histopathological diagnosis was high-grade serous
carcinoma of the left fallopian tube (stage 2b) (Figure 2)
with omental involvement, without any evidence of lym-
phovascular invasion. Considering the normal postoper-
ative MRI findings, six courses of adjuvant chemotherapy
with carboplatin and paclitaxel, followed by active surveil-
lance, were prescribed for the patient. During this report
(one month after surgery), she was receiving one course of
chemotherapy, without any major adverse events.

3. Discussion

This report presented an uncommon case of high-
grade serous carcinoma of the fallopian tube (stage 2b).
Our patient (55 years old) initially complained of abnormal

vaginal bleeding and abnormal vaginal discharge; how-
ever, she could not distinguish the vaginal discharge from
urinary leaks.

Although little is known about the etiology of the fal-
lopian tube carcinoma, it seems that hormonal, reproduc-
tive, and genetic factors, besides the presence of pelvic
chronic inflammation, are possible causes (4). Our patient
did not have a history of oral contraceptive pill (OCP) use,
infertility, and Tubal ligation (TL), although she had a re-
cent history of recurrent, drug-resistant vaginal infections,
along with chronic salpingitis in the pathology report. Ac-
cording to the literature review in the present study, ab-
normal vaginal bleeding and vaginal discharge were the
most common symptoms of the fallopian tube carcinoma.
Although the physical examination of our patient did not
reveal a palpable pelvic mass, it may be detected in some
patients (5).

Generally, primary carcinoma of the fallopian tube is
difficult to diagnose before surgery due to the absence of
specific symptoms and signs. In a previous study, although
abnormal vaginal bleeding or discharge, palpable pelvic
mass, and abdominal pain comprised a diagnostic triad for
carcinoma of the fallopian tube, this triad could be only
observed in 5 to 20% of cases (6). It is worth mentioning
that our patient was unable to differentiate urinary incon-
tinence from vaginal discharge, which led to her delayed
diagnosis.

Some studies have recently suggested that TVS and
serum cancer antigen 125 (CA-125) assay can be useful for
the preoperative detection of this malignancy (7, 8). How-
ever, imaging without identifying the specific features of
the fallopian tube carcinoma cannot be a perfect guide for
preoperative diagnosis. Similarly, in our patient, TVS and
even MRI did not lead to a preoperative diagnosis. The CA-
125 antigen is mostly expressed by the fallopian tube car-
cinoma, and high serum levels of this antigen have been
found in patients with advanced or recurrent malignancy
(9). During surgery, the increased pelvic spread of the fal-
lopian tube carcinoma has been observed in 18 to 60% of
the patients. Besides, bilateral tubal involvement has been
detected in 10 - 27% of the cases (10).

The overall five-year survival of patients with primary
carcinoma of the fallopian tube ranges from 14 to 57%. The
disease extent, stage of disease, residual disease, and histo-
logical grade after the initial surgery are important prog-
nostic factors in determining the patient’s prognosis (10).
However, further research is required for a timely diagno-
sis. The present findings emphasized that immediate de-
tection contributes to the measurement of inflammatory
markers in the vagina from the fallopian tube, showing
probable chronic inflammation, which is a risk factor for
serous carcinoma. Besides, the serum CA-125 level is a use-
ful non-invasive marker for controlling the fallopian tube
carcinoma (11).
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Figure 1. The MRI findings of a 55-year-old patient with the chief complaints of heavy, prolonged menstrual bleeding and a persistently abnormal yellow discharge. The
definitive histopathological diagnosis was high-grade serous carcinoma of the left fallopian tube. A, T2-weighted image shows a tubular, slightly low-signal structure in the
left adnexa, separated from the left ovary. B, This tubular structure shows iso-signals in the T1-weighted image with only a thick wall enhancement pattern in the post-contrast
image. C, There is no obvious solid component enhancement.

Figure 2. The histological structure of the tumor. A, The macroscopic view of the left fallopian tube. B, High-grade serous carcinoma with solid growth, marked cytologic
atypia, and high mitotic activity. C,The tumor infiltrated into the fallopian tube wall in the presence of chronic salpingitis.

The present findings demonstrated that high-grade
serous carcinoma of the fallopian tube has non-specific
symptoms, which may lead to a significantly delayed clini-
cal diagnosis and treatment and adversely affect the prog-
nosis and survival of the patients.
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