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A rare presentation of a pyosalpinx in a post-menopausal woman  
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INTRODUCTION 

Primary fallopian tube carcinoma is a rare tumour of the 

female genital tract with an incidence of 0.1-1.8% of all 

genital malignancies, which is generally an intra-

operative or a histological diagnosis.1 It is a tumour that 

resembles epithelial ovarian cancer.  

Primary Fallopian tube carcinoma is the rarest 

malignancy of the female genital tract and was first 

described by Renand in 1897.1 Clinically and 

histologically (PFTC) resemble epithelial ovarian cancer 

(EOC), and it is difficult to distinguish from serious 

epithelial ovarian cancer or primary peritoneal serous 

carcinoma during or after operation.2 EOC is often 

diagnosed at an advanced stage, but PFTC is found more 

in an early stage, because of abdominal pain from tubal 

distension and a shorter history of symptoms in PFTC 

than in EOC.3 High parity has been reported to be 

protective, and use of oral contraceptives and pregnancy 

decreases the risk of PFTC.4 Most patients with PFTC are 

postmenopausal.  

CASE REPORT 

A 61 year old P3L3 sterilised postmenopausal woman 

presented with complaints of continuous bleeding per 

vaginum with history of loss of appetite and weight for 6 
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months. She was also a known diabetic and hypertensive. 

On examination, abdomen was soft and tenderness was 

elicited in the right iliac fossa and hypogastric region and 

per speculum was unremarkable. Per vaginally uterus felt 

atrophic and there was fullness in the right lateral fornix 

with associated tenderness.  A transvaginal 

ultrasonography done previously showed fluid in the 

endometrial cavity suggestive of a right adnexal mass and 

uterine cavity and left ovary appeared normal. The Ca 

125 antigen level was 62.20 U/ml (normal up to 35 

U/ml). The Pap smear was within normal limits.A 

fractional curettage done previously had shown strips of 

acanthotic squamous epithelium in the endocervical 

curetting and no endometrial curetting were obtained.   

She was planned for abdominal hysterectomy with 

bilateral salpingo-ovariectomy and infracolic 

omentectomy. Intra op findings showed that uterus was 

of normal size with pyosalpinx of the right fallopian tube. 

The left tube and both ovaries appeared normal.  

 

Figure 1: Histopathology - gross picture: right 

fallopian tube with the tumour. 

 

Figure 2: Histopathology - microscopic picture: 

showing poorly differentiated mucinous 

adenocarcinoma. 

Cytology was negative for malignant cells. 

Histopathological impression was suggestive of primary 

right fallopian tube adenocarcinoma infiltrating the 

muscular wall and extending up to the serosa and the 

tumour being a poorly differentiated mucinous 

adenocarcinoma. The pathological stage classification 

was pT1C2Nx. Post-operative CECT was done to access 

the lymph node status and no lymph nodes were detected 

on radiograph. Hence the patient was advised adjuvant 

chemotherapy with carboplatin and paclitaxel. 

 

Figure 3: Histopathology-microscopic picture: 

showing nuclear atypia and increased nuclear 

cytoplasmic ratio. 

 

Figure 4: Post-operative cut section showing the 

normal endometrial cavity and right pyosalpinx. 

DISCUSSION 

PFTC most frequently seen between the fourth and sixth 

decades of life, with the median age being 55 years and 

range-17-88 years. Latzko’s triad of symptoms, 

consisting of profuse intermittent serosanguinous vaginal 

discharge, pain which is colicky and relieved by 

discharge, and pelvic or abdominal mass has been 

reported in 15% of cases.5,6 Hydrops tubae profluens, a 

pathognomonic feature, implies intermittent blood stained 

or clear discharge and occurs in 5% of patients. PFTC is 

differentiated from epithelial ovarian cancer by the early 

onset of symptoms. PFTC may be suspected in 

postmenopausal spotting or bleeding with negative 

diagnostic curettage. Pap smear positivity occurs in 10%–

36% of cases. The Pap smear may show atypical, 

suspicious, or poorly differentiated cells or glands which 

may alternate with a negative smear.7 

The etiology of PFTC cancer is unknown. Hormonal, 

reproductive, and possibly genetic factors which may 
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increase the risk of epithelial ovarian cancer may also 

increase the risk of PFTC. Pregnancy, high parity and the 

use of oral contraceptives decreases the PFTC risk 

significantly.4 The occurrence of bilateral tumour is 

higher among infertile patients than in fertile patients and 

the prognosis is better among nulliparous women. PFTC 

has been found to be more associated among high-risk 

breast–ovarian cancer families with germ-line BRCA-1 

and BRCA-2 mutations.8-11  

The common modes of imaging for suspected cases of 

gynecologic malignancies includes ultrasound, computed 

tomography (CT) scan and magnetic resonance imaging 

(MRI) of the abdomen. The ultrasound appearance of 

fallopian tubes is nonspecific similar to other pelvic 

diseases, such as tubo-ovarian mass, ovarian tumor and 

ectopic pregnancy showing a cystic mass with spaces and 

mural nodules or a multilobular mass with a cog-and-

wheel appearance.12-14 Low-resistance vascular flow 

within the solid components and areas of 

neovascularization within the fallopian tube have been 

demonstrated which may aid in the diagnosis of primary 

fallopian tube carcinoma.15 Three-dimensional Doppler 

can show tubal wall irregularities such as papillary 

protrusions and pseudosepta and depictions of vascular 

abnormalities.16 

On CT scan, a solid papillary intratubal mass allows for 

easy prediction of PFTC.MRI is considered a better 

method than CT or ultrasound for detecting tumour 

infiltration of extramural organs.4 The CA-125 level is 

raised. Ca-125 is a useful tumour marker for the 

diagnosis, assessment of response to treatment and 

detection of tumour recurrence during follow-up. 80% of 

patients with PFTC have elevated pretreatment serum 

levels of CA 125.4 

The commonest types of primary fallopian tube 

carcinoma are serous and endometrioid type. It is difficult 

to differentiate primary fallopian tube carcinoma from 

epithelial ovarian carcinoma hence patients with at least 

one of the following criteria should have the diagnosis of 

primary fallopian tube carcinoma.17  

• The main tumor is in the tube and arises from the 

endosalpinx. 

• Histologically, the pattern reproduces the epithelium 

of the mucosa and often shows a papillary pattern. 

• If the wall is involved, the transition between benign 

and malignant epithelium should be demonstrable. 

• The ovaries and endometrium are either normal or 

contain less tumor than the tube. 

The spread of tubal carcinoma is similar to that of 

epithelial ovarian carcinoma. The spread is generally by 

transcelomic exfoliation of cells which implant 

throughout the peritoneal cavity. Tumor spread can also 

occur by means of contiguous invasion, transluminal 

migration, and hematogenous spread.  

The PFTC is richly permeated with lymphatic channels 

that drain into the para-aortic lymph nodes through 

infundibulopelvic lymphatics. An intrapelvic drainage 

into the superior gluteal lymph nodes has also been 

demonstrated. The existence of anastomoses with 

lymphatics of the uterus in the round ligament explains 

the development of inguinal node metastases.18 The nodal 

spread being more common in PFTC, lymph node 

sampling is a recommended procedure during surgical 

staging [19, 20] PFTC is often diagnosed at an earlier 

stage than EOC. In general, 20%–25% of patients have 

stage I, 20% have stage II, 45%– 50% have stage III, and 

5%–10% have stage IV.7 

Surgery is the ideal treatment for PFTC and managed 

similar to ovarian cancer. Aggressive cytoreductive 

surgery with total abdominal hysterectomy, bilateral 

salpingo-oophorectomy, omentectomy and 

lymphadenectomy with removal of as much tumor as 

possible is preferable in case of advanced disease. If it is 

impossible to achieve optimal debulking despite 

maximum effort, surgery should be attempted again after 

a few courses of chemotherapy. Due to the increased 

tendency of lymphatic spread, a systematic pelvic and 

para-aortic lymphadenectomy is preferred to lymph node 

sampling. In young patients, fertility sparing surgeries 

can be considered for patients with an in-situ carcinoma 

and in those women with stage I and grade I carcinoma.7 

Although radiotherapy was used traditionally as an 

adjuvant mode of therapy for PFTC, its role in the era of 

effective chemotherapy is less well defined and 

controversial. In view of its low efficacy and high rate of 

serious complications, the use of postoperative 

radiotherapy in the treatment of patients with PFTC is no 

longer recommended. 

The current gold standard chemotherapy for EOC in 

North America is a platinum–taxane combination, and in 

Britain, it is platinum followed on relapse by a taxane. 

There are very few data that are extractable from the 

literature with regard to PFTC. Early-stage patients with 

tumors infiltrating the serosa or with pre- or intra-

operatively ruptured tumors should receive 

chemotherapy.  

Optimally cytoreduced patients with PFTC treated with a 

paclitaxel-based chemotherapy regimen have an excellent 

possibility of survival.21 Platinum-sensitive patients 

(relapse after 6 months) should be retreated with a 

platinum with or without paclitaxel, while platinum-

refractory (progression during platinum-based therapy) or 

platinum-resistant (relapse within 6 months) patients 

should be treated with nonplatinum agents such as 

topotecan or liposomal doxorubicin.22,23 

Hormonal agents increasingly have been used in Primary 

fallopian tube carcinoma. The rationale is that tubal 

epithelia undergo changes with hormonal fluctuation 

during the menstrual cycle. Embryologically and 
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histologically the tubal epithelium is derived from the 

same source as the endometrial epithelium. 

Progestational agents have been used because of the 

known cyclic response of the normal tube to hormonal 

changes during the menstrual cycle.18 

Stage of disease at the time of diagnosis is the most 

important factor affecting prognosis. In a large 

population-based tumor registry study of 416 women 

with PFTC, the reported 5-year survival rate by stage was 

as follows: stage I (n = 102), 95%; stage II (n = 29), 75%; 

stage III (n= 52), 69%; and stage IV (n = 151), 45%.24 

The presence or absence of invasion of the tubal wall, the 

depth of invasion, location of the tumor within the tube 

(fimbrial or nonfimbrial), histological grade of tumour 

and extent of lymphogenous spread advanced age [20, 

25], serous versus endometrioid, bilaterality, positive 

peritoneal cytology, residual volume of the tumour after 

cytoreduction, HER-2/neu expression, p53 alteration, and 

elevated pretreatment CA-125 level.20,25 

CONCLUSION 

Preoperative diagnosis of fallopian tube carcinoma is 

difficult due to the silent course of this neoplasm and is 

usually first appreciated at the time of operation or by a 

pathologist. It should be considered in differential 

diagnosis of peri and postmenopausal women who 

present with unexplained uterine bleeding, pelvic pain, 

adnexal mass, abnormal cervical smear and complicated 

pelvic inflammatory disease. 
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