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ABSTRACT
Primary fallopian tube carcinoma is rare among primary malignant neoplasms of 
the genital tract. It accounts for approximately 1% of all malignant neoplasms of 
the female reproductive tract and is most common in menopausal women. A very 
rare histologic variant that may involve the fallopian tube is primary transitional 
cell carcinoma. It resembles epithelial ovarian cancer histologically and clinically. 
However, patients often have non-specific symptoms. Preoperative diagnosis is 
difficult due to the lack of specific diagnostic elements and the fact that it is rarely 
considered preoperatively. Diagnosis is usually based on histopathologic findings. 
In comparison to typical fallopian tube adenocarcinoma, this carcinoma is probably 
not as aggressive, has a better response to chemotherapy and a good prognosis 
compared to epithelial ovarian carcinoma. It is important to consider primary tumors 
of the fallopian tube in the differential diagnosis of pelvic tumors. A case of primary 
transitional cell carcinoma of the fallopian tube is presented.
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RESUMEN
El carcinoma primario de la trompa de Falopio es poco frecuente entre las neoplasias 
malignas primarias del tracto genital. Representa aproximadamente el 1% de todas 
las neoplasias malignas del aparato reproductor femenino y es más frecuente en 
las mujeres menopáusicas. Una variante histológica muy poco frecuente que puede 
afectar la trompa de Falopio es el carcinoma primario de células transicionales. 
Se parece al cáncer epitelial de ovario desde el punto de vista histológico y clínico. 
Sin embargo, las pacientes suelen presentar síntomas inespecíficos. El diagnóstico 
preoperatorio es difícil debido a la falta de elementos concretos para ello y a que rara 
vez se le considera en el preoperatorio. Generalmente el diagnóstico suele basarse 
en los hallazgos histopatológicos. En comparación con el adenocarcinoma típico de 
las trompas de Falopio, es probable que este carcinoma no sea tan agresivo, tenga 
una mejor respuesta a la quimioterapia y un buen pronóstico en comparación con el 
carcinoma epitelial de ovario. Es importante tener en cuenta los tumores primarios 
de las trompas de Falopio en el diagnóstico diferencial de las tumoraciones pélvicas. 
Se presenta un caso de carcinoma primario de células transicionales de la trompa 
de Falopio.
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Introduction

Primary fallopian tube carcinoma is the least common gynecologic neo-
plasm. It accounts for approximately 1% of malignant neoplasms of the 
female reproductive tract. The most common malignant histologic type 
is adenocarcinoma, which accounts for 90% of cases(1). Sarcoma and 
clear cell, squamous cell, endometrioid, transitional and mixed cell car-
cinomas are other less common histologic types(2).

Primary transitional cell carcinoma of the fallopian tube is a rare histo-
logic variant that usually occurs in menopausal women, with approx-
imately 25 cases documented in the literature. Its origin is a subject 
of research and debate among experts. Several theories have been 
proposed, but there is no definitive explanation(3). Abdominal or pelvic 
lump, vaginal bleeding, abdominal pain and ascites are the most com-
mon clinical manifestations(4). Because the signs and symptoms are 
nonspecific, it is very difficult to make a preoperative diagnosis. Most 
cases require surgical treatment together with adjuvant chemothera-
py(3). A case of primary transitional cell carcinoma of the fallopian tube 
is presented.
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Case report

A 65-year-old nulligesta female patient came 
to the gynecology office for presenting adnex-
al lump during a routine ultrasound evalua-
tion. She denied genital bleeding, weight loss, 
abdominal pain or distension, gastrointestinal 
problems or urinary symptoms. She reported 
amenorrhea since age 49 and had been diag-
nosed with chronic arterial hypertension 20 
years ago, which was being treated with enal-
april. The patient denied a history of smoking, 
alcohol or illicit substance use, and chronic or 
neoplastic diseases in her family.

On physical examination she appeared in good 
general condition, afebrile and hydrated. The 
Eastern Cooperative Oncology Group (ECOG) 
functional rating scale was 0. Vital signs were 
within normal limits. No tumors were found 
during abdominal examination. However, gy-
necological examination revealed a hypoplas-
tic uterus with a tumor in the right adnexa of 

variable consistency and limited mobility, with 
about 8 centimeters diameter. On digital rectal 
examination there was no evidence of the tumor 
in the cul-de-sac of Douglas. No edema or local 
lymphadenopathy was found.

Pelvic ultrasound showed a heterogeneous, 
mostly solid tumor with irregular borders near 
the right ovary and on the right posterolateral 
aspect of the uterus, measuring 24 x 22 x 20 
millimeters. Its origin was difficult to determine 
because the adnexa and uterus presented atro-
phic changes associated with age. The bladder 
also appeared normal, without calculi. The pres-
ence of blood flow was evident on color Doppler 
ultrasound (Figure 1). No evidence of ascites or 
metastases was found. Pelvic MRI revealed a 
well-defined round solid-cystic lesion measur-
ing 3 x 2 x 2 centimeters in the right adnexa and 
minimal free fluid in the cul-de-sac of Douglas. 
Chest radiography showed no alterations. Vagi-
nal cytology findings were compatible with atro-
phic changes and negative for malignancy.

Figure 1. Ultrasound image of right adnexa. A) Globular and heterogeneous solid-cystic adnexal tumor. B) Vascularization of the right 
adnexal tumor.
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The results of complete hematology, renal and 
hepatic functionalism, urine tests and electro-
lytes were all within normal limits. The tumor 
marker panel showed CA-125 values of 119 IU/
mL (normal value less than 35 U/mL). Alpha-feto-
protein, human chorionic gonadotropin, CA19-9 
and carcinoembryonic antigen concentrations 
were within normal limits. The results led to the 
decision to perform an exploratory laparotomy 
for the possibility of ovarian malignancy. 

During the surgical procedure, the right fallopi-
an tube was found to be enlarged, elongated, 
irregular in shape, with a predominance of solid 
areas and cystic areas and fragile in consisten-
cy. It was partially adhered to the uterine wall 
without evidence of infiltration. No morphologi-
cal alterations were found in the right ovary. The 
left ovary, the left tube and the uterus showed 
no macroscopic alterations. There were no en-
larged pelvic or para-aortic nodes. No obvious 
deposits were found on the peritoneal surfaces 
of the cul-de-sac, liver, omentum or diaphragm. 
No ascitic fluid was found in the abdominopelvic 
cavity. Intraoperative frozen section of the tu-
mor was reported as malignant epithelial tumor, 
so tumor resection, total abdominal hysterec-
tomy, bilateral oophorosalpingectomy, appen-
dectomy, infracolic omentectomy, bilateral pel-
vic and para-aortic lymphadenectomy, multiple 
peritoneal biopsies and peritoneal lavage were 
performed.

The anatomopathological study revealed that 
the right fallopian tube presented a mainly solid 
tumor with a surface area of 7 x 5 x 4 cm be-
tween the ampulla and the isthmus. Several 
thin-walled cysts of 0.5-20 millimeters covered 
its surface (Figure 2). The fimbria had a soft to 
rubbery consistency with lumen occluded by a 
grayish-bluish area, without the presence of tu-
mors. On microscopic examination, the tumor 
showed a broad papillary growth pattern with 
fibrous septa, nests and atypical polygonal cell 
papillae, as well as perforated microcystic spac-
es and patchy areas of necrosis (Figure 3). In ad-
dition, the nuclei of the tumor cells had promi-
nent nuclear grooves with more than 20 mitoses 
per 10 high-power fields. There was no evidence 
of tumor cells in the peritoneal lavage fluid. Im-
munohistochemical staining showed a positive 
signal for CK7 and epithelial membrane antigen, 
while staining was negative for p53, CK20, and 
p63. Histological findings confirmed the diagno-
sis of primary transitional cell carcinoma of the 
fallopian tube.

The patient was discharged four days after sur-
gery, without complications. She received six 
cycles of adjuvant chemotherapy with paclitaxel 
and carboplatin. At the end of the treatment, CA-
125 concentrations were less than 35 IU/L. No ev-
idence of disease was found on abdomino-pelvic 
CT imaging. She is currently being monitored by 
the medical oncology service.

Figure 2. Tumor in right tube showing heterogeneous lesion, mainly solid.
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Discussion

Due to a number of factors, primary fallopian 
tube carcinoma is often misdiagnosed as ovar-
ian carcinoma preoperatively. These difficulties 
are caused by the low frequency of the condi-
tion and nonspecific clinical features. The only 
recognized risk factor is the germline BRCA mu-
tation(4). Most patients with fallopian tube carci-
noma are menopausal. Tubal carcinoma is more 
common in nulliparous women(2,5).

Because of its better prognosis and response to 
chemotherapy, transitional cell carcinoma of the 
fallopian tube is a rare histologic subtype that 
must be distinguished from the other subtypes. 
The form is similar to that of urothelial tumors(6). 
This tumor could be a consequence of transition-
al cell metaplasia of the tubal serosa or mucosal 
epithelium. Possible causes include paratubal 
cyst metaplasia or Walthard cell nests(5). Patients 
with these tumors have a median age of 56 years 
(range 41-79 years)(3).

The diagnosis of adnexal tumors is complex and 
involves clinical features, ultrasound findings 
and tumor markers. Each individual parameter 
is non-specific and may be absent(7). Because of 
the nonspecific symptoms and low index of sus-
picion due to their rarity, preoperative diagno-
sis of tubal tumors is often a difficult task, with 
a reported preoperative diagnosis rate of 2%(1). 

Between 50%-60% of patients with primary ma-
lignant fallopian tube neoplasms experience vag-
inal bleeding or hemorrhage, abdominal and/or 
pelvic lumpiness and abdominal pain 30%-40%. 
Latzke's triad of symptoms, consisting of intermit-
tent profuse serosanguinolent vaginal discharge, 
abdominal tumor and abdominal or pelvic pain 
has been described in only 15% of cases(4).

Ultrasonography is useful for detecting tubal tu-
mors. However, when detected, other imaging 
modalities such as computed tomography and 
magnetic resonance imaging are not useful in 
establishing the diagnosis(8). In patients with pri-
mary fallopian tube carcinomas, pretreatment 
CA-125 concentrations are an independent pre-
dictor of disease-free survival and overall sur-
vival. Moreover, current evidence suggests that 
it could be useful for monitoring response to 
treatment and detecting recurrences. However, 
its value as an independent prognostic factor is 
still unclear. Further research with larger sam-
ples and good design is needed to better under-
stand the relationship of CA-125 with prognosis 
of fallopian tube carcinoma(8).

Cases of primary fallopian tube carcinomas may 
present with abnormal cervical cytology indi-
cating adenocarcinoma between 0% and 23%(9). 
However, a single case of diagnosis of transition-
al cell carcinoma of the fallopian tubes from cer-
vical cytology has been reported(10).

Figure 3. Pathologic anatomic images of transitional cell carcinoma of the fallopian tube. A) Neoplastic cells forming lamellae and trabe-
culae and areas of patchy necrosis (Hematoxylin-eosin stain, 40X). B) Atypical polygonal cells forming nests and papillae (Hematoxylin-eosin 
stain, 400X).
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To establish the clinical course, predict the 
prognosis and possibly improve treatment, it 
is essential to make an accurate diagnosis and 
differentiate primary fallopian tube carcinoma 
from lesions arising from the ipsilateral ovary by 
direct extension or from the contralateral ovary 
by transcellular route. The definitive diagnosis is 
made by histologic findings. The criteria to dif-
ferentiate them from ovarian tumors include: 
the tumor arises from the endosalpinx with a 
histological pattern that reproduces the epithe-
lium of the tubal mucosa, they present transition 
from benign to malignant epithelium and the 
ovary does not present invasion or has a smaller 
tumor than that of the fallopian tube(11).

The treatment for primary transitional cell car-
cinoma of the fallopian tube is surgery with 
subsequent adjuvant chemotherapy. Staging 
laparotomy is the recommended type of inter-
vention. Pelvic and para-aortic lymphadenecto-
my is necessary in patients with primary fallopi-
an tube carcinoma because it has been shown 
that, compared to epithelial ovarian cancer, they 
have higher rates of retroperitoneal and distant 
lymph node metastases(12).

Transitional cell carcinoma is among the sub-
types with good response to adjuvant chemo-
therapy(13). Cases with stage I tumors without 
risk factors have 100% survival at 5 years and 
do not require additional chemotherapy. In con-
trast, adjuvant chemotherapy is required for 
stage I patients with risk factors (such as muscle 
layer invasion or tumor in the fimbria) and high-
er stages(12,14). At two years, cases with primary 
transitional cell carcinoma of the fallopian tube 
have a better overall survival prognosis. Fur-
thermore, compared to other primary fallopian 
tube carcinomas, their relapse rate is later(15).

Primary fallopian tube carcinoma is increasing-
ly being treated with a combination of adjuvant 
chemotherapy, consisting of carboplatin and pa-
clitaxel, used in epithelial ovarian carcinoma(16). 
Patients with stage I tumors without risk factors 
have 100% survival at 5 years and do not require 
additional chemotherapy. In contrast, additional 
chemotherapy is required for patients with risk 
factors (such as invasion of the muscular layer or 
tumor in the fimbria) and higher stages(12,14).

In conclusion, primary fallopian tube carcinoma 
accounts for less than 1% of all cancers of the 

female genital tract. Primary transitional cell car-
cinoma of the fallopian tube is a rare and ma-
lignant tumor, whose preoperative classification 
is difficult and definitive diagnosis depends on 
pathologic findings. However, it has better re-
sponse to chemotherapy and good prognosis 
compared to epithelial ovarian carcinoma. This 
tumor should be considered among the differ-
ential diagnoses of adnexal tumors.

References

1.	 Mouna H, Fedoua W, Houssine B, Mahdaoui S, Naïma S. Prima-
ry fallopian tube adenocarcinoma: A case report and review 
of the literature. Int J Surg Case Rep. 2022;98:107555. doi: 
10.1016/j.ijscr.2022.107555

2.	 Babu MR, Haji AG, Chitrathara K, Vijaykumar DK, Samanta J, 
Hiran KR. Primary transitional cell carcinoma of the fallopian 
tube in a premenopausal woman: A case report and review of 
literature. Indian J Med Paediatr Oncol. 2009;30(1):35-8. doi: 
10.4103/0971-5851.56335

3.	 Lee DH, Cho DH, Kim KM, Yim CY, Lee NR. Primary transitional 
cell carcinoma of the fallopian tube: A case report and liter-
ature review. Medicine (Baltimore). 2020;99(22):e20499. doi: 
10.1097/MD.0000000000020499

4.	 Kim JW, Cho EM, Kim YT, Han JH. A case of primary transitional 
cell carcinoma of the fallopian tube. J Obstet Gynaecol Res. 
1999;25(5):321-6. doi: 10.1111/j.1447-0756.1999.tb01170.x

5.	 Sisodia RC, Del Carmen MG. Lesions of the Ovary and Fallopian 
Tube. N Engl J Med. 2022;387(8):727-36. doi: 10.1056/NEJM-
ra2108956

6.	 Kaur A, Singh J, Bansal R, Kaur R, Bansal M, Kaur P. Transitional 
cell carcinoma: a case report with clinical, histological and 
cytological findings. J Clin Diagn Res. 2013;7(12):2954-5. doi: 
10.7860/JCDR/2013/6070.3804

7.	 Paner GP, Gonzalez M, Al-Masri H, Smith DM, Husain AN. 
Parafallopian tube transitional cell carcinoma. Gynecol Oncol. 
2002;86(3):379-83. doi: 10.1006/gyno.2002.6777

8.	 Akbarzadeh-Jahromi M, Heidari M, Safaei A, Samsami A. Pri-
mary transitional cell carcinoma of fallopian tube mimicking 
radiologically as extrauterine leiomyoma: A Case Report. Int J 
Cancer Manag. 2018; 11(3):e57694. doi: 10.5812/ijcm.57694

9.	 Abdalla N, Wnuk A, Trojanowski S, Jakimiuk A, Stanirowski P, 
Cendrowski K, et al. Presurgical diagnostic difficulties in an 
asymptomatic patient with primary transitional cell carcinoma 
of the oviduct: case report. Prz Menopauzalny. 2018;17(2):91-3. 
doi: 10.5114/pm.2018.77309

10.	 Gupta N, Srinivasan R, Nijhawan R, Dhaliwal LK. Primary fallo-
pian tubal transitional cell carcinoma with exfoliation of ma-
lignant cells in cervical Pap smear. Cytojournal. 2005;2:20. doi: 
10.1186/1742-6413-2-20

11.	 Kontomanolis EN, Koutras A, Ntounis T, Diakosavvas M, 
Angelou K, Samara AA, et al. Primary fallopian tube can-
cer in an 89-year-old patient. Case Rep Obstet Gynecol. 
2021;2021:2870057. doi: 10.1155/2021/2870057

12.	 Vaysse C, Touboul C, Filleron T, Mery E, Jouve E, Leguevaque 
P, et al. Early stage (IA-IB) primary carcinoma of the fallo-



Maira Sarmiento-Piña, Eduardo Reyna-Villasmil

6   Rev Peru Ginecol Obstet. 2024;70(3)

pian tube: case-control comparison to adenocarcinoma of 
the ovary. J Gynecol Oncol. 2011;22(1):9-17. doi: 10.3802/
jgo.2011.22.1.9

13.	 Babu MR, Haji AG, Chitrathara K, Vijaykumar DK, Samanta J, 
Hiran KR. Primary transitional cell carcinoma of the fallopian 
tube in a premenopausal woman: A case report and review of 
literature. Indian J Med Paediatr Oncol. 2009;30(1):35-8. doi: 
10.4103/0971-5851.56335

14.	 Alvarado-Cabrero I, Young RH, Vamvakas EC, Scully RE. Carci-
noma of the fallopian tube: a clinicopathological study of 105 
cases with observations on staging and prognostic factors. Gy-
necol Oncol. 1999;72(3):367-79. doi: 10.1006/gyno.1998.5267

15.	 Uehira K, Hashimoto H, Tsuneyoshi M, Enjoji M. Tran-
sitional cell carcinoma pattern in primary carcinoma 
of the fallopian tube. Cancer. 1993;72(8):2447-56. 
doi: 10.1002/1097-0142(19931015)72:8<2447::aid-cn-
cr2820720824>3.0.co;2-2

16.	 Berek JS, Renz M, Kehoe S, Kumar L, Friedlander M. Cancer 
of the ovary, fallopian tube, and peritoneum: 2021 update. 
Int J Gynaecol Obstet. 2021;155 Suppl 1(Suppl 1):61-85. doi: 
10.1002/ijgo.13878


