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Clinical Experience of 6 Cases of Primary Tubal Cancer

Jae-Gwang Byun M.D., Ki-Hong Chang M.D.,
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Department of Obstetrics and Gynecology,

Ajou University School of Medicine, Suwon, Korea

Objective : Primary tubal cancer is a rare tumor that histologically and clinically resembles primary ovary cancer. The
purpose of this study was to evaluate the clinical experience of 6 patients with primary tubal cancer.

Methods : The following parameters were assessed: age, menstruation history, parity, PAP smear status, presenting
symptoms, serum CA-125 levels, characteristic sonographic findings, accuracy of preoperative diagnosis, mode of surgery,
lymph node metastasis, presence of ascites, tumor grade, stage, and administered postoperative chemotherapy. The 6
patients with primary tubal cancer were diagnosed and treated at the Department of Obstetrics and Gynecology, Ajou
Medical Center from March 1998 to March 2004.

Results : The mean age was 53.3 years. The presenting symptoms consisted of vaginal spotting, abdominal pain,
abdominal discomfort, and dyspnea. Only one patient was preoperatively diagnosed as primary tubal cancer, while the
remaining 4 patients were diagnosed as primary ovary cancer. The postoperative pathology revealed 5 cases of serous
papillary adenocarcinoma and 1 case of primary transitional cell carcinoma. Three patients were stage III, while the rest
were stages I, II, and IV, respectively. Multi-drug chemotherapy was administered to all six patients postoperatively.
Follow-up comprised serial serum CA-125 level measurements and computerized tomography scans.

Conclusion : Primary tubal cancer is rarely diagnosed preoperatively. The treatment approach is similar to that of
ovarian cancer, and includes primary surgical staging operation comprising total abdominal hysterectomy, bilateral
salpingo-oophorectomy, and postoperative adjuvant chemotherapy. The prognosis is similar to that of primary ovarian
cancer.

Key Words : Primary tubal cancer

M 2 of e v daeke Hoh @ gy o] WA

Foke 18861 Orthmann©| #4002 #3 B &}

A A2 w9 = o o Y T GARE daeke] ApAALel A 52 oA zpAE] &
Sholn] Zafo] H|Eo|Ho|m 1 HI%(0.15-1.8%)7} A4 YA gon £EF ol £ T 2APAE
Stol AR dj 5] E7Hse TUYoR, o § E B Sl B A9 Bol A5 ofgFo] Uk 2
sto] AbEo] L =& Aslolt}, 27 Y9t AT e F57] T4 Adst] AEA NEE F
Wl A dadd} FARHA R vl S HAE A dH 6ol E AP A3 &
o] z7]o| WAt W WA 2304 e A, A H i 9 A5 Aafel| dial] Rk

- 186 -



Fig. 1. Radiologic findings of pre-operatively diagnosed primary tubal cancer (serous adenocarcinoma). 1-1. Transvaginal
ultrasonography: 7.6cm sized septated cystic lesion with internal papillary solid component and presence of blood flow
demonstrated by power Doppler. 1-2. MRI: Dilatation of the left fallopian tube and 3.5cm sized solid mass lesion within the
distal isthmic portion. There is no definite extratubal extension.
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Fig. 2. Sonography finding of primary tubal cancer (transitional cell carcinoma). There is no definite evidence of mass lesion
of both ovaries and uterus. A solid mass and cystic lesion in the right cul-de—sac, along with multiple peritoneal mass
lesions (not shown) suggests serous surface papillary cystadenocarcinoma of ovary, or serous papillary cystadenocarcinoma
of the peritoneum. The uterus and both ovaries are observed to be normal.
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Fig. 3. Radiologic findings of simple chest AP. 3-1. Blunting with air meniscus suspected in the LT lower thorax without
evidence of fluid shifting on decubitus view. Enlarged cardiac silhouette. 3-2. More-likely lung and pleural metastasis since
last study.
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Table 1. Clinical characteristics of 6 patients with primary
tubal cancer

Age (years) Range 40-71
Median 533

Parity Range 2-6
Median 43

w

Presenting first symptoms Vaginal bleeding
Abdominal pain
Abdominal distention
Watery discharge
Other (dyspnea)
Dilatation and curettage History Negative
Positive
Unknown
Tubal cancer
Leiomyoma
Ovarian cancer
Endometrial polyp
Lung tumor
Stage I

I

11

v

Preoperative diagnosis

—_L o s B — O BN O

Grade
I
I
I
Unknown

P
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Table 2. Stage, pathologic findings, lymph node metastasis, CA-125 levels

Associated

Diagnosis Age Stage disease Pathology PAP LN Ascites CA-125
Lt. tubal ca 61 1lIb Hydrosalpinx Serous adenoca WNL + - 4.5
Rt. tubal ca 7 Ib - Serous adenoca ASCUS + + 620
Lt. tubal ca 52 IITb Polyp, myoma Serous adenoca WNL - - 57
Both tubal ca 46 Ib Endometriosis Serous adenoca WNL - - 8.1
Rt. tubal ca 40 [lc Transitional cell ca  AGUS - 461
Rt. tubal ca 50 v Myoma Lung ca Serous adenoca WNL - 58.1

LN; lymph node, Lt; left, Rt; right, ca; cancer, WNL; with normal limits, Adenoca; adenocarcinoma, PAP; Papanicolaou smear, ASCUS; atypical

squamous cells of undetermined significance, AGUS; atypical glandular cells of undetermined significance.

Table 3. Stage and treatment modality

No. Stage Operation Adjuvant chemotherapy

1 I1Ib TAH & BSO, LNB, O Taxol, Carboplatin

2 Ib SH, BSO, LNB, BSB, PWB Cisplatin, adriamycin, cyclophosphamide
3 1IIb TAH & BSO LNB O Taxol, Carboplatin

4 Ib TAH & BSO,LNB, O Cisplatin, adriamycin, cyclophosphamide
5 IMlc TAH & LSO, O, LNB Taxol, Carboplatin

6 v TAH & BSO, O, LNB Cisplatin, cyclophosphamide

TAH; Total abdominal hysterectomy, SH; Subtotal hysterectomy, LSO; Left salpingo-ophorectomy, LNB; Lymph node biopsy, BSO; Bilateral

salpingo-ophorectomy, O; Omentectomy, BSB; Bowel serosal Biopsy, PWB; Pelvic wall Biopsy
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