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ABSTRACT 

OBJECTIVE: Primary carcinoma of the fallopian tubes is one of the less common gynecological can-

cers. It constitutes (0.14-0.18%) of gynecological malignancies. Our study aimed to review the manag-

ing process of primary carcinoma of the fallopian tubes in the mono-center institute and to identify prog-

nostic factors impacting survival. 

STUDY DESIGN: A retrospective cohort study regarding patients with fallopian tube carcinoma treated 

between July 1991 and December 2005 was identified at the Tunisian anticancer institute “Salah 

Azaiez”. During this period, we have identified 17 patients. Data such as age, gravidity and parity, 

menopausal condition, symptoms reported by the patient on presentation, adjuvant therapy, stage of ill-

ness, surgical intervention, pathological findings, tumor recurrence, and previous surgical procedures 

were obtained from the patients’ reports.  

RESULTS: The average age at the time of diagnosis was 58 years. Fourteen of the included patients 

were postmenopausal. Surgery was the initial therapy for 15 patients. Optimal cytoreductive surgery was 

achievable in seven patients with no residual tumors. Histologic examination revealed that serous ade-

nocarcinoma type was the predominant type. Two were in stage I and, four were in stage II; seven were 

in stage III and four in stage IV. The median follow-up time was 24 months. At the time of the final anal-

ysis, 11 patients died of disease. 5-year OS, DFS was 21% and 37% respectively. In our study, only the 

residual tumor was a significant prognostic factor predicting survival.  

CONCLUSION: Complete optimal surgery with no residual tumor was the main goal of the surgeon to 

improved survival in primary fallopian tube carcinoma. 
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Introduction 

Primary carcinoma of the fallopian tubes (PFTC) is un-

common gynecological cancer. It constitutes (0.14-0.18%) of 

gynecological malignancies (1,2).PFTC  had several points in 

common as ovarian cancer, especially factor’s risk (hormonal, 

reproductive, and genetic factors) (3,4). Also, the management 

of PFTC shares similar concerns and principles as ovarian car-

cinoma (4). However, because of late diagnostic and early lym-

phogenic metastases, PFTC had a poor prognosis (5). 

Our study aimed to review the managing process of PFTC 

in the mono-center institute and to identify prognostic factors 

impacting survival. 

Material and Method 

A retrospective cohort study regarding patients with fal-

lopian tube carcinoma treated between July 1991 and 
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December 2005 was identified at the Tunisian anticancer in-

stitute “Salah Azaiez”. During this period; we have identified 

17 patients. After having had the agreement of our ethics com-

mittee for using data. Data such as age, gravidity and parity, 

menopausal condition, symptoms reported by the patient on 

presentation, adjuvant therapy, stage of illness, surgical inter-

vention, pathological findings, tumor recurrence, and previous 

surgical procedures were obtained from the patients’ reports. 

Consent for using data were obtained. All procedures were 

performed according to the Declaration of Helsinki. 

Relative to operation information and a result of the 

pathology, patients were classified according to the staging 

system of the International Federation of Gynecology and 

Obstetrics (FIGO)-2014. 

Univariate analyses of possible prognostic factors (age, 

FIGO stage, histological type, tumor grade, and residual 

tumor) were performed. 

Kaplan Meier life table analysis was used to generate sur-

vival curves. Survival based on categorical variables was 

compared using the log-rank test. Data were analyzed using 

SPSS (Statistical Package for the Social Sciences) software 

version 20 (IBM Corp. Armonk, NY, USA). A p-value less 

than 0.05 was considered significant. 

Results 

The average age at the time of diagnosis was 58 years±8 

(range, 43-75 years). Fourteen of the included patients were 

postmenopausal. A history of infertility was found in two pa-

tients.   

The mean parity was 4.9±3 with a range of 0 to10. No pa-

tient has used hormone replacement therapy. Four patients had 

used oral contraceptive pills. 

Two patients had personnel medical history of carcinoma, 

one patient had breast cancer declared 6 years ago; the other 

was treated for rectal adenocarcinoma declared 5 years ago. 

No history of family cancer was reported. 

The presenting symptoms were: a palpable pelvic and/or 

abdominal mass in seven cases, followed by abnormal vaginal 

bleeding in six cases, discharge abdominal pain in 8 patients, 

lymphatic metastasis inguinal or supraclavicular in 3 patients, 

Pleurisy in one case.  

Two patients had a preoperative diagnosis of endometrial 

cancer, three had surgical procedures due to benign reasons 

(hydrosalpinx, menometrorrhagia, postmenopausal bleeding).  

For the remaining patients, ovarian cancer was the most 

common diagnostic discussed. 

Cancer antigen 125 (CA-125) was measured preopera-

tively in 11 patients and was found to be elevated in eight 

cases with a median of 200U/mL. 

Surgery was the first therapy for 15 patients. Only two pa-

tients with stage IV had received a neoadjuvant-chemotherapy 

with a good response. 

Optimal cytoreductive surgery was achievable in seven pa-

tients with no residual tumors. Seven patients had gone 

through pelvic and para-aortic lymphadenectomy patients. 

The mean number of resected lymph nodes (LN) was ten. 

Positive lymph node metastases were observed in 4/7 patients. 

From patients who have had a residual tumor, four patients 

had a postoperative residual tumor with a diameter greater 

than 1 cm.  

Histologic examination revealed that serous adenocarci-

noma type was histologically predominant in 9 patients. Three 

patients had a low level, three had a high grade and six had a 

moderately differentiated grade. The demographic and mor-

phological characteristics of the patients are summarized in 

table I. 

Table I: Demographic and morphological features 

Parameter       No 

Age (years)                                              

≤ 60 2 

> 60 15 

Menopause 14 

FIGO Stage 

 I 2 

 II 4 

 III 7 

 IV 4  

Surgical procedures: 

 TAH+ BS0+ TO+cytology 10  

 TAH+ BS0+ RPLND+ TO+cytology+appendectomy  4 

 TAH+ BS0+ RPLND+ TO+cytology+ RS-RA+  

appendectomy 3 

Residual tumor at initial surgery (cm) 

≤ 1 8 

> 1 9 

Chemotherapy 

 platinum salts and cyclophosphamide 5/14 

 paclitaxel and carboplatin 10/14 

TAH: Total abdominal hysterectomy, BS0: Bilateral salpingo-
oophorectomy, RPLND: Retroperitoneal pelvic lymph node dissection 
(pelvic + para-aortic), TO: Total omentectomy, RS-RA: Rectosigmoid 
resection and anastomosis 

Two were in stage I and, four were in stage II, seven were in 

stage III, and four in stage IV. 

Fourteen patients underwent adjuvant chemotherapy pro-

tocol consisting of 6-8 cures of paclitaxel and carboplatin for 

10 patients. For the remaining patients, they had platinum salts 

and cyclophosphamide according to the protocol established 

at that time. No patient received radiotherapy. 

The median follow-up time was 24 months (range 4-193 
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months). Six patients had no recurrence in the follow-up pe-

riod, six did have disease recurrence and five had progressive 

disease.  

At the time of the final analysis, 11 patients died of dis-

ease. 5-year OS, DFS was 21% and 37% respectively.  

In our study, only the residual tumor was a significant 

prognostic factor predicting survival (p=0.001).  

However; FIGO stage, histology differentiation, and age 

were not significant survival prognostic factors of PFTC 

(Table II). 

Table II: Predicted factors for survival in univariate analysis 

Discussion 

Primary carcinoma of the fallopian tubes is a rare tumor(6). 

It shares several points with epithelial ovarian cancer (EOC) 

such as histological and epidemiological features.  

Recent data suggest that the true incidence of primary fal-

lopian tube carcinoma has been substantially underestimated, 

this conclusion is based on compelling evidence that papillary 

serous carcinoma, the most common subtype of epithelial 

ovarian carcinoma, actually arises from the epithelial lining of 

the fallopian tube (7,8). 

Due to the rarity of this cancer, there are very limited data 

concerning prognostic factors influencing OS and response to 

chemotherapy.  

It is difficult to distinguish PFTC from EOC based on clin-

ical manifestations. Some authors had demonstrated that MRI 

could be used to differentiate between primary fallopian tube 

carcinoma and epithelial ovarian cancer(9). 

However, if we base on histological analyses to distin-

guish between primary ovarian and primary tubal cancer, 

many characteristics should be evaluated: Tumor volume, dis-

tribution of tumor in the ovaries (diffuse or partial), and the 

presence of intraepithelial carcinoma (for tubal and endome-

trial origins). Partial involvement of ovaries was associated 

with larger tumors in the peritoneum, and these were consid-

ered to be peritoneal in origin. Diffuse involvement of the 

ovaries was also suggestive of an ovarian origin. The presence 

of intraepithelial serous carcinoma in the fallopian tubes was 

indicative of a tubal origin(10). 

In our study, most of the patients had an advanced stage. 

Only two patients had neoadjuvant chemotherapy. For the re-

maining patients, surgery was the first step of treatment. 

Residual tumor was left for nine patients. 

5-year OS and DFS were 21% and 37% respectively. Only 

the residual tumor was a significant prognostic factor predict-

ing survival (p=0.001). 

Our data is in accordance with other studies, the overall 5-

year survival was ranging from a low of 22% to a high of 57% 

for all stages of PFTC (3,5). 

Some authors advocated many prognostic factors associ-

ated with survival. The most one was the FIGO stage 

(3,4,11,12). Other prognostic factors were advocated in the lit-

erature: include patient age at the time of diagnosis, residual 

tumor after initial surgery, and histologic tumor grade (4,12). 

Even though our present study failed to demonstrate that 

the FIGO stage was an independent prognostic factor for sur-

vival, because of the lesser number of patients with early-

stage (two cases). Most of the patients in our series had ad-

vanced stage; this might also help to explain the worse sur-

vival rate in this present study. 

 In the study of Akkaya, et al (3), multiple factors were 

found to influence the survival probability: FIGO stage, the 

pathological type of the tumor, the diameter of the residual 

tumor after surgery, the tumor grade, preoperative CA-125 

levels, and the presence of ascites. 

Nevertheless, in the study of Lau et al, age, tumor, stage, 

histology type, and grading were not significantly related to 

OS (13). 

The poor prognosis of PFTC is also due to the richest lym-

phatic networks that supplied fallopian tubes. 

Therefore, PFTC has a propensity for early lymphatic 

spread and a higher rate of retroperitoneal and distant metas-

tases relative to EOC (14). 

Seidman, et al have reported that it was a correlation be-

tween lymphatic invasion in the fallopian tubes and the fre-

quency of distant metastases (15). 

Lymph node metastases have been reported in 33% of 

cases with different PFTC stages (16). Nonetheless, PFTC 

rarely gives rise to metastasis in supraclavicular lymph nodes 

(17). In our study, one patient had supraclavicular lymph nodes 

metastases, and two patients presented to our institute with in-

guinal lymph nodes metastases as first presented symptoms. 

Factor n Median (OS) p (log-rank)

Age (years) 

<50 

>50 

 

2 

15 

 

7 

37 

 

0.289

FIGO 

I, II 

III 

 

6 

11 

 

55 

20 

 

0.09

Residual tumor 

No 

Yes 

 

8 

9 

 

55 

19 

 

0.001

Histology 

Serous 

 

9

 

24
0.8
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Finally, our study has some limitations. It is a retrospective 

study and a small number limits us. Most of the patients had 

reached an advanced stage and this could limit the statistical 

power. Moreover, our study supports that optimal surgery 

with no residual tumor was the main goal of the surgeon to im-

proved survival. 

Further studies are needed to better understand the risk 

factors of PFTC, and a multicenter randomized, clinical trial is 

necessary to determine the most favorable medical manage-

ment protocols to be applied. 
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