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Case report 
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A B S T R A C T   

Introduction: Tumors of the uterine tube are rare pathologies representing less than 1 % of all gynecologic 
cancers; they are dominated by adenocarcinomas. Secondary metastatic forms are the most frequent, whereas 
primary tumors are very rare and represent only 10 %, which suggests that the fallopian tube is an organ with 
low oncogenic potential. 
Case report: We report the case of a patient followed in the gynecology department C of the CHU IBN ROCHD 
CASA for a primary tubal adenocarcinoma, with a history of breast cancer. 
Discussion: The diagnosis of its origin is difficult preoperatively, the treatment and staging are the same as for 
ovarian cancer. 
Conclusion: The treatment is also identical to the management of ovarian cancer, but their prognosis is better 
because they are most often diagnosed at an earlier stage.     

1. Introduction 

Primary tubal cancer is rare, often affecting postmenopausal women 
of unknown etiology, but it often occurs in the context of infertility, 
impoverishment, chronic tubal infection or on a genetic background 
(BRCA1/BRCA2 mutation) [1]. It was first described in 1847 by Renaud 
[2]. Its frequency does not exceed 1 %, the clinical signs are often 
dissociated, the preoperative diagnosis is difficult, with a prognosis that 
depends on the stage of the disease. 

We report the case of a patient with a history of breast cancer and 
followed for primary adenocarcinoma of the tube that recurred 5 years 
after the initial totalization, through this case and a review of the 
literature we will try to support the risk factors and symptomatology as 
well as the management of these tumors. All our work has been reported 
in line with the SCARE criteria and guidelines [14]. 

2. Observation 

This is a 62-year-old female patient, IGIP, postmenopausal, never 
had oral contraception, no notion of recurrent genital infection, She had 
undergone subtotal hysterectomy with bilateral adnexectomy in 2015 

for a 10 cm right latero-uterine mass. The anatomopathological study 
showed a right intra tubal serous adenocarcinoma, grade III, without 
ovarian involvement or invasion of the epiplon. The patient received 6 
courses of chemotherapy, the CA 125 was 192, a trachelectomy was 
performed 1 year later with non-specific fibrous remodeling with 
chronic exocervicitis, without signs of malignancy. 4 years later the 
patient consulted for chronic pelvic pain for 6 months, of increasing 
intensity, without sign of urinary or digestive compression. The clinical 
examination revealed a patient in good general condition, with good 
vitals, a supple abdomen, no clinically palpable mass, the vaginal slice 
was clean without lesions, the senological examination and the rest of 
the somatic examination were without particularity. 

A pelvic MRI was performed showing a solid cystic mass measuring 
52 mm in width, 42 mm in anteroposterior diameter, 64 mm in height, 
in contact with the bowel and the bladder without any sign of infiltra
tion and without associated adenopathy (Figs. 1 and 2), CA 125: 321.6. 

The exploration revealed a mass adherent to the right iliac vein 
without invading it, an excision was performed with simple post
operative follow-up with anatomopathological examination: tubal 
adenocarcinoma grade III, then the patient was referred to adjuvant 
chemotherapy. 
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Figs. 1 and 2. MRI appearance of recurrent tubal adenocarcinoma.  

N. Youssouf et al.                                                                                                                                                                                                                               



International Journal of Surgery Case Reports 98 (2022) 107558

3

3. Discussion 

Tubal cancer is the rarest cancer of the genital tract representing 0.1 
to 1.98 % of all gynecologic cancers [1]. It is a pathology that affects 
patients in the 5th decade with extreme ages of 18 and 87 years. Our 
patient is 62 years old and primiparous with a history of invasive breast 
carcinoma. Several authors have noted the association of tubal adeno
carcinoma with impoverishment, infertility and chronic or genetic 
salpingitis, prompting a search for a deleterious BRCA1/2 chromosomal 
mutation, in our patient this association could not be sought due to lack 
of means [1]. 

The symptoms are not specific, often associating a pelvic mass, 
bleeding, and pain, but the pathognomonic triad is hydro
pstubaeprofluens associating abundant fluid loss, pelvic colic, and a 
mass is described in only 10 to 15 % of cases [4]. 

The first paraclinical examination to be requested is ultrasonogra
phy, which often shows the same aspect of epithelial carcinomas of the 
ovary in the form of a mixed adnexal mass, solid and cystic, hyper
vascularized on Doppler [5,6]. Pelvic MRI is used for staging; the typical 
appearance of a tubal carcinoma is manifested by a hyperintense T2- 
weighted signal and a hypointense T1-weighted signal with a solid 
appearance. The tumor markers, mainly Ca125, are sensitive but not 
specific and are often elevated [7,8]. 

Staging is based on ovarian cancer [4]. 
The treatment is also identical to the management of ovarian cancer, 

but their prognosis is better because they are most often diagnosed at an 
earlier stage [9]. The reference surgery is total hysterectomy, bilateral 
adnexectomy, omentectomy, pelvic and lomboaortic curage. Chemo
therapy combining cisplatin and paclitaxel has the same indications as 
for ovarian cancer. Radiotherapy is abandoned because of its low effi
cacy [10,11]. 

The prognosis depends on tumor size [4], stage [12], invasion [13], 
and the existence of a macroscopic postoperative residue [4]. The 
prognostic role of gene alteration of p53, Kras, c-erb-2 and immuno
labeling of the tumor with CA125 is being evaluated [4]. 

The 5-year overall survival of tubal malignancies is estimated to be 
44 % according to major series [9–11]. 

4. Conclusion 

Tubal adenocarcinoma is a rare entity, of unknown etiology, 
underestimatedor often confused with ovarian pathology with which it 
shares the same treatment and staging, the positive diagnosis is difficult 
because the clinical picture is polymorphic, MRI brings a great diag
nostic interest, the prognosis depends on the FIGO stage. 
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