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A case report of tubal high grade serous carcinoma, which was
diagnosed incidentally after appendectomy

Apendektomi sonrasi tesadlifen teshis edilen tubal yliksek dereceli ser6z karsinom
olgu sunumu
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Abstract

Primary tubal carcinoma is an uncommon tumor of female genitale system. The clinical approach of primary
tubal cancers is similar to primary ovarian cancers. Fallopian tube carcinoma is hard to diagnosed preoperatively
because of its indistinct symptoms. Optimal cytoreductive surgery is the most important treatment step in
ovarian, tubal and peritoneal carcinomas.

We report a case of serous tubal intraepithelial carcinoma with appendix metastasis. A 65 years old post-
menopausal woman (gravida 4, para 3) submitted to an external hospital with lower abdominal pain and acute
abdominal symptoms. Appendectomy was performed on the patient with preliminary diagnosis of apendicitis.
The pathology result was reported as high grade serous carcinoma infiltration. Staging surgery was performed
with the diagnosis of carcinoma. Until the final pathology result, the diagnosis was considered as appendiceal
metastasis of serous tubal cancer. Our clinical and surgical approach to the case, which was diagnosed
incidentally with an appendectomy specimen and reported as high grade tubal serous carcinoma, is presented
as a case study.
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Oz

Tubanin primer karsinomlari kadin genital sisteminde nadir gorilen timorlerdir ve klinik olarak primer over
karsinomlarina benzerler. Belirsiz semptomlari nedeniyle siklikla ileri evrede tani alirlar ve preoperatif tani
koymak zordur. En 6nemli tedavi basamagi optimal sitorediksiyonun saglanmasidir.

Bu olgu sunumunda apendektomi sonrasi tesadifen saptanan high grade ser6z tubal karsinom olarak raporlanan
olguya yoénelik klinik ve cerrahi yaklagimimizdan bahsedilmektedir. 65 yasinda postmenopozal hasta (gravida
4, parite 3) akut karin semptomlari ile baska bir merkeze basvurdu. Apandisit 6n tanisi ile hastaya apendektomi
yapildi ve apendektomi spesmeninin nihai patoloji sonucu serdz karsinom infiltrasyonu olarak raporladi. Hastaya
serdz karsinom endikasyonu ile evreleme cerrahisi yapildi. Appendektomi materyali ile tesadiifen saptanan ve
high grade tubal ser6z karsinom olarak bildirilen olguya klinik ve cerrahi yaklasimimiz vaka galismasi olarak
sunulmaktadir.

Anahtar kelimeler: Ovaryum ve tubauterina hastaliklari, apendiks neoplazileri, tim&r metastazi.
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Introduction Primary tubal carcinoma is an uncommon
tumor of the female genital system that has a
clinical behavior like ovarian cancer [3]. Tumors
in the tubes are usually metastatic rather
than primary. Metastatic tumors of the ovary,
endometrium, gastrointestinal tract and breast
should be excluded. Therefore, metastases
from these regions should be excluded for a
definitive diagnosis.

Metastatic lesions to the appendix are
exceptionally uncommon. Metastatic lesions
may present acute appendicitis, remain
asymptomatic or are diagnosed incidentally
[1]. Appendix metastases often originate from
gastointestinal tract [2].
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The most common age of occurrence is
between 50 and 65 years, and the mean age
is 55 years. Fallopian tube carcinoma is hard to
diagnose preoperatively because of its indistinct
symptoms [4]. Clinical symptoms are lower
abdominal or pelvic pain, abdominal swelling and
pelvic mass. It is often diagnosed intraoperative
or after histopathological examinations [5].

Histopathology is the gold standard
method for diagnosing primary fallopian tubal
carcinoma. High grade serous carcinoma is the
most common histopathologic type. High grade
ovarian serous carcinoma originate from the
tubal epithelium and involves mutations in TP53
[6, 71.

PAX8 is a significant histological marker for
most of the epithelial ovarian cancers, as it is
expressed in about 90% of malignant ovarian
carcinomas, specifically in high grade serous
carcinoma. PAX8 is needed for the normal
development of Millerian duct that includes
Fallopian tube, uterus, cervix, and upper part
of vagina [8]. PAX8 positivity in appendectomy
specimen suggested that primary carcinoma
originated from ovary or tuba.

The treatment of primary tubal carcinoma
is primary debulking or interval debulking
surgery after neoadjuvant chemotherapy.
Primary tumor and metastases should be
removed by explorative laparotomy and staging
surgery should be performed. Postoperative
adjuvant chemotherapy should be given as the
combination of carboplatin and paclitaxel [9].

Stage of the disease affects survival. The
five-year survival rate is less than 50%. If the
disease is caught in early stages, survival can
be as high as 92%. Unfortunately, because
of its nonspecific symptoms and lack of early
sign, the 5-year survival rate is less than 30%.
The stage of tumor at the time of diagnosis
is the most important factor determining the
prognosis. Other important prognostic factors
include the residual volume of the tumor after
cytoreduction and the histologic grade of the
tumor [10]. Complete resection of all tumor
cells has been shown to significantly improve
outcome and overall survival [11].
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Case presentation

A 65 years old post-menopausal woman
(gravida4,para3)submittedtoanexternalhospital
with lower abdominal pain and acute abdominal
symptoms. She had three spontaneous vaginal
deliveries and last menstrual date was 15
years ago. For her medical history, she has
been using antihypertensive medication for
ten years. Abdominal ultrasonography and
pelvic tomography were performed and the
patient was diagnosed as acute appendicitis.
Appendectomy was performed with preliminary
diagnosis of apendicitis. The pathology result
was reported as high grade serous carcinoma
infiltration. In the immunohistochemical study
PAX8 and P53 were highly positive while
WT-1 was detected negative. The patient was
referred to us with the preliminary diagnosis
of appendiceal metastasis of serous ovarian
cancer.

Normal sized uterus and mobile cervix
were observed on pelvic examination. No
obvious adnexial mass was observed. Free
ascites was not seen in the abdomen. In
laboratory examinations performed in our clinic,
hemogram, complete urinalysis and routine
biochemistry tests were unremarkable. The Ca
125 level was 197.8 U/ml (normal up to 35 U/
ml), the Ca 19-9 levels was normal. There was
no pleural effusion in the preoperative thorax
tomography.

Staging surgery was performed with
the diagnosis of ovarian carcinoma. In the
expolaration, uterus, left ovary and tuba were
observed as normal (Picture 1, 2). Milliary
tumoral implants were observed on the right
ovary, tuba and other intra-abdominal organs
and peritoneum. Abdominal washing fluid
was sent to intraoperative pathology and it
was reported as malignant fluid cytology in
papiller pattern. The patient underwent staging
surgery including total abdominal hysterectomy,
bilateral salpingo-oopherectomy, omentectomy
with adhesiolysis and retroperitoneal lymph
node dissection. The bilateral ovarian masses,
fallopian tubes, uterus, omentum, lymph nodes
and sample of peritoneal washing were sent for
histopathological analysis. A tumoral lession
of approximately 1 cm diameter was observed
in the fimbrial section of the right tube. Until
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the final pathology result, the diagnosis was
considered as appendiceal metastasis of
serous tubal cancer. It was determined that
the cancer originated from right tube and no
tumor focus was observed in the parenchyma
of both ovaries. There was high grade serous
carcinoma in the left paratubal soft issues and
left tubal lumen. The absence of involvement
in the ovarian parenchyma suggests tubal
cancer. Lymphovascular invasion was present
and high grade serous carcinoma invasion
was observed in the uterin serosa. High grade
serous carcinoma infiltration was reported in
the omentectomy and lymph nodes materials.

No tumoral implant was present in the liver and
spleen capsule.

No complication developed in the
postoperative period. Following discharge,
the patient underwent medical oncology
consultation for adjuvant chemotherapy. A
regimen of carboplatin and paclitaxel was
initiated, and six rounds of chemotherapy were
administered. Control Ca125 value detected
as 12.1. No pathological 18F-FDG uptake was
observed in the control PET-CT examination

taken 3 months after the operation.

Picture 1. Specimen, left ovary and tuba

Picture 2. Specimen, right ovary and tuba
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Discussion

Preoperative diagnosis of primary fallopian
tube cancer is rare. In many cases similar to our
patient, the disease is asymptomatic and the
diagnosis is made postoperatively in woman
who had surgery for abdominal pathology [12].
In our patient tubal carcinoma was found to be
incidental, consistent with the literature.

Tubal carcinomas are often metastatic rather
than primary tumors. Most common metastases
arise from primary ovarian carcinomas. It is
often difficult to distinguish between tubal
cancer and epithelial ovarian cancers because
of their similar histologies. In this distinction, it is
important that the tubal mucosa is involved and
papillary is seen. If both the tuba and ovary are
involved, the absence of tumor in the ovarian
parenchyma is a finding in favor of tubal cancer.
In our case report, ovarian cancer is excluded
because there is no tumor in the parenchyma of
the ovaries and tumoral infiltration is observed
in the bilateral tubal mucosa.

Primary appendix tumors are exceptionally
uncommon and carcinomas of the appendix
often originate from metastases. Metastatic
lesions may present with acute appendicitis,
remain asymptomatic or are diagnosed
incidentally [13]. In our case metastatic lesions
presented as acute appendicitis. Because the
patient exhibited acute appendicitis symptoms,
an appendectomy was conducted, and serous
carcinoma metastases was found.

Diagnosis is confirmed histopathologically,
but intraoperative diagnosis is difficult due to
rare tumors. Intraoperative diagnosis is thought
to be misdiagnosed in approximately 27% of
cases [14]. Since our patient had a preoperative
diagnosis, full staging surgery was performed.
In preoperatively or intraoperatively confirmed
cases, cytoreductive surgery is the appropriate
treatment opinion [15].

It is often diagnosed in advanced stage
due to preoperative diagnostic difficulties, and
detected incidentally in high stages. The patient
with appendix involvement and carcinoma
infiltration in the omentum and lymph nodes
was diagnosed as FIGO stage 3C in the staging

surgery.
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Adjuvant chemotherapy plays an important
role in the management of primer tubal
carcinoma, usually with platinum-based
combination chemotherapy [16]. A combination
of carboplatin paclitaxel chemotherapy was
started postoperatively and the patient received
6 cycles of chemotherapy regimen.
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