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ABSTRACT

= —
Although the simultaneous presentation of fallopian tube and ovarian carcinoma is well described, little is known
about a similar phenomenon involving the fallopian tube and endometrium . We present a rare case of synchronous
primary endometrial and bilateral fallopian tubes carcinoma seen in the Department of Pathology at Santokba
Durlabhji Hospital, Jaipur. Fallopian tube tumors that could have represented luminal extension of the endometrial

carcinoma or that represented an unequivocal metastasis to the fallopian tube were excluded.
— —
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Synchronous Tumors

Introduction

The primary fallopian tube carcinoma is a rare gynaecologic
malignancy with the rates reported in the literature ranging
from 0.1 to 1.8% ."" Though mutations of P32 and loss
of heterozygosity at several loci on chromosome 13qplay
a role in the pathogenesis of BRCAI related ovarian and
fallopian tube cancer 1! no such association is documented
for synchronous endometrial carcinoma and fallopian tube
carcinoma. The occurrence of synchronous endometrial
and bilateral fallopian tubes carcinoma is very rare, with
only a few cases documented in literature so far.[*5*

Synchronous multiple tumors of female genital tract are
relatively rare comprising only 1-6% of genital neoplasms.
We present a rare case of a 60 year old postmenopausal
woman operated by radical hysterectomy for endometrial
carcinoma .Fallopian tubes on both sides also showed
endometroid tumor within its lumen, thereby manifesting
synchronous adenocarcinoma-endometroid type in uterus
& bilateral fallopian tubes (with no direct communication
between them).

Case Report

A 60 year old post menopausal female (Parity index —
G2P2L2), presented with the complaints of white discharge
and abdominal pain since 1 year duration. The abdominal
pain was a dull ache in the right lower abdomen, which
radiated to the back. On physical examination her BP was
140/80; her Body Mass Index (BMI) was 35. There was
no history of fever and chills. The abdominal examination
revealed tenderness in the right iliac fossa and there was
no ascites. The general and other systemic examinations
were unremarkable. The per-vaginal examination revealed
aretroverted uterus and tenderness noted in the right fornix
and the left fornix showed motion tenderness.

On investigations, hemoglobin was 7g/dl, total leucocyte
count was 4.6x10° /ul, and platelet count was 1.5lakh/
mm?. Sagittal T2-weighted MRI image showed a tumor
of cervix that extended into the uterine cavity and had
no lateral extension. A pelvic Ultrasound (US) was
conducted reporting a 10-mm endometrial thickening.
Subsequently endometrial biopsy was carried out which
confirmed Invasive adenocarcinoma. Thereafter the patient
underwent total hysterectomy with bilateral adnexa and
bilateral pelvic lymph nodes.

On cutting, uterine canal was dilated & full of growth
measuring 5x3x1.5cms. On microscopic examination it was
diagnosed as moderately differentiated Adenocarcinoma-
Endometroid Type. The growth was superficially
invading the myometrium (less than half the thickness of
myometrium).

[

Fig. 2a: Proximal end of one fallopian tube which is
unremarkable (H &E, 4X). Fig 2b, Proximal end of other
fallopian tube which is unremarkable (H &E, 4X) Fig 2c,
Middle part of one fallopian tube showing endometroid
carcinoma (H &E, 10X) Fig 2d, Middle part of other fallopian
tube showing carcinoma in situ changes (H &E, 10X)

Each fallopian tube was dilated .Serosal surface was
unremarkable.On opening, a well defined nodule
measuring 1x1 and 0.5x1cm is seen in both the tubes.
On microscopic examination, both fallopian tubes
showed tumor with features of endometroid carcinoma
with adjoining epithelium showing carcinoma in situ.
The tumor was superficially invading the muscle layer.
Although the proximal part of both fallopian tubes were
unremarkable. Bilateral ovaries were unremarkable. Both
sided parametrium and vaginal cuff were negative for
the presence of tumor. All lymph nodes showed features
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of reactive hyperplasia and were negative for metastasis.
There was no lymphatic or vascular permeation. Final FIGO
staging for endometrium was stagel A and fallopian tubes
as 1B. Case was opined as Synchronous Adenocarcinoma
- Endometroid type in uterus & bilateral fallopian tubes
(with no direct communication between them)

Discussion

The occurrence of synchronous primary endometrial
and fallopian tube carcinomas is very rare, with only a
few cases documented in the literature.[**7* Patients are
usually postmenopausal, obese and nulliparous.**! The
main symptoms are abdominal pain, vaginal bleeding
and palpable pelvic mass.[*”# In our case, the patient was
postmenopausal and presented with white discharge.

The mechanism of multiple primary cancers is not fully
known, but many hypotheses have been suggested, such as
family history, immunologic and genetic defects, prolonged
exposure to carcinogens, radiation and chemotherapy for
the primary cancer. While the etiology and pathogenesis
of these tumors remain unclear, it has been proposed that
embryologically similar tissues, when simultaneously
subjected to either hormonal influences or carcinogens may
develop synchronous neoplasms in genetically susceptible
individuals.!

Eifel et al suggested that the response of uterine corpus,
fallopian tubes, and ovarian epithelium as a morphological
unit could explain the development of synchronous
endometroid tumors in different components of mullerian
system.l'™'] The theory of “secondary Mullerian system”
proposed that the epithelia of cervix, uterus, fallopian
tubes, ovaries, and peritoneal surface had shared molecular
receptors responding to carcinogenic stimulus leading
to the development of multiple primary malignancies
synchronously®'"". The hypothesis could provide
explanation to synchronous malignancies of similar
histology. The epithelial linings of endometrium, fallopian
tubes, ovaries and peritoneum have molecular receptors (
the so called secondary Mullerian system)responding to
the same carcinogenic stimulus and therefore development
of synchronous primary tumors of similar histology.">!4

A similar phenomenon may also be valid for tubal
endometrioid lesions. Culton et al * published 13 cases of
synchronous independent primary endometrial and tubal
carcinomas.

It is also possible that the synchronous presence of these
cancers is an indicator of an etiologically distinct condition.
[8.16] Perhaps patients have a more fragile genome and prior
genetic damage may predispose them to synchronous
cancers.®1¥ Thus, embryologic, hormonal or other
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phenomena may be associated with the development of

malignancies arising simultaneously in genital tissues.
[6,11,16-19]

The diagnostic criteria for synchronous tumors include
either the detection of similar histological subtypes or all
of the following rules if histologic subtypes are similar;
(1)both tumors confined to primary sites,(2)no direct
extension between tumors, (3) no lymphovascular tumor
emboli, (4) no or only superficial myometrial invasion ,(5)
no distant metastasis.?*-*

In our case, the endometrium and fallopian tube carcinomas
both showed similar histopathology - adenocarcinoma
(endometroid type). However, extension to fallopian tube
from endometrial carcinoma was ruled out considering the
fact that there was no direct extension of the endometrial
tumor to the tube as the proximal part of the fallopian tubes
on both sides was unremarkable histologically, there being
a gap of about 2 cms. There was no serosal involvement
of the fallopian tube. Lesion was arising as a discrete
nodule from the tubal mucosa projecting into the lumen,
distending the lumen and metastasis was ruled out as the
fallopian tube lining and endometrium showed carcinoma
in situ changes. Thus, both were considered as primaries.

Conclusion

Synchronous tumors of bilateral fallopian tubes and
endometrium are very rare. It is very important for a
pathologist to sample extensively all components of
hysterectomy specimen for diagnosis of synchronous
tumors and to confidently identify all tumors as primary
neoplasms. Overall survival and treatment would
vary considerably as multiple primary neoplasms of
endometrium and bilateral fallopian tubes have good
prognosis in terms of survival as compared to single
primary with metastatic disease. The prognosis for these
synchronous early stage tumors is good.

Acknowledgements
The authors declare no conflict of interest.

Funding

None

Competing Interests
None Declared

References

1. Ghosh S, Goyal P, Sehgal S, Shukla P, Kumar A, Singh
S. Journal of Gynecologic Surgery. April 2014, 30(2):
111-113. doi:10.1089/gyn.2013.0075..

2. Barbara MN, Rochelle LG, Kimberly HA, Chris H.
Jokinen, Lauren E. Kernochan, Catherine C. Pizzi.

eISSN: 2349-6983; pISSN: 2394-6466



C-164

Synchronous Tumors

10.

11.

12.

The Molecular Pathogenesis of Hereditary Ovarian
Carcinoma: Alterations in the Tubal Epithelium of
Women with BRCA1 and BRCA2 Mutations. Cancer
2010; 116(22): 5261-5271.

Jongsma APM, Piek JMJ, Zweemer RP, et al
Molecular evidence for putative tumour suppressor
genes on chromosome 13q specific to BRCAL related
ovarian and fallopian tube cancer . J Clin Pathol: Mol
Pathol 2002;55:305-309

Culton LK, Deavers MT, Silva EG, Liu J, Malpica A.
Endometrioid carcinoma simultaneously involving
the uterus and the fallopian tube: a clinicopathologic
study of 13 cases. Am J Surg Pathol 2006; 30:844-9.

Wang H, Xiao SS, Zeng F. Synchronous primary
endometrial and fallopian tube cancers: one case
report. J South Med Univ 2011; 31(12):2093-4.

Eisner RF, Nieberg RK, Berek JS .Synchronous
primary neoplasms of female reproductive tract.
Gynecol Oncol 1989; 33:335.

Baekelandt M, Jorunn Nesbakken A, Kristensen GB,
Trope CG, Abeler VM. Carcinoma of the fallopian
tube. Cancer 2000;89:20-76.

Terzakis E, Androutsopoulos , Grigoriadis C, et al.
Synchronous primary endometrial and fallopian tube
cancers. Eur J Gynaecol Oncol 2010 ; 31(4) : 467-8.
Tong Seo-Yun , Sek Lee Yong,Park Jong Sup, et
al.Clinical analysis of synchronous neoplasms of
female reproductive tract .European Jrnl of Obs and
Gyn and reproductive biology . 2008; 136: 78-82.

L et al.The
cancer.Gynecol

Parazini,La Vechia C,Bocciolone
epidemiology of  endometrial
Oncol.1991;41:1-16

Eifel P, Hendrickson M, Ross J, Ballon S, Martinez A,
Kempson R. Simultaneous presentation of carcinoma
involving the ovary and the uterine corpus. Cancer
1982;50:163-70.

Lauchlan SC. The secondary Mu" llerian system.
Obstet Gynecol Surv 1972;27:133-46.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Sica V, Nola E, Contieri E et al. Estradiol and
progesterone receptors in malignant gastrointestinal
tumors. Cancer Res 1984;44:4670—4.

Chiang YC, Chen CA , Huang CY, Hsieh CY, Cheng
WE. Synchronous primary cancers of the endometrium
and ovary . Int J Gynecol Cancer 2008; 18: 159164

Kambi Deepthi P, Mallikarjuna M N, Santosh CS,
Abhishek V. Synchronous malignancies of ovary,
fallopian tube and cervix- A rare case. Intl J of Biomed
and Adv Research 2013; 4:9.

Herrinton LJ, Voigt LF, Weiss NS, Beresford SA,
Wingo PA. Risk factors for synchronous primary
endometrial and ovarian cancers. Ann Epidemiol
2011;11:529.

Androutsopoulos G, Adonakis G, Tsamantas A, et
al . Synchronous primary cancers in a woman with
scleroderma:a case report.Euro J Gynaecol Oncol
2008 ;29:548.

Palm L, Marcus V, Gilbert L, Chong G, Foulkes WD.
Synchronous occult cancers of the endometrium and
fallopian tube in an MSH2 mutation carrier at time of
prophylactic surgery.Gynecol Oncol 2008;111:575.

Woodruff JD, Solomon D, Sullivant H. Multifocal
disease in the upper genital canal. Obstet Gynecol
1985;65:695.

Ulbright T, Roth L. Metastatic and independent cancers
of the endometrium and ovary: a clinicopathologic
study of 34 cases. Hum Pathol. 1985; 16 :28— 34.

Scully RE, Young RH, Clement PB. Tumors of the
ovary, maldeveloped gonads, fallopian tube, and
broad ligament. Atlas of tumor pathology. Bethesda,
MD: Armed Forces Institute of Pathology. 1998.

Ree YS, Cho SH, Kim SR, et al. Synchronous primary
endometrial and ovarian cancer with three different
histologic patterns: a case report. Int J Gynecol Cancer.
2003, 13, 678-682.

Annals of Pathology and Laboratory Medicine, Vol. 03, No. 03, July - September 2016



