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Many cases of primary carcinoma of the 

fallopian tube have been reported since Orth- 
mann's first description in 1888, but it is a rare 
condition accounting for less than 1 per cent 
of all female genital cancers (Martzloff, 1940). 
During the period January 1945 to November 
1950, 527 cancers of the female genital tract 
were diagnosed in our laboratory and of the 356 
tubes examined, one showed a primary carcinoma 
which we are discussing in this paper because 
of its unusual histological features. Since our 

laboratory undertakes examination of surgical 
pathological and biopsy material from all but 
two of the hospitals in Madras State, the figures 
given above can be regarded as indicating the 
incidence of the disease in this State. These 

figures of course do not take into account the 

proportiofi of the hospital-going people to the 

general mass. 

Clinical history 
A healthy married Hindu female of 50 years, 

who had had one child, complained of progress- 
ively increasing abdominal discomfort, two years 
after menopause. At operation, the uterus was 
of normal size, with three small subserosal 

fibromyomata and the fimbrial end of the right 
fallopian tube showed an oval, smooth and hard 
tumour about the size of a fist. The tube and 
the ovary were removed along with the growth, 
by resection at the isthmus. Examination during 
operation revealed no tumour in the uterus, 
left ovary or fallopian tube. There were no 

pelvic or abdominal metastases. 

Gross specimen 
The specimen received consisted of 5 cm. of 

a slightly tortuous fallopian tube of normal 

thickness, the fimbrial end of which showed an 
oval growth 7.75 cm. X 5 cm. X 3.5 cm. 

(plate I, figure 1). The outer surface of 
the growth was smooth, opaque white and devoid 
of adhesions. It had not ruptured anywhere 
and the abdominal ostium of the tube could not 
be recognized. A sagittal section through it 
revealed its friable and papuliferous character, 
besides haemorrhage and necrosis (plate I, 

figure 2). The tubal wall which surrounded 
the growth completely was 1.5 cm. in thickness 
at the lower pole where tumour infiltration was 
noticeable and 0.25 cm. at the upper pole. A 
probe passed through the tube from the resected 
end was arrested at the site of the commence- 
ment of the growth, where it was markedly- 
constricted and invaginating into the growth. 
Laying the tube open confirmed this feature 
and revealed that there was no extension of the 

growth into other parts. The ovary showed no 
abnormalities. 

Histology 
All sections from different parts of the tube, 

including the resected end and a site 1.5 cm. 
proximal to the growth,. showed features of 
chronic salpingitis. Mural oedema and diffuse 
infiltration with lymphocytes, histiocytes and a 
high proportion of plasma cells were noted. 
The mucosa was denuded in many parts and 
consisted of a single layer of deep-staining 
columnar epithelium in others. None of the 
sections showed extension of the growth. 

Sections from the tumour showed similar 
chronic inflammation in the surrounding tubal 
wall which was thinned out in some parts. The 
most striking feature was the infiltration of the 
wall, deep into the muscular coat, with sheets of 
malignant cells showing numerous mitoses but 
devoid of any pattern (plate I, figure 3). 
Lymphatic emboli were also seen. The growth 
itself showed, besides the papillary and 

papillary alveolar patterns usually described, a 
highly anaplastic pattern in many areas appear- 
ing sarcomatous at first sight (plate I, figures 
4 and 5). In the first pattern, the papilla) 
were covered by as many as nine layers 
of cuboidal epithelium with deep-staining nuclei 
and frequent mitoses, the interspaces between 
papillae showing inflammatory cells, fibrin and 

many cells resembling 
1 

peg 
' cells. In the ana- 

plastic areas the cells were smaller, more 

spherical and staining more deeply than in others. 
Mitoses were more numerous and the scanty 
stroma consisted of delicate connective tissue 
fibrils. 

The ovary which showed corpora albicantes 

and atretic follicles was free from growth. 

Discussion 

Wechsler (1926) reviewing the literature on 

primary carcinoma of the fallopian tube found 
that 18 per cent of growths occurred about the 
50th year and 22 per cent in women who had 

had only one child. Most of the growths des- 
cribed had arisen from the distal two-thirds of 

the tube. The case we have described is very 

similar to these in respect of the age of incidence, 
parity and site of origin, but presents two 

rather unusual histological features : (a) infiltra- 
tion of the tubal wall and (b) a highly anaplastic 
pattern, besides the papillary and alveolar ones 
often described. 



THE INDIAN MEDICAL GAZETTE [Jan., 1952 

Ayrc et al. (1945) and Novak (1947) said that 
a striking difference between primary and 

secondary tubal cancer is the fact that the 

primary almost never invades the tubal wall, 
whereas secondary growths almost always 
invade the tube from without. No explanation 
has however been given as to why infiltration 
of the wall does not occur in the former. We 
feel that although the normal tendency is for 
the growth to spread along the lumen of the 
tube into the uterus or into the peritoneal cavity, 
occlusion of the lumen on either side of the 

growth, following inflammation, would favour 
invasion of the wall. It is significant that in 
this case the tube was constricted and com- 

pletely occluded just proximal to the growth 
and the abdominal ostium was not patent. 
Primary carcinomas of the tube vary in their 

degree of differentiation, but most writers have 
described a papillary and a papillary alveolar 
type. Novak feels that the papillary type is 
the only one and that adhesions between the 

papillary processes produce the alveolar pattern. 
In this case, many parts of the tumour were 

highly anaplastic with numerous mitoses simu- 
lating a sarcoma. It is possible that this 
feature was partly responsible for the infiltration 
of the wall. 

Nurnberger, quoted by Robinson (1936) and 
later Ayre et al., said that the merging of normal 
columnar epithelium of the endosalpinx with 
solid masses of neoplastic cells is the criterion 
needed for the diagnosis of a primary neoplasm. 
We did not observe normal or hyperplastic 
epithelium in any of our sections and hence we 
were unable to see the transition from normal 

endosalpinx through hyperplasia to malignancy. 
We feel that this finding is a useful diagnostic 
aid in early cases, but in advanced ones where 
the growth has assumed considerable dimensions, 
it is doubtful if it can be observed. 

Excessive cestrogenic stimulation and chronic 
inflammation are the two factors largely dis- 
cussed in the aetiology of fallopian tube 
carcinoma. Proliferation of the uterine glands, 
squamous metaplasia and neoplasia have been 
observed in animals following experimental over- 
cestrinization (Allen and Gardner, 1941) and 

persistent hyper-cestrinism in the human seems 
to have a definite role in the aetiology of 
endometrial hyperplasia and cancer. The 

endosalpinx resembles the endometrium in its 

cyclic changes and its hyperplasia in response 
to excessive cestrogenic stimulation is well 

recognized. As such, it is likely that the role 
of hypercestrinism in the aetiology of fallopian 
tube carcinoma and its endometrial counterpart 
is similar. 

The question is often asked why carcinoma of 
the fallopian tube should be rare in comparison 
to its endometrial counterpart, if hyper- 
cestrinism can influence both mucosae in a similar 
manner. It is not surprising that it should be 
so, considering the comparative insignificance of 

the cyclical changes in the tube, but it is worth 
noting that the maximal incidence of tumours 
is in the outer third of the fallopian tube where 
the mucosa is most plentiful and the cyclical 
changes more marked than elsewhere. 
With reference to chronic inflammation, some 

regard it as an important predisposing factor, 
but the great frequency of this lesion in contrast, 
to the rarity of tubal carcinoma would be an 

argument against this assumption. The changes 
in the mucosa and the tubal wall in chronic 

salpingitis are well known, but it is not clear 
how these favour neoplasia. 
We have often observed that where the wall 

has suffered severe damage from abscess forma- 
tion and necrosis, during the acute phase of 

inflammation, pouching occurs in the chronic 

stage, resulting in what may be regarded as 
' micro-diverticula' (plate I, figure 6). It is 

probable that the epithelium in these regions is 

exposed to a higher concentration of cestrogens 
than elsewhere and eventually forms the focus 
of neoplasia. 
We suggest that inflammation and hormonal 

effects are complementary in the aetiology of 
carcinoma of the fallopian tube, the former 

producing structural changes in the organ which 
favour an intensification of the latter. 

Summary 
The incidence of primary carcinoma of the 

fallopian tube, in Madras State, is mentioned. 

A case showing an anaplastic histological 
pattern and unusual infiltration of the tubal wall 
is described. 

Difficulties encountered in the histological 
diagnosis of the condition and factors favouring 
mural invasion are discussed. 

The roles of chronic inflammation and 
hormonal effects in the aetiology of the disease 
are discussed and a suggestion is made that the 
former produces structural alteration in the 

organ which favours an intensification of the 
latter. 

We wish to thank Professor D. Govinda Reddy for 

permission to report this case and Dr. N. S. Venugopal 
for assistance in the preparation of the paper. 

EXPLANATION OF PLATE I 

Fig. '1.?Photograph of specimen, a, the tumour, 
b, fallopian tube and c, ovary. 

Fig. 2.?Photograph of cut surface of tumour. Note its 

papilliferous character. 

Fig. 3.?Photomicrograph of the tubal wall showing 
infiltration with malignant cells. H. and E. X 
160. 

Fig. 4.?Photomicrograph from a part of tumour 

presenting a papillary pattern. H. and E. X 80. 

Fig. 5.?Photomicrograph showing an anaplastic area 

of the tumour. H. and E. X 160. 

Fig. 6.?Photomicrograph to show 'pouching' of the 
tubal wall in chronic salpingitis, a and a' tubal 

wall, b, mucosa on the pouch. H. and E. X 
SO. 
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Fig. 2. Fig. 2. 

Fig. 3. Fig. 3. Fig. 4. Fis. 4. 
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