
Involvement of the fallopian tubes by cervical 
cancer has rarely been documented. The application 
of the sectioning and extensively examining the fim-
briated end protocol has allowed us to increase our 
knowledge about fallopian tube tumors. As primary 
tumors, we know that approximately 80% of high-
grade serous carcinomas of the ovary or peritoneum 
originate from the fimbrial end of the fallopian tube.1 
Of course, when a tumor is seen in the fallopian 
tubes, gynecological and non-gynecological metas-
tases must be excluded. 

This report outlines the scenario of a 56-year-old 
female who has been diagnosed with cervical adeno-
carcinoma linked to human papillomavirus (HPV), 
demonstrating infiltration into the left fallopian tube. 
Fallopian tube involvement by cervical adenocarci-
noma is extremely rare and yet has unknown effects 

on patient outcomes. This case may indicate the im-
portance of more comprehensive adnexal sampling 
and may increase our knowledge and experience on 
this subject by leading to similar cases. 

 CASE REPORT 
A 56-year-old woman presented with abnormal 

bleeding to the gynecology outpatient clinic. In phys-
ical examination, a nodular lesion was seen in the 
cervix. Abnormal cells were observed in the Pap 
smear test. Endocervical adenocarcinoma was diag-
nosed in the cervical biopsy and endocervical curet-
tage sample. Positron emission tomography/ 
computed tomography revealed a focal hyperme-
tabolic focus in the cervix and no metastatic disease 
was detected. The patient was informed and an in-
formed consent form was obtained. The patient un-
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derwent radical hysterectomy, bilateral salpingo-
oophorectomy, and bilateral pelvic lymph node dis-
section and was referred to the pathology clinic for 
further examination.  

Grossly, a gray-white nodular lesion measuring 
2.1x1.8 cm was observed on the cervix (Figure 1). 
The uterine cavity was observed to have a normal ap-
pearance with a thickness of 0.3 cm. Bilateral fallop-
ian tubes and ovaries appeared grossly normal. In the 
thin sections made on the bilateral fallopian tubes, a 
dirty white area was noticed in the left fallopian tube 
and sampled. 

In histologic examination, well-differentiated, 
neoplastic gland proliferation was observed with 
desmoplastic stroma in cervix sections (Figure 2). 
Lymphovascular invasion was identified, The tumor 
was evaluated as silva pattern B. The depth of inva-
sion was 16 mm and the horizontal spread was 18 

mm. Perinoral invasion was not identified. In situ 
adenocarcinoma and high-grade squamous intraep-
ithelial lesion were observed around the tumor area. 
A tumor with the same morphology was also seen in 
the isthmus and left fallopian tube. With additional 
sampling performed afterward, all fallopian tubes and 
endometrium were sampled. In additional samples, a 
tumor with the same morphology was observed in 1 
more microscopic area in the left fallopian tube (Fig-
ure 3, Figure 4). There was no tumor in the en-
dometrium, ovaries, parametrium, and 18 regional 
lymph nodes. 

On immunostaining, the tumor cells from the 
cervix were diffusely positive for CK7, focally posi-
tive for p16 and CEA, and negative for ER, PR, and 
p53. The immunohistochemistry from the left fallop-

FIGURE 1: Macroscopic appearance of cervical lesion.

FIGURE 2: Well-differentiated neoplastic gland formation in desmoplastic stroma 
in cervix (H&E, x20).

FIGURE 3: The fallopian tube mucosa involvement with cervix adenocarcinoma 
(H&E, x20).

FIGURE 4: A different area of fallopian tube mucosa (H&E, x20).
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ian tube was positive for p16, CEA, focally positive 
for PAX-8 and negative for CK20, CDX2, Gata-3, 
WT-1, Vimentin, ER, and PR. (Figure 5, Figure 6). 
Cervical and left fallopian tubal tissues were exam-
ined using the HPV-DNA molecular method. Eight 
10 µm sections were made from paraffin tissue. The 
sections were sterilely placed in a 2 mL Eppendorf 
tube, removed from paraffin, and DNA isolation was 
performed and evaluated using a real time PCR de-
vice. HPV DNA 16 positive was detected in both 
cases. The histopathologic and immunostaining pat-
tern supported the diagnosis of HPV-associated cer-
vical adenocarcinoma with the involvement of the left 
fallopian tube. 

 DISCUSSION 
Although the rate of cervical cancer is declining, the 
global burden remains high with over 600,000 new 
diagnoses every year.2 Despite of decreasing inci-
dence of the most common subtype, squamous cell 
carcinoma (SCC), the second most common subtype, 
cervical adenocarcinoma continues to rise, account-
ing for 20% to 25% of all cases.3 In the last years, 
there have been significant changes to the histopatho-
logic classification of cervical adenocarcinoma. In 
2018, the classification of endocervical adenocarci-
noma was revised to include 2 major subtypes: HPV-
associated and non-HPV-associated or 
HPV-independent and this classification system was 
adopted by the World Health Organization in 2020.4 
Another new development is the Silva pattern. The 
Silva classification is based on the presence or ab-
sence of destructive stromal infiltration, the extent of 
destructive stromal infiltration (if present), the pres-
ence or absence of LVI, and the grading of cytologic 
atypia.5 Studies have found that this classification is 
important in detecting lymph node metastases and re-
currences. While no recurrence or lymph node metas-
tasis was observed in Silva Pattern A, patterns B and 
C also found lymph node metastases and recurrences 
at different rates.5 

Only a few cases of cervical cancer involving the 
upper genital tract have been reported in the litera-
ture. We know that cervical cancer affects the ovaries 
beyond just the fallopian tubes. Reyes et al. analyzed 
20 cases of cervical cancer with secondary involve-
ment, SCC involved the ovary and fallopian tube in 
4 and 6 cases, whereas adenocarcinoma involved the 
ovary in 4 and the fallopian tube in 8 cases (In their 
analysis, adenocarcinomas in the ovary grew from 
small nodules) to confluent, expansile growth, 
whereas in the fallopian tubes, adenocarcinomas fre-
quently showed mucosal colonization, with all mi-
croscopic dimensions ranging from 0.1 to 0.4 cm, 
mimicking the primary Sexual fallopian tube pro-
cess.6 

Deel et al. presented a case of a 50 year old 
woman who was diagnosed with stage IB1 well dif-
ferentiated endocervical adenocarcinoma with sur-
face extension to the endometrium and fallopian 

FIGURE 5: p16 immunostaining in tumoral tubal mucosa.

FIGURE 6: CEA immunostaining in tumoral tubal mucosa.
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tube.7 But differently, in our case, tumoral involve-
ment was not observed even though the whole en-
dometrium was sampled. 

To avoid pitfalls, analysis of histological and im-
munohistochemical features is crucial to distinguish 
endocervical cancer metastases from primary fallop-
ian tube malignancies. Immunohistochemistry and 
molecular analysis of HPV DNA can help identify 
the primary source of malignancy. While wild-type 
p53 staining is expected in endocervical adenocarci-
nomas, serous fallopian tube intraepithelial carci-
noma (STIC) exhibits a Mutant-type p53 expression 
(With aberrant or null pattern). 

While molecular HPV-DNA positivity is in 
favor of HPV-associated endocervical adenocarci-
noma, HPV positivity is not an expected finding in 
serous tubal intraepithelial carcinomas (STIC). Posi-
tive WT-1 immunostaining also supports serous fal-
lopian tube tumors.8 Unfortunately, p16 does not 
contribute to this differentiation. 

Non-gynecological tumor metastases, which can 
present with mucosal involvement and mimic pri-
mary fallopian tube carcinomas, should also be ex-
cluded using immunohistochemistry and molecular 
HPV-DNA method. 

Increasingly, we are encountering larger fallop-
ian tube samples that demonstrate the possible fal-
lopian tube origin of high-grade serous ovarian 
cancer. It is expected that we will see more fallopian 
tube tumors, both metastatic and primary. Therefore, 
the distinction between metastases and primary 
metastases is becoming increasingly important.9 

Due to recent developments, tumors localized to 
the cervix involving the fallopian tubes represent 
stage M1 disease in the AJCC (involving the fallop-
ian tubes and/or ovaries) but are stage I in Figo (or-
gans located in the pelvis itself).10 

In conclusion, the involvement of the upper 
genital tract in cervical cancer is still an uncommon 
occurrence, and more information and a larger 
number of cases are needed to determine diagnos-
tic value. 
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