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Abstract

The most common histologic subtype of epithelial ovarian carcinoma is thought to be closely related to fallopian
tube and peritoneal serous carcinoma because of similarities in histology and how it behaves in patients. The fallopian
tubes may be the source of all these carcinomas, according to some experts. In this topic review, these carcinomas will
be discussed as a single clinical entity and referred to as epithelial ovarian carcinoma (EOC) because of the similarities

in their characteristics.

Introduction

The fallopian tube, also known as the oviduct or the uterine tube,
is one of two long, narrow ducts in the abdominal cavity of a female
human that transport the egg from the ovary, where it is produced, to
the central channel (lumen) of the uterus, where it is fertilized. Each
tube is a muscular hollow organ with an external diameter of one
centimeter and an average length of 10 to 14 centimeters. the isthmus,
ampulla, infundibulum, and intramural portion with its associated
fimbriae. There are two openings in each tube: the one closest to the
uterus and the one furthest away, which leads to the abdomen. The
mesosalpinx, a component of the extensive ligament mesentery that
wraps around the fallopian tubes, keeps them in place. The mesovarium,
another component of the broad ligament, holds the ovaries in place.
An egg cell travels from an ovary to a fallopian tube, where it can be
fertilized in the tube's ampulla. Simple columnar epithelium with
hairlike extensions called cilia line the fallopian tubes[1,2]. These
cilia, in conjunction with peristaltic contractions from the muscular
layer, move the fertilized egg (zygote) along the tube. The zygote goes
through cell divisions on its way to the uterus, changing from a zygote
to a blastocyst, an early embryo, ready for implantation . Almost a third
of infertility cases are caused by problems with the fallopian tube. These
include tubal obstructions and inflammation. Structure Each fallopian
tube leaves the uterus at an opening at the uterine horns known as the
proximal tubal opening or proximal ostium. The tubes have an average
length of 10-14 centimeters (3.9-5.5 in), which includes the intramural
part of the tube. A number of tubal pathologies cause damage to the
cilia of the tube, which can impede the movement of the sperm or egg.
The distal tubal openings of the tubes lead into the abdomen and are
located close to the ovaries [3,4].

There are four main sections to the oviduct:

1) he infundibulum, which contains the tubal ostium at its terminal
end

2) The area around the ovary
3) The part that is isthmic and

4) The portion that is found within the uterine wall and is known as
the intramural or interstitial portion. 4 electron micrographs represent
these regions.

There are four components in each tube: The intramural or
interstitial part connects to the narrow isthmus inside the proximal
tubal opening. The narrow isthmus connects to the larger ampulla,
which connects to the infundibulum and its associated fimbriae inside
the distal tubal opening and opens into the peritoneal cavity[5,6].

What are the risk factors for fallopian tube cancer?

The following factors increase the likelihood of developing fallopian
tube cancer:

. Age (more than half of women diagnosed with ovarian or
fallopian tube cancer are over the age of 63).

. Mutations in the BRCA gene that cause breast cancer.
e Either before the age of 12 and before menopause.
Endometriosis

Origin and ethnicity (the most at risk are people from North
America, Northern Europe, and Ashkenazi Judaism).

Breast, ovarian, or fallopian tube cancer history in the family after
menopause, hormone replacement therapy. problems with infertility
or not having any children. conditions that are passed down, like Lynch
syndrome and Peutz-Jeghers syndrome. Obesity, particularly in young
adulthood(7,8].

The intramural or interstitial portion of the fallopian tube is located
within the myometrium, the uterine muscle wall. This is the section of
the tube that crosses the wall of the uterus to connect with the isthmus
that is the narrowest. The intramural portion is one centimeter long,
has a width of 0.7 millimeters, and connects to the ampulla through a
narrow isthmus. The isthmus is a muscular segment of the tube with
a round shape. The isthmus has a length of 3 centimeters and a width
of 1-5 millimeters. It has a lot of secretory cells. Ampulla The ampulla
is the main part of the fallopian tube. The ampulla is the tube's widest
section, measuring 5 cm in length and 1 ¢cm in maximum luminal
diameter. The ampulla is the primary site of fertilization and curves
over the ovary. It has a lot of ciliated epithelial cells. It has a thin wall
and a much folded luminal surface. It opens into the infundibulum.
Infundibulum The infundibulum rests above the ovary and opens into
the abdomen at the distal tubal opening. The fimbriae (singular fimbria)
are a fringe of densely ciliated tissue projections of approximately 1
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mm in width around the distal tubal opening, oriented towards the
ovary. They are attached to the ends of the infundibulum, extending
from its inner circumference, and muscular wall. The cilia beat towards
the fallopian tube of all the fimbriae, one fimbria, At the point when
ovulation is going to happen, the sex chemicals enact the fimbriae,
making them grow with blood, expand, and hit the ovary in a delicate,
clearing movement. The cilia of the fimbriae sweep an oocyte into the
fallopian tube after it is released from the ovary into the peritoneal
cavity [9,10].

Microanatomy
Micrograph of ciliated columnar epithelium of the fallopian tube

At the point when seen under the magnifying instrument, the
fallopian tube has three layers. From external to inward, these are the
serosa, muscularis mucosae, and the mucosa. The furthest covering
layer of serous film is known as the serosa. The serosa is gotten from
the instinctive peritoneum. The muscularis mucosae comprises of an
external ring of smooth muscle organized longitudinally, and a thick
internal round ring of smooth muscle. This layer is liable for the musical
peristaltic constrictions of the fallopian tubes, that with the cilia move
the egg cell towards the uterus.

The deepest mucosa is comprised of a layer of luminal epithelium,
and a fundamental flimsy layer of free connective tissue the lamina
propria. There are three unique cell types in the epithelium. Around
25% of the cells are ciliated columnar cells; Peg cells, which are thought
to be a variant of secretory cells, make up the remaining 60%. The
infundibulum and the ampulla have the most ciliated cells. On these
cells, the formation of cilia is enhanced by estrogen. Peg cells are shorter,
have surface microvilli, and are located between other epithelial cells.
It has also been reported that the mucosa contains immune cells, the
most common of which are CD8+ T-cells. Different cells found are B
lymphocytes, macrophages, NK cells, and dendritic cells [11,12].

The histological highlights of cylinder shift along its length.
Blockage or narrowing If a blocked fallopian tube has affected fertility,
its repair where possible may increase the chances of becoming
pregnant. Tubal obstruction can be proximal, distal, or mid-segmental.
The ampulla's mucosa has an extensive array of complex folds, while the
relatively narrow isthmus has simple mucosal folds. While full testing
of tubal functions is not possible, tubal obstruction is a significant
cause of infertility. However, hysterosalpingography, laparoscopy with
dye, or hystero contrast sonography (HyCoSy) can be used to check
for patency, or whether the tubes are open. A dye like methylene blue
can be injected into the uterus and shown to pass through the tubes
when the cervix is occluded during surgery to check the condition of
the tubes. As tubal sickness is many times connected with Chlamydia
disease, testing for Chlamydia antibodies has turned into a savvy
evaluating gadget for tubal pathology [13,14].

When a fertilized egg implants itself outside of the womb, typically
in one of the fallopian tubes, this is known as an ectopic pregnancy.
The tubes that connect the ovaries to the womb are called the fallopian
tubes. If an egg gets stuck in them, it won't grow into a baby, and if the
pregnancy goes on, your health may be at risk [15,16].

Unfortunately, the pregnancy cannot be saved. It normally must
be eliminated utilizing medication or an activity. Ectopic pregnancies
account for roughly one in every 90 births in the UK. This amounts
to roughly 11,000 births annually. An ectopic pregnancy may only
be discovered during a routine pregnancy scan and does not always
result in symptoms. When you do experience symptoms, they typically
appear between the fourth and twelveth weeks of pregnancy.

The following are examples of symptoms:

a missed period and other pregnancy-related symptoms tummy
pain on one side of the body vaginal bleeding or a brown, watery
discharge pain at the shoulder's tip discomfort when peeing or pooping

Stage 1: One or both fallopian tubes can be affected by cancer.

Stage 2: A fallopian tube and the surrounding pelvic tissues are
affected by cancer.

Stage 3: Cancer has reached lymph nodes or organs outside of the
pelvic area.

Stage 4: Disease influences the liver or far off organs like the lungs
or mind.

Rubin's test

It is a diagnostic method for determining whether a woman's
fallopian tubes are blocked. The eggs move from the ovaries to the
uterus via the fallopian tubes, which are short, hollow structures on
each side of the uterus.) The test is useful in making sense of specific
occurrences of female barrenness. Through the fallopian tubes, carbon
dioxide is introduced into the uterus. If the tubes are not occluded
(positive test), the gas escapes into the abdominal cavity, resulting in
referred shoulder pain. X-ray or fluoroscopy may also be used to show
the gas in the abdomen. Most of the time, the insufflation is done at
a gas pressure of less than 120 mm of mercury. If the tubes are clear,
the reading from the manometer drops to 100 or less; If the number
is between 120 and 130, there probably is some restriction; If it rises
above 200, it indicates that the tubes are blocked.

Conclusion Cervical cancer is still the third most common
gynecologic cancer in the United States, accounting for 0.8% of all
new cases . The SEER registry reported 7.7 new cases of cervical cancer
per 100,000 women per year between 2008 and 2012 . Importantly,
improved Pap smear screening programs have significantly reduced
the number of new cases of cervical cancer over the past decade.
However, not all histologic subtypes of cervical cancer exhibit this
significant trend. With the introduction of Pap testing, the rate of
squamous cell carcinoma has steadily decreased, but the incidence
of adenocarcinoma and adenocarcinoma in situ (AIS) appears to be
rising . Adenocarcinoma, in particular, appears to be more prevalent in
younger women. This trend may be explained by a number of factors,
including the difficulty of Pap smear diagnosis of glandular lesions
and other etiologic factors like nulliparity, obesity, and changes in oral
contraceptive use.
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