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ABSTRACT

A 38-year-old female presented with a history of progressively enlarging abdominal mass. Abdominal computed tomography
showed a pelvic mass involving both the ovaries and omentum. CA-125 was normal. Staging surgery was performed and the
histopathological diagnosis of Transitional Cell Carcinoma was made and later confirmed by immuno-histochemistry. Transitional
cell carcinoma of the ovary is a rare subtype of epithelial ovarian cancer. Surgical resection is the primary therapeutic approach,

and patient’s outcomes after chemotherapy are better than for other types of ovarian cancers.
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INTRODUCTION

Transitional Cell Carcinoma (TCC) is usually a cancer of the
urothelial tract. Ovary is a rare site for such a tumour. The
pure form of TCC accounts for only 1% of surface epithelial
tumours of ovary.! It is important to recognise such a rare
tumour, because it has a better response to chemotherapy
and patient outcome.

Case Presentation

A 38-year-old woman presented with a one-year history of
abdominal lump and pain. She had lost about 4 kg weight
during the 6 months prior to admission. Physical examination
showed a pelvic mass. Abdominal Computed Tomography
(CT) showed a large solid cystic mass extending from
umbilicus to pelvis. Bilateral ovaries could not be seen
separately. The right-sided mass measured 16.2x10.9 and the
left-sided mass was 12x6 cm. There was no enlargement of
the para-aortic lymph node and the liver and kidneys were
unremarkable. Routine biologic test results were all within
normal ranges. CA-125 level before surgery was within
normal limits. The surgery was done considering a malignant
ovarian tumour and the specimen consisted grossly of 2
solid/cystic masses 14x10x5 and 7x6x4, arising from the
right and left ovary respectively. The omentum also showed a
tumour nodule measuring 8x7x5 cm (Fig. 1). Therefore,
surgical staging procedures including total abdominal
hysterectomy, bilateral salpingo-oophorectomy, infracolic
omentectomy and pelvic lymph node dissection were
performed. Microscopic examination of H and E stained slides
showed malignant transitional epithelial lining of the ovarian
cysts with an undulating diffuse pattern. Mitosis was not
infrequent and areas of necrosis were also seen (Fig. 2).
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The omental nodule and the pelvic lymph nodes also
showed metastatic TCC. The final diagnosis was TCC, ovary
grade III, stage II B (FIGO). Immunohistochemical studies
showed that the tumour was positive for CA-125 (Figure 3),
cytokeratin 7 and negative for CK20. The patient was referred
to higher centre for post-operative chemotherapy and further
management.

Fig. 2: H&E Stained Image of Tumour
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Fig. 3: CA-125 Positive Tumour

DISCUSSION

TCC of the ovary is defined as ovarian tumours presenting
with histologic features similar to those seen in a malignant
Brenner tumour, but lacking the associated benign Brenner
tumour component.! Ovarian TCC arises directly from the
pluripotent surface epithelium of the ovary and from cells
with urothelial potential, rather than from a benign or
proliferative Brenner tumour precursor.! In a study by Silva
et al, focal or diffuse TCC pattern was seen in 88 of 934
ovarian cancers.2 They concluded that the pure form of TCC
accounts for only 1% of surface epithelial tumours, mixed
carcinomas with a minor TCC component comprise 3% and
those with a predominant TCC component make up 5%.2

According to another observation, ovarian TCC typically
showed undulating, diffuse, insular and trabecular growth
patterns.3 The tumour cell nuclei are oblong or round, often
exhibiting nucleoli or longitudinal grooves. The cytoplasm is
often pale and granular, rarely clear or eosinophilic. Also,
poorly differentiated serous cystadenocarcinomas often
mimic high-grade transitional cell carcinoma. But they have a
greater tendency to grow in diffuse masses; when they have a
pattern simulating that of papillary TCCs. It is much more
often caused by the presence of pseudopapillae resulting
from necrosis with dropout of necrotic cellular debris.

TCCs have broad papillae lined by cells, some of which
are recognizable as transitional cells; similar cells form
undulating, thick bands. Scattered microspaces, which are
often numerous also favour a diagnosis of TCC.3
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The immunophenotype of TCC of the ovary is similar to
that of other surface carcinomas of the ovary, but differs from
that of TCC of the bladder.2 In addition, ovarian TCCs are
negative for CK20, Thrombomodulin (TM) and uroplakin III,
which are the antigens that are usually (CK20) or sometimes
(TM and uroplakin III) detected in bladder TCCs. Unlike
bladder TCCs, ovarian TCCs are often positive for vimentin,
CA-125 and Wilms Tumour protein (WT1).3 Ovarian TCCs
also mark strongly for Oestrogen Receptors (ERs), a
characteristic that may help to differentiate these lesions
from papillary urothelial carcinoma metastatic to the ovary.4
TCC of the ovary is reported to be sensitive to cisplatin-based
chemotherapy and advanced-stage ovarian TCC is
significantly more chemosensitive and associated with better
prognosis than poorly differentiated serous carcinoma.25
Thus, it is important to recognise this type of cancer in a
patient of ovarian tumour.

CONCLUSION

Transitional Cell Carcinoma (TCC) of the ovary is a rare
subtype of epithelial ovarian cancer. Surgical resection is the
primary therapeutic approach, and patient outcomes after
chemotherapy are better than for other types of ovarian
cancers.
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