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ABSTRACT
Introduction: Transitional cell carcinoma (TCC) of the ovary 
is a rare and recently recognized variant of epithelial ovarian 
cancer. It has been described as primary ovarian carcinoma 
with definite urothelial features, without benign, metaplastic, 
and/or proliferating Brenner tumor (BT) identified.

Case report: A 60-year-old lady presented with low back pain, 
growing abdominal mass, and loss of weight since 15 days. 
Magnetic resonance imaging (MRI) of abdomen showed a large 
ill-defined heterogeneous lesion with solid and cystic components. 
Beta human chorionic gonadotropin (β-hCG) and carcinoembry-
onic antigen (CEA) levels were raised. Surgery was performed 
and primary TCC of ovary was reported on histopathology.

Conclusion: Recognition of such tumors is important because 
of their rarity, favorable response to chemotherapy, and 
improved patient survival.
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INTRODUCTION 

Transitional cell carcinoma of the ovary is a recently recog-
nized subtype of ovarian surface epithelial cancer, the pure 
form accounting for only 1% of surface epithelial tumors.1 
It has been described as a primary ovarian carcinoma 
arising directly from the pluripotent surface epithelium 
of the ovary and from cells with urothelial potential, with 
definite urothelial features but no benign, metaplastic, 
and/or proliferating BT identified.2-4 Recognition of 

such tumors is important because of its rarity, favorable 
response to chemotherapy, and improved patient survival.

CASE report 

A 60-year-old lady presented with low backache, pain 
abdomen, abdominal mass, and loss of weight for  
15 days. Magnetic resonance imaging of abdomen 
and pelvis showed a large, irregular, lobulated, and 
ill-defined, heterogeneous lesion with solid and cystic 
components. The mass measured 14 × 13 × 12 cm. The 
ovaries could not be seen separately. The mass was seen 
extending up to the anterior abdominal wall, indenting 
the bladder and displacing the rectum. Bladder was 
uninvolved. A radiologic diagnosis of ovarian malig-
nancy was suggested (Fig. 1).
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Figs 1A and B: (A) Coronal; and (B) sagittal planes: TCC of 
ovary. MRI showing a large, irregular, lobulated, and ill-defined 
heterogeneous lesion with solid and cystic components
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Routine biological tests were within normal limits. 
Initial investigation of tumor markers before surgery 
showed serum CA-19.9 (5.2 U/mL; normal, 0–27 U/mL)  
and alfa-fetoprotein levels within normal range (1.16 
IU/mL; normal 0.5–5.5 IU/mL); β-hCG (7.84 mIU/mL;  
normal < 5.3 mIU/mL) and CEA levels (4.9 ng/mL; 
normal < 3.80 ng/mL) were minimally elevated. She 
underwent surgery with a provisional diagnosis of 
malignant ovarian tumor. A small amount of ascites 
(about 100 mL) in the pelvic cavity was found intra-
operatively. Surgical staging procedures including 
total abdominal hysterectomy, bilateral salpingo-
oophorectomy, infracolic omentectomy, and pelvic 
lymph node dissection along with appendicectomy 
were performed.

MORPHOLOGY

Gross 

The right ovarian mass measured 12 × 9 × 6 cm. External 
surface showed capsular breach and papillary excres-
cences. Cut surface was predominantly solid, with cystic 
and necrotic areas. Left ovary was also enlarged, measur-
ing 7.5 × 5.5 × 3 cm. External and cut surfaces showed 
features similar to the right ovary (Fig. 2).

Microscopy 

Microscopy from right ovarian mass showed an infil-
trating malignant neoplasm, composed of pleomorphic 
transitional type epithelium lining thick blunt papil-
lae, with prominent intracystic projections and smooth 
luminal borders (Figs 3 and 4). The cells were also seen 

Fig. 3: The TCC of ovary. Photomicrograph showing transitional-
type epithelium lining thick blunt papillae (hematoxylin and eosin, 4×)

Fig. 4: The TCC of ovary. Photomicrograph showing papillary 
formations of tumor cells within intracystic spaces, with smooth 
luminal borders (hematoxylin and eosin, 4×)

Figs 2A and B: The TCC of ovary. External surface of both ovaries shows capsular breach and papillary excrescences. Cut 
surface was solid with cystic and necrotic areas
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Fig. 5: The TCC of ovary. Photomicrograph showing tumor cells 
with grooved nuclei (arrow; hematoxylin and eosin, 40×)

Figs 6A and B: Photomicrograph shows tumor deposits in fallopian 
tube: (A) Appendix; and (B) (arrows; hematoxylin and eosin, 4×)

arranged in nests and sheets. The tumor cells were round 
to polygonal with clear to granular cytoplasm, large 
vesicular or grooved nuclei with high N:C ratio, coarse 
chromatin, and prominent nucleoli (Fig. 5). Microspaces 
lined by multilayered neoplastic transitional cells were 
seen amidst the solid sheets. There was no BT compo-
nent or prominent stromal calcification. Left ovary, both 
tubes and appendix showed tumor (Fig. 6), with similar 
morphology as described earlier.

DISCUSSION 

Primary TCC of the ovary was first described by Austin 
and Norris in 1987, as a tumor with definite urothelial 
features, but no benign, metaplastic, and/or proliferat-
ing Brenner component.1,5 It is the pure form in 1% and 
predominant element in 5% of ovarian surface epithelial 
carcinomas. The great majority of TCCs occur in 50- to 
70-year-old women.4 Its clinical features are similar to 
other malignant ovarian tumors and are bilateral in 15% 
of cases. 

Differential Diagnosis 

Primary TCC can closely mimic metastatic tumors and 
the two are differentiated on the usual clinical, gross, 
and microscopic criteria. 

Distinguishing primary TCC from other poorly dif-
ferentiated surface epithelial carcinomas in the ovary can 
be a diagnostic dilemma and is mostly done based on 
morphologic criteria: Broad papillae lined by cells, some 
of which may resemble transitional cells, thick undulating 
bands, and microspaces. It lacks the prominent stromal 
calcification characteristic of BTs.5

Immunoprofile 

Recent studies on the comparison of immunopheno-
types between BT and transitional cell tumors of the 
ovary and urothelial carcinoma have yielded conflicting 
results.1,4,6,7 

Transitional cell carcinoma, in general, has an immu-
noprofile similar to other surface epithelial carcinomas 
of ovary. It expresses CK7, but is negative for urothelial 
markers CK13, CK20, or uroplakin III. 

CONCLUSION 

Primary TCC of ovary is a rare and recently described 
subtype of epithelial ovarian tumors. They resemble 
TCC of the urinary bladder on histology, but not in 
immunoprofile. Histopathology remains the first tool 
in their diagnosis and in their distinction from other 
closely related tumors, as in the present case. Surgical 
resection is the primary therapeutic approach. Greater 
chemosensitivity and better 5-year survival rates make 
their recognition relevant for treatment.
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