
Placental site trophoblastic tumour and 

epithelioid trophoblastic tumour

Dr Mojgan Karimi-Zarchi

Gynecologist Oncologist,Iran University 

of Medical Sciences 2022

Best Practice & Research Clinical Obstetrics & Gynaecology
Volume 74, July 2021, Pages 131-148

https://www.sciencedirect.com/science/journal/15216934
https://www.sciencedirect.com/science/journal/15216934/74/supp/C








FIGO REQUIREMENT FOR MAKING DIAGNOSIS 
OF GTN

1. Four values or more of plateaue hCG over at 
least 3 weeks: days 1, 7, 14 and 21.

2. A rise of hCG of 10% or greater for 3 values or 
more over at least 2 weeks: days 1, 7, and 14.

3. Histologic diagnosis of choriocarcinoma.
4. Persistence of hCG beyond 6 months after 

mole evacuation.



ANATOMIC FIGO STAGING SYSTEM FOR GTN (2000)

Stag
e

Criteria

I. Disease confined to the uterus

II. Disease outside of uterus but is 
limited to the genital structures

III. Disease extends to the lungs with 
or without known genital tract 
involvement

IV. All other metastatic sites



FIGO prognostic score (2000)                                                    
O 1 2 4

Age (years) <39 >39

Antecedent 
pregnancy

Hydatidi form 
mole

Abortion Term 
pregnancy

Interval from index 
pregnancy, months

< 4 4-6 7-12 > 12

Pretreatment hCG 
(mlU/ml)

< 103 103-104 > 104-105 > 105

Largest tumour size, 
including uterus

3-4 cm 5 cm

Site of metastases Spleen, 

kidney

GI tract Brain, liver

Previous failed 
chemotherapy

Single Two or more 

drugs

Low risk (Score 0-6) and high risk (score> 7)





Placental Site Trophoblastic Tumor (PSTT):

 it is rare slow growing tumor

 Women mainly presents with menstrual irregularities & lower abdominal pain, 
galactorrhea due to hyperprolactinemia increased h PL

 Little or no h CG is produced ( Free B hCG fragment )

 Rarely  presents as nephrotic syndrome, hematuria or DIC

 Spread is late local Infiltration & metastasis is  through lymphatic

 Microscopically:  In the normal placenta it is distinct from villous trophoblast & 
infiltrates the decidua, myometrium, &  spiral arteries.

 Mainly from intermediate trophoblast derived fm cytotrophoblast





















Is there benefit for molecular 

feature/transcriptome sequencing in 

diagnosis of PSTT&ETT?

 ETT showed various altered signaling pathways, including PI3K-Akt-mTOR, 

with frequent loss of PTEN protein expression. 

 PSTT showed an overexpressed gene cluster associated with muscle 

contraction and G protein-coupled receptor activity.

 In tumor-infiltrating immune cell profiles, CD4 memory T cell and 

macrophage signature were relatively high in ETT and PSTT

https://www.sciencedirect.com/topics/medicine-and-dentistry/signal-transduction
https://www.sciencedirect.com/topics/medicine-and-dentistry/protein-expression
https://www.sciencedirect.com/topics/medicine-and-dentistry/memory-t-cell


Highlights for diagnosis and management
1-Their diagnosis is complicated and lacks specific and sensitive tumour markers. 

2-They are slow-growing tumours and can occur months to years after any type of 

antecedent pregnancy. 

3-The primary treatment for localised disease is hysterectomy. However, extra-

uterine invasion and/or metastasis occur in about one-third of cases and still cause 

death in a small number.

4- Most patients are young; hence, fertility preservation is a consideration. 

5-The major obstacle for prognosis is chemotherapy resistance. 

6-The current understanding of these tumours remains elusive and no randomized 

controlled trials have been done. 

7-Even those centers treating a large number of patients with GTD will infrequently 

manage PSTT/ETT.

8- In this review, we assess progress in the understanding of the disease and discuss four main 
clinical challenges –

A-establishing conformity of practice, 

B-devising a risk-adapted approach to clinical management, 

C-establishing long-term follow-up data and 

D-evaluating therapies for poor prognosis and multi drug-resistant patients.



Highlights continued

 Prognostic factors include stage and interval of ≥48 months since antecedent pregnancy.

 •

 Patients diagnosed at early stage should be treated surgically with adjuvant chemotherapy reserved for 
high risk cases.

 •

 A combination of surgery and chemotherapy is recommended for patients with metastatic disease.

 PSTT and ETT are rare and should be managed at specialist GTD centres.

 •

 Surgery is curative for localised disease, and has a role to play in resecting residual and metastatic disease.

 •

 Adjuvant chemotherapy is recommended for patients with stage I disease and poor prognostic factors.

 •

 Chemotherapy with or without surgery is recommended for stage II-IV disease.

 •

 International collaboration is required to improve knowledge and outcomes.



Epithelioid Trophoblastic Tumor

1- Trophoblastic Tumor (ETT) is an extremely rare potentially 
high-risk Gestational Trophoblastic Neoplasia.

2-This rare tumor develops from chorionic-type intermediate 
trophoblast.

3- The uterus is the main site of involvement, and

4- bleeding and low hCG levels are typical findings.

5- Primary treatment is hysterectomy because this tumor is 
relatively resistant to chemotherapy. 

6-Metastatic disease is common, and combination 
chemotherapy is employed 



Highlights for ETT

 •

 Epithelioid Trophoblastic Tumor (ETT) is an extremely rare potentially high-risk Gestational 
Trophoblastic Neoplasia.

 •

 ETT patients with advanced-stage disease or an interval of ≥48 months since antecedent 
pregnancy have poor outcome.

 •

 A surgical approach is recommended for ETT patients with early-stage disease.

 •

 Surgery and multi-chemotherapy is the preferred treatment modality for ETT patients with 
metastatic disease.

 •

 ETT patients should be treated in a trophoblastic disease center for optimal management.
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