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ABSTRACT

Placental site trophoblastic tumor (PSTT) is a highly rare form of gestational trophoblastic diseases that
arise from intermediate trophoblastic cells. By presenting this case, we aimed to review the treatment

and diagnosis, approach to PSTT.

A 31-year-old (G2P1A1L1) patient had abnormal vaginal bleeding. Serum 3-HCG was 5.82 mlU/ml and
the transvaginal USG detected a polypoid mass in uterine cavity. Probe curettage was performed.
Histopathologic specimens were confirmed as PSTT. No metastasis was detected. A total abdominal

hysterectomy was performed.

PSTT is a rare tumor. In contrast to other trophoblastic tumors, PSTT produces a small amount of [3-
HCG and it is relatively insensitive to chemotherapy. Adjuvant chemotherapy is suggested to follow sur-

gical treatment in the cases with metastasis.
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Introduction

Placental site trophoblastic tumor (PSTT) is the rarest sub-
type of gestational trophoblastic neoplasia (GTN), character-
ized histologically by intermediate cytotrophoblasts (1). It ac-
counts for almost 1-2% of GTNs with an approximate inci-
dence of 1/100.000 pregnancies. Its mortality rate is 25% (2).
Approximately 200 cases of PSTT have been reported around
the world (3). Typically, it occurs in women of reproductive
age and may occur after any pregnancy (4). Although a ma-
jority of GTNs are extremely sensitive to chemotherapy,
PSTT is relatively resistant to it (5). The purpose of this study
was to present a 31-year-old case that presented to our clinic
with complaints of irregular vaginal bleeding and was diag-
nosed with PSTT as a result of tests and examinations that
were performed.
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Case Report

A 3l-year-old case (G2P1AI1L1 -Gravida 2, Parity 1,
Abortion 1, and Living Children 1) presented to our clinic
with irregular vaginal bleeding that was going on for the last
45 days. The patient had a history of spontaneous abortion 15
months ago at about 6 weeks’ gestation.

Gynecological examination showed that the patient had an
enlarged soft uterus of about 10 weeks’ gestation size. Adnexa
were found to be normal by bilateral palpation. Speculum ex-
amination showed vaginal bleeding in the form of ooze.
Serum B-HCG level was 5.82 mIU/mL, and USG scan showed
a polypoid structure, irregular in counter and approximately
3x3 cm in size, extending from the posterior wall of the uterus
to the cavity. Bilateral ovaries were normal. There was no sign
of ectopic pregnancy in the adnexa. There was no free fluid in
the pouch of Douglas, either. Probe-guided curettage was per-
formed in the patient due to abnormal uterine bleeding.
Histopathologically, the curettage specimen was interpreted as
PSTT.

Thoracic and abdominopelvic CT scan showed no sign of
metastasis. Ovary-sparing total abdominal hysterectomy was
performed in the patient. Exploration showed that the patient
had an enlarged soft uterus of about 10 weeks’ gestation size.
On the other hand, uterus serosa, bilateral fallopian tubes and
ovaries were all normal.

Histopathological examination of the uterine specimen
showed a soft yellow-brown lesion with an irregular contour
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extending from posterior wall of the uterus to the cavity. The
lesion was 3x3x2 cm in size and 0,7 cm away from the uter-
ine serosa (Figure 1). Examination of the endometrial tissue
specimen showed tumoral lesions formed by an atypical pleo-
morphic population of intermediate trophoblastic cells some
of which were giant cells penetrating the myometrial muscle
fibers and walls of vascular structures. There were several foci
of fibrinoid necrosis in the vascular structures (Figure 2).
Immunohistochemical examination showed focal positivity
for B-HCG and some other areas. Ki-67 proliferation index
was 10-15%.

Figure 2: Intermediate trophoblasts with dense eosinophilic
cytoplasm and tumor showing extracellular fibrinoid changes
(H&E stain, x200)

The patient, whose postoperative B-HCG level was 1.39
mlU/ml, was not administered postoperative chemotherapy as
the tumor did not reach the uterine serosa and there was no
sign of metastasis.

Discussion

Placental site trophoblastic tumor (PSTT) was first de-
scribed by Scully and Young in 1981. It was considered to be

potentially a malignant neoplasm arising from intermediate
trophoblasts (6).

PSTT, which is a very rare subtype of GTN, usually occurs
in women of reproductive age. It is rarer in advanced ages.
Only 10 postmenopausal cases of PSTT have been reported in
the literature. Its pathogenesis is not clearly known; however,
it has been reported to follow usually normal term pregnancies
and occasionally abortions, GTH, still births and even ectopic
pregnancies (7).

The clinical presentation of PSTT is non-specific, which
may make the diagnosis difficult. Patients with PSTT usually
present with complaints of irregular vaginal bleeding or men-
orrhagia after an amenorrhea period. On gynecological exam-
ination, uterus is usually enlarged in these patients. In addi-
tion, serum B-hCG level is either normal or slightly elevated
and is not proportional to the tumor load. Ultrasonography
findings are not specific, and final diagnosis requires histolog-
ical and immunohistochemical studies (8).

It is difficult to predict the clinical course of PSTT. A ma-
jority of patients with PSTT do not have metastasis and can be
treated simply by curettage. However, at least 15-20% of pa-
tients with PSTT die of widespread metastasis despite inten-
sive multimodal therapy. It mainly metastasizes to the lungs;
however, metastasis to the brain, vagina, lymph nodes, liver,
kidneys, stomach and spleen has also been reported (9).

Hysterectomy is the standard treatment in patients with
PSTT. Preserving the ovaries is important in young women
(8). There are several recent studies reporting successful
preservation of ovaries in patients with PSTT (10). PSTT has
lower sensitivity to chemotherapy compared to other GTNs
(11). Postoperative adjuvant chemotherapy may be required in
high risk patients. Adverse prognostic factors are as follows:
1- metastasis outside the uterus, 2- at least 2 years of interval
between the last pregnancy and the diagnosis of PSTT 3- his-
tological high-grade disease characteristics such as extensive
tumor cell necrosis, nuclear atypia, high mitotic count (>5/10
HPF) and high Ki67 proliferation index, and 4-40 years of age
and above (2). The most important one is the metastasis out-
side the uterus. Prognosis is good in patients with PSTT that
is confined to the uterus; however, mortality can be as high as
25% in patients with PSTT that extends outside the uterus (8).
We performed ovary-sparing total hysterectomy in our patient
as she was younger than 40 years, and her disease did not ex-
tend outside the uterus or demonstrate histological high grade
characteristics. The patient received no postoperative
chemotherapy, and 1 year follow-up showed no recurrence.

In summary, PSTT is a rare tumor. In contrast to other tro-
phoblastic tumors, PSTT produces a small amount of -HCG
and it is relatively insensitive to chemotherapy (1,7). There is
still a lack of consensus in the literature on the key prognostic
factors for PSTT, although the time interval since preceding



pregnancy seems to be the most significant independent pre-
dictor of survival, with longer times correlating with worst
prognoses (12).
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