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A b s t r ac t
Placental site trophoblastic tumor (PSTT) is a very rare type of gestational trophoblastic neoplasm that originates from the placental implantation
site. They occur mainly in women who have a history of abortion, ectopic pregnancy, or molar pregnancy. Here, we report a case of PSTT in
a 35-year-old P6L6 female who presented with complaints of continuous bleeding per vagina and spotting for 8 months and underwent three
times dilatation and evacuation for retained products of conception. The patient underwent exploratory laparotomy but the patient still had a
history of pain abdomen and bleeding per vagina. On biochemical evaluation, the patient had raised beta-hCG levels. Contrast-enhanced computed
tomography scan (CECT) lower abdomen revealed bulky uterus and heterogeneous hemorrhagic areas in the endometrium with right tube ovarian
mass. Endometrial biopsy was done which showed retained gestational tissue and no chorionic villi. Then patient underwent a total abdominal
hysterectomy with bilateral salpingectomy. The final diagnosis of PSTT was made on the basis of the clinical picture and morphological features.
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Introduction
Placental site trophoblastic tumor (PSTT) is a very rare type
of aggressive gestational trophoblastic neoplasm (GTN) that
accounts for 1–2% of all GTNs.1 Its incidence is approximately 1 per
1,00,000 pregnancies.1 It was first described by Kurman and Scully
in 1976 as a trophoblastic pseudotumor. It originates from the
placental implantation site. Approximately 300 cases of PSTT have
been reported as per literature.2 Because of its rarity, the etiology
of PSTT is not yet fully understood.
Placental site trophoblastic tumor differs from another
gestational trophoblastic neoplasm as it produces less amount
of beta-human chorionic gonadotropin. It has slow growth and is
relatively resistant to chemotherapy.3

Case Report
A 35-year-old P6L6 female presented with complaints of continuous
bleeding PV and spotting for 8 months. The patient underwent
three therapeutic dilatation and evacuation for retained products
of conception. The patient underwent exploratory laparotomy but
the patient still had a history of pain abdomen and bleeding per
vagina. On biochemical evaluation, the patient had raised beta–
hCG levels (900 IU/L). CECT of the lower abdomen was done which
revealed bulky uterus and heterogeneous hemorrhagic areas in the
endometrium with right tube ovarian mass. Endometrial biopsy was
done which showed retained gestational tissue and no chorionic
villi. Then patient had undergone a total abdominal hysterectomy
with bilateral salpingectomy (Fig. 1).
On gross examination, hemorrhagic mass was identified
measuring 3.2 x 3.2 x 2.8 cm involving the endometrial cavity
(Fig. 2). Microscopically, intermediate trophoblasts with scattered
multinucleated syncytiotrophoblasts are seen. Tumor cells
are infiltrating the myometrial fibers (Fig. 3). These tumor cells
were usually large and polygonal with irregular vesicular nuclei
and displayed an abundance of dense eosinophilic to
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amphophilic cytoplasm. Abundant extracellular fibrinoid material
was seen on occasion. At places cells appear to replace the vascular
wall (Fig. 4). No mitosis was identified. On the basis of characteristic
morphological features and clinical picture, final diagnosis of PSTT
was made and other trophoblastic tumors were excluded.
pTNM staging was pT1. Now the patient is lost to follow-up.

Discussion
Placental site trophoblastic tumor is a very rare variant of
gestational trophoblastic neoplasm. It is a tumor of intermediate
trophoblasts with malignant potential. Its incidence is
approximately 1 per 1, 00,000 pregnancies.1 It mainly affects
women of childbearing age. It can occur after abortions, normal
pregnancy, ectopic pregnancy, molar pregnancy etc. 4 The
most common symptoms are vaginal bleeding followed by
amenorrhea. The β-hCG serum levels may vary, but they are often
on the lower side than those seen in cases of choriocarcinoma.
The macroscopic examination shows that the tumors have
localized nodules or polypoid tumors protruding into the
uterine cavity. The cut surface is soft and tan and contains areas
of hemorrhage and necrosis. It may also present as masses
infiltrating the myometrium along with indistinct margins. On
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histopathological examination, PSTT consists of proliferating
sheets of intermediate trophoblasts with a prominent
predilection to invade blood vessels. The cells are polygonal with
dense eosinophilic cytoplasm and large atypical nuclei. Neither
syncytiotrophoblasts nor chorionic villi are seen. A characteristic
of tumor growth is diffuse infiltration. Clumps of tumor cells
may invade muscle fibers. In comparison to choriocarcinoma,

tumor cells in PSTT show less necrosis and hemorrhage while
having a tendency to spread through lymphatics. 5,6 The tumor
is confined to the uterine corpus usually and about 10% of
cases are malignant. The standard treatment for patients with
localized PSTT is total abdominal hysterectomy with or without
salpingo-ophorectomy.4 Prognosis depends on the stage of the
primary tumor, the period of time between the last pregnancy

Fig. 1: Hysterectomy specimen: Perioperative photo showing
hemorrhagic mass in the endometrial cavity

Fig. 2: Gross photo showing hemorrhagic mass involving the
endometrial cavity

Fig. 3: H & E, 400x showing proliferation of intermediate trophoblast
cells in between myometrial tissue and causing splitting of muscles

Fig. 4: H and E, 400x showing vascular wall replacement by the
tumor cells

Table 1: FIGO/WHO 2000 scoring system: The total score results from addition of the individual score for each prognostic factor: low risk ≤6;
high risk≥7
Score
Age (years)
Previous pregnancy
Delay between the end of pregnancy and the beginning of
chemotherapy (months)
hCG before the treatment (IU/L)
Metastatic sites
Number of metastasis
Failure of prior chemotherapy

0

1

2

4

<40
Mole
<4

≥40
Abortion
4–7

–
Pregnancy on term
7–13

–
–
>13

<10³
Lung
0

10³–104
Kidney, spleen
1–4

104–105
Bowel
5–8

>105
Brain, liver
>8

–

–

Mono-chemotherapy

Poly-chemotherapy
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Table 2: PSTT should be differentiated from choriocarcinoma and epithelioid trophoblastic tumor (ETT)
Age (years)

Pretreatment hCG(mIU/mL)

Tumor cells

Cytological atypia

Immuno-histochemistry

PSTT

Types of GTN

20–63

<x10³

Implantation site type intermediate trophoblast

++

Choriocarcinoma

29–31

>10x10³

Trimorphic pattern, villous
intermediate trophoblast,
syncytiotrophoblast and cytotrophoblast

+++

Diffuse positivity for hPL
and Mel–CAM, Ki–67 index:
5–10%
Diffuse positivity for hCG,
hPL and HSD3B1,
Ki-67 index: > 90%

ETT

15–48

<3x10³

Chronic type intermediate
trophoblast

+

and onset of disease, the patient’s age and the rate of mitosis,
and on the basis of these parameters FIGO/WHO scoring system
for trophoblastic tumor is done (Table 1). 8,9 As the data is
limited regarding its management and hence prognosis is quiet
unpredictable. Metastasis is seen in about 10–35%of cases. The
brain, liver, and spine were reported sites of distant metastasis as
shown in the study by Hyman et al.7 Extrapulmonary metastasis
is seen in kidneys and adrenal. It is very important to distinguish
it from choriocarcinoma as they are less chemosensitive
and due to the frequency of the tumors, treatment is not well
established (Table 2).
Prognostic factors:
Independent predictors of poorer prognosis are:10
•
•
•

Advanced FIGO stage
Antecedent pregnancy of 48 months or more
Presence of tumor cells with clear cytoplasm

Histological parameters that correlate with prognosis are:11
•
•
•
•

Depth of invasion
Tumor size
Necrosis
High mitosis (>5 per 10 HPF)

C o n c lu s i o n
PSTT is rare variant of GTN. The disease is unique from other GTNs
because of low beta-hCG serum levels, slow growth, late-onset
metastasis, and relative resistance to chemotherapy. The diagnosis
should be considered clinically in patients with persistent
or increased levels of serum beta hCG. Careful microscopic
examination helps in reaching the correct diagnosis. Surgical
treatment has the leading role in treatment, with the combination
of chemotherapy in advanced cases.
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Diffuse positivity for p63,
Ki-67 index: > 10%
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