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DIAGNOSIS AND PATHOLOGY

Symptoms % of pts

Abdominal
pain+palpable pelvic-

abdominal mass 
85%

Acute abdominal pain 
caused by rupture, 

hemorrhage, or
torsion

10%

Abdominal distention 35%

Fever 10%

Ascites 10%

Vaginal bleeding 10%

LARGE 
TUMOR SIZE 

+ YOUNG 
PATIENT AGE

• Alotaibi et al, 2010: all solid tumors were 
immature teratomas at US

• Benign cystic teratomas are more 
commonly cystic (77% vs 18%) and smaller
(7.7 vs 16.9 cm; p < 0.001)

IMAGING

Evaluation of Extra-ovarian Disease
 CT or MRI of chest
 MRI of the brain if supradiaphragmatic

disease or choriocarcinoma



DIAGNOSIS AND PATHOLOGY

Markers may suggest individual tumor subtypes
LDH and CA-125 can be 
elevated but nonspecific:
useful during FUP

“Diagnostic work-up should include pelvic US, abdomino-pelvic CT scan, chest 
X-ray and PET scan in selected cases (GCTs) [III, B]”.



SURGICAL STAGING (PERITONEAL)

• Yolk sac is predictor for survival
• OS 96.8% and 88.7% surgically 

staged/incomplete staged arm
• OS 93.8% and 94.1% in standard 

treatment and surveillance arm



Unilateral salpingo-
oophorectomy with 
preservation of the 

contralateral ovary and 
the uterus is now 
considered as the 
standard surgical 

treatment for young 
patients with GCTs

SURGICAL MANAGEMENT

Systematic ovarian biopsy is not necessary when the 
contralateral ovary is macroscopically normal [III, A].

In postmenopausal women and in 
patients with

advanced-stage disease or with 
bilateral ovarian involvement,

abdominal hysterectomy and bilateral 
salpingo-oophorectomy

could be carried out with careful 
surgical staging

NON-FERTILITY SPARNG FERTILITY SPARNG (also in advanced disease)



3 RECURRENCES
1) None of them was

completely stage
2) None of them had

received adjuvant
treatment

Only 5 pts completely staged (19.6%) 



Management of early stage
Disgerminoma

 Stage IA Disgerminoma should be treated with surgery
alone

 The recurrence rate is relatively low (15%-25%)

 Patients can be successfully treated at the time of
relapse with a high likelihood of cure

Adjuvant chemotherapy in stage IB-IC is
recommended, but active surveillance can be an 

option if patients are properly staged



Management of early stage
Immature Teratoma

Patients with stage IA G1 immature teratoma 
do not require further chemotherapy after

complete surgical staging

The need for adjuvant CT in stage IA G2-G3, 
properly staged and with negative 

postoperative tumor biomarkers is still
controversial and active surveillance can be 

proposed



Management of early stage
Immature Teratoma



Management of early stage
Yolk sac tumor

Adjuvant chemo is the standard of care in all
stage Yolk Sac tumors, but in stage IA-IB 

surveillance in an option in properly staged
patients with negative postoperative tumor

markers



ESMO guidelines, 2018

Active surveillance

Surveillance schedule involving clinical examination, abdomen-pelvic sonography and tumour
markers, with a gradual increase of the interval between clinical appointments



Management of advanced stage

 Fertility-sparing surgery should be considered also in 
advanced stages

 Platinum-based regimens are the treatment of choice

BEP (Bleomicin/Etoposide/Cisplatin)
Is the most used regimen!

Optimal number of cycles of BEP has not been established in RCT. 
Reccommendations:

• 4 cycles of BEP for advanced disease (only 3 with bleomicin for lung toxicity)

• 3 cycles of BEP for completely resected/stage I tumors might be an option



Management of recurrent disease

 Most patients are cured; few patients relapse-most relapses occur within 24 months
 Data for salvage therapy are scarce, extrapolated from the experience in testis cancer
 Most important prognostic factor: resistance to platinum

Recurrence < 4-6 weeks: platinum resistant (long term survival ~5-15%)
Recurrence > 4-6 weeks: platinum sensitive (long term survival >50% with reintroduction of platinum based CT)

CISPLATIN RESISTANT PATIENT CISPLATIN SENSITIVE PATIENT

• Vincristine/actinomycin D/cyclophosphamide
• Paclitaxel/gemcitabine 

• Gemcitabine/ oxaliplatin

• Ifosfamide/platinum (IP) +/-paclitaxel
OR 

• vinblastine/ifosfamide/cisplatin (VeIP) and 
cisplatin/vinblastine/ bleomycin (PVB) 



7/13 pts achieved CR
4 pts disease free at 12, 22, 120 and 270 months

13 patients treated with Carboplatin 700mg/m2 and 
etoposide 750mg/m2 intravenously (i.v.) daily for 3 
consecutive days followed by stem cell infusion

Management of recurrent disease: High dose CT with stem cell rescue might be an option



Shah R, Gynecol Oncol, 2018

Carboplatin as an alternative

126 patients treated:
- 56 pts received carboplatin-based CT
- 70 pts received cisplatin-based CT

Carboplatin-based regimen in the frontline treatment of all patients with 
advanced-stage disgerminoma minimizes treatment-related toxicity



The role of secondary cytoreductive surgery for pts with recurrent or progressive
GCT remains controversial

A. “Any resectable residual disease should be removed, 
particularly if normal serum marker after adjuvant therapy and 
for immature teratoma”

A. Unlike males, females who have a relapse with malignant 
disease after primary ChT for GCTs have a poor prognosis

The role of SECONDARY SURGERY

However…



Conclusions

• MOGCT are rare tumours, usually occurring in young women, with an excellent
prognosis. 

• Fertility sparing surgery should be considered for all patients who desire to retain
fertility, regardless the stage of disease. 

• Major cytoreductive surgery is usually limited to those patients with residual
disease after chemotherapy. 

• Close surveillance is increasingly being offered to patients with properly staged
stage 1 disease and negative postoperative biomarkers

• BEP chemotherapy is the most commonly used chemotherapy regimen
• Patients relapsing after chemotherapy remain a major challenge, as they have

lower cure rates than their male counterparts. 


