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Non-Cancerous Conditions Mimicking Gynecologic Malignancies

Tze-Chien Chen, MD, PhD

Some non-cancerous conditions may mimic gynecologic malignancies. Cervical
condyloma, actinomycosis, tuberculosis, syphilis, fibroid, herpes pseudotumor, etc, may
mimic cervical cancer. Ovarian polypoid endometriosis, hyperstimulation, decidualized
endometrioma and luteoma in pregnancy, tuberculosis, actinomycosis, abscess, Meigs
and pseud-Meigs syndromes, adenomatoid tumor, etc, may mimic ovarian cancer.
Tubal pseudocarcinomatous hyperplasia, adenomyoma, ectopic pregnancy, florid cystic
endosalpingiosis, etc, may mimic tubal cancer. Peritoneal disseminated leiomyomatosis,
tuberculosis, actinomycosis, sarcoidosis, florid diffuse peritoneal deciduosis, etc, may mimic
peritoneal carcinomatosis. Pelvic lymph node decidua in pregnancy may mimic lymph
node metastasis in pregnancy. G-CSF induced focal intensive focal FDG uptake may mimic
multiple bone metastasis. Histopathological examination may be the most reliable way to
confirm if it is malignancy or not. However, prudent clinical and image evaluations should
be undertaken before the decision of invasive procedures so as to avoid potentially adverse
clinical outcomes.
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Update on the diagnosis and management of gestational trophoblastic disease
YRk AR B iR RV 2 N A R

Yi-Jen Chen, MD. PhD.

Chairman, Department of Obstetrics and Gynecology, Taipei Veterans General Hospital

Professor, School of Medicine and Institute of Clinical Medicine, National Yang Ming Chiao Tung University,
Taiwan

Chief Operating Room Administration Committee, Taipei Veterans General Hospital

President, Taiwan Association of Gynecology

Gestational trophoblastic disease (GTD) arises from abnormal placenta and is
composed of a spectrum of premalignant to malignant disorders. Current International
Federation of Gynecology and Obstetrics guidelines for making the diagnosis and staging
of gestational trophoblastic neoplasia allow uniformity for reporting results of treatment.
Most women with gestational trophoblastic disease can be successfully managed with
preservation of reproductive function. It is important to manage molar pregnancies
properly to minimize acute complications and to identify gestational trophoblastic
neoplasia promptly. In addition to histology, molecular genetic studies can help in the
diagnostic pathway. Earlier detection of molar pregnancy by ultrasound has resulted in
changes in clinical presentation and decreased morbidity from uterine evacuation. Follow-
up with human chorionic gonadotropin (hCG) is essential for early diagnosis of gestational
trophoblastic neoplasia (GTN). The duration of hCG monitoring varies depending on
histological type and regression rate. Low-risk GTN (FIGO Stages I-III: score <7) is treated
with single-agent chemotherapy but may require additional agents; although scores 5-6
are associated with more drug resistance, overall survival approaches 100%. High-risk GTN
(FIGO Stages II-III: score =7 and Stage V) is treated with multiagent chemotherapy, with or
without adjuvant surgery for excision of resistant foci of disease or radiotherapy for brain
metastases, achieving a survival rate of approximately 90%. Gentle induction chemotherapy
helps reduce early deaths in patients with extensive tumor burden, but late mortality still
occurs from recurrent treatment-resistant tumors. It is important to individualize treatment
based on their risk factors, using less toxic therapy for patients with low-risk disease and
aggressive multiagent therapy for patients with high-risk disease. This review summarizes
the current evaluation and management of gestational trophoblastic disease, including
evacuation of hydatidiform moles, surveillance after evacuation of hydatidiform mole and
the diagnosis and management of gestational trophoblastic neoplasia.

Keywords: choriocarcinoma; epithelioid trophoblastic tumor; gestational trophoblastic
disease; gestational trophoblastic neoplasia; moles; placental site trophoblastic tumor.
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Metformin and women's health ~ Metformin
HEHRIFE L ETRIIE R

Bi Hua Cheng, M.D, Ph.D. Department of OBS&GYN, Taipei City Hospital, Taipei, Taiwan

B 1557 & metformin 58 E 1997 £ FDAZEES - CIREZERANAEERE - &
2 BUMEPRIMAY— AR FHZE - Metformin Z B AAMRIR D MM F#ES) - SR EMN S BILONREIRES -
EUAREMERSEERER - EFWE metformin DB ELEREILT AR, BUAITERAN
NERENAREREZEEER, HAXBEERE - BPHEERE - IE  RELREE - ME - R
ZRENEBETEESD - metformin 2— @AV BB NIEEFBZE - metformin HELZ R AN
M 228 RE (AD) MARERE , B EMZREER ; tARENS O IBINEEIRE D BRI
AR AFEIME - MRNEEARENER - Metformin SB WA KIER - AR&EZR% (TB)
MEikmeERR (COVID-19) Z2IEMKE Z— 5 metformin BR 7 ¥/ O MEERNE=RIFAZ -
BARBINBEMREREXOMR metformin T EERAELE - BB RABMINGELER®L -

41 JAMA TR 202312 BB EZERMARRE . [ 2RHZE L 2 W IRiERwRE | B [ 5 _8E
Fri®Im LR HR | Z 2 metformin FUREEFERRF BN | lRA metformin WA ZBINIERZ
R BB 3E - R, REME AR ERERE - HRFEEEEE  HELA ARV HERER
HIERE , macrosomia BV M HZ2EF R ERFTKEMRH B/ D MBI HA AL R — R4 .

RIGRIEMERAZEE : metformin BRZROVELRSIE (PCOS ) #AZSE—MRAZE - BERIDA
SFTFEREREBAEN - XEREAREUELFHENEED D ; EERE , FERNERENTREFFEE
P AHEENHRRE metformin oIEERBRETZRAMBANNHER - I BBV ERTIER,
TR ORISR ENSEY - BSAEVR ;metformin AKX SHEERSUY - 25 MHEK
o femim OO MEERRIRRER , MEENRENREMEER - 8L GLP-1A ZYHWE,
ARESSIEZBEEENR TR EAEMITA M B12 MIBINEAERNE DS - metformin ¥
BEAEKREEEEZCEBERZE—RASHAZ - TREBEBTH Metformin FEET K. .
SN ERERE  BEHEREFSABEEMEMIIRELRE - metformin INEREEE Z 8 H
=2RRENMEMYRERS .

MEMS - metformin ERZERPHAEEEAEERMALE - &£ PCOS JAE ~ FLAREM
FERNEEZERIEE  FERNREWERETASUREFHLOMERRBE - BHHEZE
IRERRERPRIDES - BERBEREMS metformin BB EERE Z2—  TUEMNK
ERUNERBENDR - RIOFEZHDEERMFEEIRE metformin bR ¥ B —RIERBHZE - @8H
SRR  BEPZENEREZS - (2 metformin kR 7 o] LIEE AR R BB MIEHE K
REEFERINEE - IR BENBRERZEER T - JH8RIH metformin HEIR X 2
RHNERETRS  ARAKER - £ metformin 2 - -4 -

Peferneces: Metformin: new applications for an old drug. Naseri et al. 2023 J Basic Clin Physiol Pharmacol
Metformin, a biologic and synthetic overview. Edson D et al. 2023 Bloorg. Med. Chem. Let.
Metformin Plus Insulin for Preexisting Diabetes or Gestational Diabetes in Early Pregnancy. The MOMPOD Randomized

Clinical Trial. Boggess et al. 2023 JAMA
Progestin plus metformin improves outcomes in patients with endometrial hyperplasia and early endometrial cancer more
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Ovarian Hyperstimulation Syndrome (OHSS) represents a critical complication that IVF (in
vitro fertilization) treatments strive to avoid. Amid societal shifts leading to higher maternal
ages at childbirth in economically advanced nations, the demand for IVF has surged, with
such procedures now accounting for nearly 6% of all births in our country. This statistic
underscores the necessity of paying special attention to the complications.

Recent advancements in cryopreservation technology, the utilization of Antagonists,
and the growing implementation of the Freeze-All Policy have significantly contributed to
a decline in severe OHSS cases. These observations, drawn from international IVF registries,
underscore the importance of evolving prevention strategies to mitigate IVF-associated risks
effectively.

This presentation delves into a comprehensive exploration of OHSS, focusing on risk
factors, prevention methodologies, and the OHSS's implications on pregnancy outcomes,
maternal health, and the birth outcomes. Factors increasing OHSS risk include a high egg
retrieval count, younger maternal age, a history of Polycystic Ovary Syndrome (PCOS),
previous OHSS occurrences, and undergoing embryo implantation.

Moreover, this talk will present unpublished preliminary findings from the Taiwan IVF
Registry, analyzing hospital treatments for OHSS after ovarian stimulation. This includes an in-
depth look at risk factors, short-term and long-term impacts, aiming to foster a rich discussion
and encourage further investigation among peers with a vested interest in reproductive
medicine.

By synthesizing two decades of international research on OHSS, the presentation aims
to enhance understanding, improve prevention strategies, and refine patient management
protocols. The goal is to not only advance academic dialogue but also enhance clinical
practices, thereby reducing OHSS incidence and severity, and ultimately, enhancing outcomes
for mothers and their children. This session promises to offer valuable insights for researchers
and clinicians alike, paving the way for future advancements in the field of reproductive
medicine.

OREBERIBERE (OHSS ) Bl ERZARENEERRNERHNE BELLEREZERLTEE  BNES
Flie £t IVFRBKAE NSHERREOEEEEMBLHEHRE 6% - E—#atBIROE M RHRIBEH SERNLEY -

IMFRMA 2 RIRFRIMAES - REMBE LR (Freeze-All) RIBHNERKA - BB HIEEAZE LUK GnRH
Antagonist RUEF - BEZ MR B E OHSS FAIRIEESE - 1EEIR IVF ERERBENMEER - RERKREMN S #BERE
LTSRS D LI RUREE OHSS B E g -

RICEBRIRAIRE OHSS - ARREE - FaM730% » 2 OHSS HIRZ2ER - SEBRENMEEERNTE - BREF
HE - SRS - FARE - BEB PCOSHE - BEE OHSS BE - BEARKRSESRASHERE OHSS - HHF
€7 mE - OHSS A5 R2RMRE - Bt ogeBNERAMZERR - RIANE - BENDEREJERE  SURBAFE -

IESh - ARBERBRRIKEEE IVF BRRENRERDDEIR - DTIDEREE OHSS MEFRARMBRERZE - &
MRERRNERER - W& BENERIRATE  FEELEAREMESI THARBNM R LT —EW - B8
fme T EREAN OHSS WEIFRITE - FERRSAKYE OHSS WER - WHETRRRES - MR/ OHSS AU £ 2RF
BEN  REERASHRAEZFOEE -





