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Introduction

Ectopic pregnancy is one in which the site of implanta-
tion occurs other than the endometrial cavity. Its inci-
dence is reported as 1.3-2% [1]. Gestational choriocarci-
noma associated with ectopic pregnancy is an extremely
rare event with a reported incidence of approximately 1.5
per 1,000,000 births [2]. We report a case of a primary
tubal choriocarcinoma.

Case Report

A 38-year-old, gravida 4, parity 3, patient was admitted to the
emergency room with the complaint of abdominal pain and
spotty vaginal bleeding. Vital signs were in normal ranges.
Abdominal examination revealed peritoneal irritation signs
which were more intensive in the right iliac region. Cervical
motion tenderness was present on pelvic bimanual examination.
The uterus was normal and a right adnexal mass was palpated.
Her last menstrual period had been 52 days before and she was
using an intrauterine device as a contraceptive method. 

Transvaginal ultrasound (TVS) evaluation showed the
intrauterine device in the endometrial cavity without a gesta-
tional sac. The left adnexal area was normal. In the right adnex-
al area, the image seen was compatible with a 34.1 mm
extrauterine pregnancy and there was free fluid in the cul-de-
sac. Serum hCG level was found to be greater than 15000
mUI/ml. Clinical diagnosis was ectopic pregnancy and a laparo-
tomy was performed. In exploration there was 200 ml blood in
the pelvic cavity. Tubal rupture at the isthmus level was found
and right salpingectomy was performed. 

On the second postoperative day the patient was discharged.
The histopathological evaluation reported the lesion as primary
tubular choriocarcinoma (Figure 1).  After this result the treat-
ment planned was TVS, abdominal ultrasound and chest radiog-

raphy were performed for metastatic work-up and there was no
sign of metastasis. Serum hCG level was 7216 mUI/ml.
Complete blood count and liver function tests were normal. The
patient was referred to a tertiary care center for treatment and
follow-up. 

Discussion

Choriocarcinoma is one of the most serious forms of
gestational trophoblastic neoplasia (GTN). Although
most cases develop following molar pregrancy, these
tumors may follow term pregnancies, spontaneous abor-
tions, pregnancy termination or ectopic pregnancy.
Clinical presentation of ectopic GTN is similar with
ectopic pregnancy. Gillespie et al. determined the clinical
presentation, treatment, and outcome of women diag-
nosed with ectopic gestational trophoblastic neoplasia
[2]. This study concluded that the presentation of ectopic
gestational trophoblastic disease is similar to that of
ectopic pregnancies. Also, Muto et al. reported that
patients with tubal gestational trophoblastic disease
including partial and complete hydatidiform mole, inva-
sive mole, choriocarcinoma, and placental site tro-
phoblastic tumor cannot be distinguished from patients
with tubal pregnancies by means of presenting signs,
symptoms, or laboratory tests [3]. 

The rate of ectopic pregnancy and mean maternal age
has increased and more conservative treatment options
have become more acceptable. Medical therapy is pre-
ferred by most as an alternative treatment. Only
methotrexate has been extensively studied as an alterna-
tive to surgical therapy [4]. The treatment is initiated
without histopathologic determination. Bakri et al. stress
that appropriate monitoring of β-hCG titers is essential to
determine the need for surgical treatment and to avoid
missing ectopic gestational trophoblastic disease [5].

Summary
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With increasing use of conservative surgical treatment
instead of salpingectomy for the treatment of ectopic
pregnancy, the entity of persistent ectopic pregnancy is
becoming more common. Incidence of persistent ectopic
pregnancy after linear salpingostomy is about 3-20%,
being higher when the procedure is performed by
laparoscopy and lower when performed by laparotomy
[6]. Pathologic examination of a surgically removed spec-
imen is critical to make the difference between persistent
ectopic pregnancy and ectopic gestational trophoblastic
disease.

In conclusion, to avoid misdiagnosis of ectopic gesta-
tional trophoblastic disease, adequate monitoring of β-
hCG titers and careful examinations of pathologic speci-
mens are important.
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Figure 1. — Tumor section showing cytotrophoblasts and syn-
cytiotrophoblasts.
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