
Introduction

The incidence of choriocarcinoma of the uterus following

live birth is rare, estimated at 1/50,000 [1]. Choriocarci-

noma is a malignant proliferation of syncytial trophoblast

cells that do not form placental villi. Choriocarcinoma may

develop after a molar pregnancy and occasionally after

non-molar pregnancy. Postpartum choriocarcinoma pres-

ents mainly with vaginal bleeding, occasionally women

may present with non-gynaecological symptoms due to

metastasis. Gestational trophoblastic disease (GTD) after a

live birth or non-molar early pregnancy loss carries a worse

prognosis when compared with GTD after a hydatiform

mole [2].

Case Report

We present the case of a 29-year-old primigravida with no sig-

nificant medical or family history who had an uncomplicated an-

tenatal and intrapartum course. She had induction of labour at 39

weeks period of gestation following spontaneous rupture of mem-

branes for more than 24 hours. She had a vaginal delivery of a

healthy female baby. The placental examination at delivery was

reported as normal. She was well after delivery and discharged

home on the second postnatal day.

She was readmitted six weeks later with intermittent bleeding

per vaginum. On admission she was hemodynamically stable. A

urine pregnancy test was positive and serum hCG was 91,470

IU/L. A transvaginal ultrasound scan showed mixed echoes in the

endometrial cavity with a hyperechoic area at the fundus measur-

ing 22×13×22 mm, suggestive of retained products of conception.

In view of high hCG levels, her case was discussed in the Gy-

naecological-Oncology multidisciplinary team (MDT) meeting

on the same day. As choriocarcinoma was suspected, an urgent

surgical evacuation of retained products of conception was ad-

vised. The histology showed fragments of juxtaposed atypical cy-

totrophoblast and syncytiotrophoblast consistent with chorio-

carcinoma.

Staging investigations were performed at the regional tro-

phoblastic disease centre. The repeat serum hCG was 37,611 IU/L;

pelvic ultrasound scan showed a small mass in the uterus. Chest X-

ray, MRI of the brain, and lumbar puncture were all normal. FIGO

scoring was 4 which is considered low risk. She was commenced

on intramuscular methotrexate chemotherapy. There was an initial

gradual decline in hCG to 179 IU/L after four doses of methotrex-

ate. Twelve weeks after starting methotrexate, the hCG increased to

437 IU/L. As a result she received two doses of intravenous carbo-

platin. Four weeks later, the hCG was 2 IU/L. Her levels remained

normal since and she was discharged from the trophoblastic centre.

Discussion

Choriocarcinoma usually presents with irregular vaginal

bleeding. There is usually a growth in the uterine cavity

which may sometimes penetrate the uterine serosa. Often

there is delay in the diagnosis which may lead to advanced

disseminated disease involving the vagina, lungs, brain or

liver. 

The possibility of choriocarcinoma should always be

considered in all parous women who present with rapid

onset neurological or respiratory symptoms compatible

with metastatic disease [2]. A urine hCG pregnancy test

should be performed in all cases of persistent or irregular

vaginal bleeding after any pregnancy. There should be a

high index of suspicion for GTD when the pregnancy test

remains positive. The investigations must include serum
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hCG, pelvic ultrasound scan, and obtaining tissue for his-

tological confirmation [1]. 

Women are assessed before chemotherapy using the

FIGO 2000 scoring system. Those with scores < 6 are con-

sidered low risk and are treated with single intramuscular

methotrexate alternating daily with folinic acid for one

week followed by six rest days. Women with scores > 7 are

at high risk and treated with intravenous multi-agent

chemotherapy. Treatment is continued, in all cases, until

the hCG level has returned to normal and for  further six

consecutive weeks [1].

Gestational choriocarcinoma following a live birth has

the propensity for more extensive metastatic spread and

lower remission rate (61.5%) with conventional chemother-

apy compared with a remission rate (95-100%) for other

forms of GTD [2]. 

A retrospective multicenter cohort study showed that term

pregnancy is an adverse prognostic factor in GTD and often

patients were methotrexate–resistant (75%) [3]. Some au-

thors suggest that immediate administration of combination

chemotherapy is justified, even with low risk score [3]. An-

other retrospective showed that often there is delay between

onset of symptoms and diagnosis with subsequent referral

for treatment, which resulted in increased patient morbid-

ity from choriocarcinoma [4].

Postpartum choriocarcinoma is a highly treatable malig-

nancy but a high index of suspicion is key to achieving an

early diagnosis.
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