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Case Report
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ABSTRACT
Choriocarcinoma is extremely aggressive form of gestational trophoblastic disease. It occurs due to neoplastic
changes in the chorionic villi. The most common site of origin is uterus but rarely can occur in tube, cervix or ovary.
Tubal choriocarcinoma may develop either by malignant transformation of a tubal pregnancy or can arise denovo
without an ectopic pregnancy. The reported incidence of tubal choriocarcinoma is approximately 1.5/1,000,000 births.
Here, we report a case in which salphingectomy was done thinking it was an acute ectopic pregnancy, but
histopathological examination showed tubal choriocarcinoma. This tubal choriocarcinoma occurred denovo and was
not secondary to an ectopic pregnancy. Patient did not need adjuvant chemotherapy as it was detected early and is
being followed up by β-hcg monitoring.
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INTRODUCTION
Gestational choriocarcinoma is a malignant type of
Gestational Trophoblastic Disease (GTD) which usually
originates in uterine cavity. But this can rarely affect
fallopian tubes, ovaries, cervix, vagina and omentum.
Choriocarcinoma usually develops after a molar
pregnancy and can occur to a lesser extent after a term
pregnancy, abortion or ectopic pregnancy. The reported
incidence of tubal choriocarcinoma is approximately
1.5/1,000,000 births which constitute 0.8% of all GTD.1
The choriocarcinoma associated with ectopic pregnancy
is extremely rare with incidence of 0.76-0.4% of all
ectopic pregnancies but it is generally very aggressive.2
The incidence reported in a study is one in 5333 tubal
pregnancies and one in 1.6 million normal intrauterine
pregnancies.3 Choriocarcinoma is a biphasic malignant
proliferation of cytotrophoblast and syntiotrophoblast
without chorionoic villi. Tubal choriocarcinoma has a
very aggressive behavior because of relatively thinner
muscular layer of the fallopian tubes and early rupture of

tubal wall. Therefore, tubal choriocarcinoma is mostly
metastatic when diagnosed.
CASE REPORT
A 29 year old lady presented to author’s out patient
department with 42 days of amenorrhoea, pain abdomen
and spotting per vagina. Urine pregnancy test was
positive. Vitals were stable. Abdominal and vaginal
examination was unremarkable. She had a normal
delivery 6years back. There was no history of previous
abortions, ectopic pregnancy or use of any contraceptives
earlier. Transvaginal sonography showed empty uterine
cavity with left adnexal mass of 2x2 cm suggestive of
ectopic pregnancy. Beta human chorionic gonadotropin
(β-hcg) level was 1270 mUI/ml. As patient had severe
pain, author ahead with laparoscopy. Intraoperatively,
there was a 2x2 cm left tubal mass at isthmo-ampullary
junction. There was a breach noted at the mesosalphinx
(base of the tubal mass) with an organized clot of 200gms
but there was no active bleeding from that site. Left
salphingectomy was done.
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Histo-Pathological
Examination
(HPE)
showed
proliferation of syntiotrophoblast and cytotrophoblast
cells with nuclear atypia with areas of hemorraghe in the
fallopian tube (Figure 1 and 2).

Figure 1: Normal fallopian tube (yellow arrow) with
areas of haemorrhage (blue arrows).
Postoperative period was uneventful. Follow up β-hcg
(weekly) reduced to 38, 4, 0.5, 0.2 mUI/ml respectively.
Follow up chest x-ray and Ultrasound abdomen-pelvis
was normal. To rule out metastatic disease, CT chest was
done and was normal. Ideally MRI brain and pelvis
should have been considered to complete work up for
metastatic disease. Since the β-hcg level was low and had
a rapid fall after the surgery, it was assumed that there
was no metastatic disease. Presently, patient has been
adviced contraception and is being followed up for 12
months with monthly β-hcg levels which have been
normal.

Figure 2: Tumor cells with nuclear atypia.

DISCUSSION
Though the incidence of tubal choriocarcinoma is rare, it
has a very aggressive course. Tubal choriocarcinoma is
mostly metastatic when diagnosed. Choriocarcinoma has
greater tendency to invade the vessels and hence can
metastasize lungs, brain and liver.4 Reportedly, 75%
cases have metastasis during initial diagnosis unlike our
case where it has been detected early. Because of it’s
highly metastatic potential, chemotherapy becomes
essential as a part of the treatment. The diagnosis of tubal
choriocarcinoma is challenging as the clinical symptoms
are non-specific and can mimic hemorraghic ovarian cyst,
tubo-ovarian mass, ovarian tumor and ectopic
pregnancy.5 The delay in diagnosis increases the
morbidity. In this case, it seems like choriocarcinoma has
occurred de novo in the tube without a prior tubal
pregnancy. That’s the reason for β-hcg being so low here
unlike previously reported cases where the levels are very
high as choriocarcinoma occurred secondary to tubal
pregnancy. This is the also the reason why patient did not
need treatment with chemotherapy as the tumor was
completely excised at the earliest. To the best author’s
knowledge, this a one of the rare case of a denovo
primary tubal choriocarcinoma managed by surgical
excision and which did not require chemotherapy. Tubal
choriocarcinoma may develop either by malignant
transformation of a tubal pregnancy or can arise denovo
without an ectopic pregnancy. The clinical findings
usually mimic an ectopic pregnancy that is amenorrhoea,
increased levels of β-hcg, vaginal bleeding and pelvic
pain. There are no specific imaging findings to diagnose
extrauterine choriocarcinoma.
Diagnostic errors occur due to it’s rarity, it’s presentation
mimics tubal pregnancy and lack of discriminating
immunohistochemistry.6 Histopathological examination
is gold standard for diagnosing choriocarcinoma. The
typical histology shows columns of synctiotrophoblast
and cytotrophoblast cells with nuclear atypia without any
evidence of villous structure invading vessels and
muscular tissue with extensive necrosis and hemorraghe.
Hence, HPE verification of all ectopic pregnancy has to
be made mandatory to exclude other tubal pathology.7
Before the advent of modern chemotherapy, gestational
choriocarcinoma carried a mortality rate of 90%. Most
patients died due to distant metastasis. Tubal
choriocarcinoma is highly chemosensitive and has good
prognosis if detected early.8 Management includes
complete surgical resection combined with subsequent
adjuvant chemotherapy and β-hcg monitoring.9 β-hcg is a
sensitive tumor marker for choriocarcinoma. Women
treated for tubal choriocarcinoma should be closely
monitored with β-hcg for atleast 2 years after completion
of treatment and should receive contraception during this
period. There are reports demonstrating the usefulness of
combination of P57KIP2 immunostaining and DNA
polymorphism analysis determining the origin of tubal
choriocarcinoma (gestational and non-gestational).10
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CONCLUSION
This case highlights the importance of performing
histopathological examination of tubal specimens in all
patients who present as tubal pregnancy. By doing so, we
may not miss on such extremely rare highly aggressive
malignancy which can be curable.
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