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ABSTRACT

Choriocarcinoma following scar pregnancy is a very rare entity. Here we present such a unique case. The index
pregnancy was a sterilization failure which developed in the scar of previous caesarean. The scar pregnancy was
evacuated through a hysterotomy incision and she was re sterilized. The histopathology report of the evacuated
products showed normal villi. Two and a half months later she presented with bleeding per vaginum. Her beta HCG
was raised and she had a vascular mass in the lower uterine myometrium. Gestational trophoblastic neoplasia was
suspected and three courses of methotrexate folinic acid regime were administered. But the fall in beta HCG was
inappropriate. She had no desire for future fertility and was not willing for combination chemo therapy. So
hysterectomy was done. Histopathology revealed choriocarcinoma. Chest x-ray was apparently normal but CT chest
showed micro metastasis. She had three courses of EMA-CO and is under follow up. She is asymptomatic and her

beta HCG is less than 5 1U/I.
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INTRODUCTION

Choriocarcinoma is the most malignant form of
gestational trophoblastic neoplasia. The true incidence of
choriocarcinoma is  difficult to compute as
histopathological correlation is not always available and
not essential to plan treatment. The approximate
incidence is 1/40000 to 9/40000 pregnancies.” The usual
site of primary choriocarcinoma is the uterine body.
Ectopic sites have been reported.>® The incidence of
Caesarean scar pregnancy is 1/1800 but increasing due to
the rising caesarean section rate.* Choriocarcinoma
developing in the lower uterus following a scar
pregnancy is extremely rare.”® Here is a case of
choriocarcinoma which developed in lower uterus within
five months of removal of a scar pregnancy.

CASE REPORT

A 29 year old third gravida with previous two caesarean
section, last caesarean section with concurrent
sterilisation done two and a half years back, presented to
a local hospital with six weeks amenorrhoea and bleeding
per vaginum. Her beta HCG was 2286 IU/L. Evacuation
attempted at local hospital and due to a suspicion of scar
pregnancy an ultra-sonogram was done which showed
retained products in the scar area. Methotrexate 75mg
was given intramuscularly. On day 10 of evacuation beta
HCG was 69.61 but on day 20 it rose to 1720 IU/L. Ultra
sonogram showed a heterogeneous lesion at the scar site
of 1.4*1.3 cm with increased vascularity. Four days later
she underwent a laparotomy in our centre. Uterus was
opened through the lower segment and adherent products
of conception removed from there. The endometrial
cavity was free. She was resterilised. The histopathology
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showed normal villi (Figure 1). On seventh day of
surgery beta HCG was 40.41U/L and she was discharged.

Figure 1: Histopathology slide of the products of
conception evacuated through hysterotomy. Shows
chorionic villi lined by inner cytotrophoblast and
outer syncytial trophoblast.

Figure 2: Lower part of the uterus enlarged with
bluish bulges.

Ten weeks following surgery she presented with bleeding
per vaginum and the B HCG was 50998 IU/L .Ultra
sonogram revealed irregular multiple cystic masses with
vascularity in the lower uterine myometrium. MRI
revealed a heterogeneous mass lesion in the right
anterolateral wall of lower uterus. With a provisional
diagnosis of gestational trophoblastic neoplasia she was
started on methotrexate - folinic acid regime. After 3
courses, her beta HCG did not regress appropriately and
USS showed that the lesion was almost reaching the
serosa. Sensing methotrexate failure, options were
discussed. As she had no desire for future fertility and
was not willing for combination chemotherapy,
hysterectomy was done. At laparotomy the fundus and
body of uterus appeared normal, the lower segment was
enlarged and soft, the right anterolateral portion was
bulging with a mass reaching up to the serosa and almost
breaching it with a yellowish hue. Ovaries were normal
and retained. Cervix was normal (Figure 2).
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The histopathology was choriocarcinoma. (Figure 3 and
Figure 4).CT chest showed micro metastasis. FIGO stage
was Il and risk score was 7. She was started on EMA-
CO regime. After two courses her HCG was 4 IU/L. She
had a third course and is on follow up.

Figure 3: Choriocarcinoma low power view -
extensive haemorrhage and necrosis.

Figure 4: Choriocarcinoma high power view - sheets
of cytotrophoblast with marked atypia intermixed
with cells in syncytial pattern and absent chorionic

villi.

DISCUSSION

Scar pregnancy is a rare event. The incidence is about 1/
1800 to 1/2000.* The mainstay of diagnosis is sonogram
where the gestational sac is seen in the fibrous tissue of
scar. The uterine cavity and cervical canal is empty. The
anterior myometrium is thin and unhealthy with a profuse
blood flow. The diagnosis of scar pregnancy may be
missed unless carefully looked for, particularly so in
cases of failing pregnancy. Excessive bleeding or
difficulty during evacuation may provide a clue to the
diagnosis as is evident in our case report. Different
modalities of management are available but there is no
consensus as to the best one.>® Here failed evacuation
was followed by a dose of systemic methotrexate. As
HCG was rising scar ectopic was evacuated through a
hysterotomy. The pregnancy was non molar as evidenced
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by the normal villi in the histopathology report. The HCG
decline was also appropriate. So she was discharged.

Association of choriocarcinoma and scar pregnancy is
extremely rare. Literature review showed four cases of
malignant gestational trophoblastic neoplasia in a scar.>®
The case reported by T Bekci et al was choriocarcinoma
following a molar pregnancy in a scar for which
hysterectomy was done.? The case report by Antonella V
et al was a partial molar scar pregnancy which evolved
into an invasive mole.® It responded to methotrexate. The
case reported by Qian ZD et al was a choriocarcinoma in
the scar which was mistakenly diagnosed as scar
pregnancy.® She had a history of abortion four months
prior. In that case after intra-arterial injection of
methotrexate and uterine artery embolization, evacuation
of products and packing of the deficient anterior uterine
wall was done. Histopathology revealed choriocarcinoma
and was treated with eight courses of EMA/CO regime.
The case reported by Sherer DM et al was spontaneous
uterine perforation of the uterus following caesarean scar
choriocarcinoma.”

In our case, the index pregnancy was non molar and
nothing warranted a close follow up. She had an episode
of bleeding four weeks after surgery which she assumed
to be a normal cycle. When she presented after 10 weeks
with prolonged bleeding, her HCG was 50,998 IU/L. In
the case reported by Qian et al, HCG was above three
lakhs.” Here it was not very high to befit a
choriocarcinoma but cases of choriocarcinoma with very
low values of HCG have been reported.’®** After a non-
molar pregnancy when there is a rising HCG the chance
is more for a choriocarcinoma than other forms of
trophoblastic neoplasia. Methotrexate resistance should
also point to the possibility of choriocarcinoma.*

CONCLUSION

Even though choriocarcinoma is rare after a scar
pregnancy, it can occur. If not diagnosed and treated
promptly, it can lead to dangerous consequences.
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