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Background

Choriocarcinoma is an infrequent, highly malignant neoplasm
with an estimated incidence of 2.5 cases each 100,000
pregnancies. Treatment is mainly based on chemotherapy
regimens [1]. Hysterectomy, as first-line therapy, could be an
option for low-risk patients before or at the time of
chemotherapy, decreasing requirements of this last one to
the remission of the disease [2, 3]. The majority of women
undergoing hysterectomy for malignant gestational tropho-
blastic desease (GTD) are treated with abdominal hysterec-
tomy [2]. Ovarian removal is not required, since GTD rarely
metastasizes to the ovaries and these tumours are not
hormonally influenced [2, 4]. Laparoscopic-assisted vaginal
hysterectomy has been used in few patients with GTD [5].
This technique allows surveillance of the upper abdomen
combined with a shorter acute convalescence than abdominal
hysterectomy. In the following case of choriocarcinoma, we
proceeded with a laparoscopic approach with the objective

of a fast recovery that allowed the initiation of the
chemotherapy soon in the postoperative period.

Method

We report a case of a 41-year-old Caucasian woman, gravida
4, para 1, miscarriage 2, consulting for severe metrorrhagia
6 months after the last miscarriage that required emergency
curettage and blood transfusion due to anaemia. The
ultrasound showed a heterogeneous endometrium, and ßHCG
level was 23.592 mIU/ml at her admission.

Finding(s)

Pathological findings reported choriocarcinoma so a com-
plete study was performed: ßHCG level was 72.710 mIU/
ml, cranial tomography was normal but chest radiography
detected pulmonary metastasis. The patient suffered from
new episodes of vaginal haemorrhage requiring more blood
transfusions. According to the FIGO 2000 score [6], which
was under 6 (low-risk disease), and the presence of active
bleeding, and after discussing the options and risks with the
patient, a laparoscopic hysterectomy was indicated as
primary management of this disease, before starting the
chemotherapy treatment. To avoid the dissemination of
malignant cells, this surgery was performed without uterine
manipulation and the fallopian tubes were coagulated and
uterine arteries were ligated at their origin previous to
hysterectomy.
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Forty-eight hours after surgery, the patient suffered a
strong headache and a new cranial CT was performed
then, showing a right intraparenchymal parietotempor-
ooccipital haemorrhage that required an urgent cranioto-
my to evacuate the hematoma. Final pathological
anatomy of anomalous cerebral tissue removed during
the prior surgery, reported groups of vessels compatible
with an arteriovenous malformation, without noticing
tumoural fragments neither in the cerebral tissue nor in
the hematoma. Brain CT and angio-CT performed 12 days
later reported a vasogenic oedema with no evidence of
arteriovenous malformations.

Methotrexate was initiated at the Intensive Care Unit
under mechanical ventilation. Seventeen days later, the
patient recovered consciousness with spontaneous breath-
ing and with a left hemiplegia. High-risk chemotherapy
(EMA-CO) was initiated later to prevent the disease
progression, with favourable outcomes and disappearance
of the disease (Fig. 1).

Conclusion(s)

Laparoscopic approach to hysterectomy in selected cases of
women affected of GTD is a valuable tool in emergency
situations in combination with chemotherapy. Metastatic

profile of the disease and risk factors must be taken into
consideration before any manipulation of the tumour.
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Fig. 1 Evolution of ßHCG
from time of diagnosis to time
when ßHCG was negative
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