
Introduction

Choriocarcinoma, a rare and highly malignant neoplasm

classed among the gestational trophoblastic diseases

(GTD), is a highly chemosensitive tumour type, has a very

good prognosis, and it usually arises in the uterine body.

Rare cases of choriocarcinoma have also been reported at

multiple locations, including the ovaries [1], lungs [2], uri-

nary bladder [3], stomach [4], fallopian tube [5], gut [6],

and vulva [7]. Choriocarcinoma in a caesarean scar has

been reported extremely unusual. The present report out-

lines a case of a caesarean scar choriocarcinoma and pres-

ents the authors’ experience with the diagnosis and

management of this case.

Case Report

A 36-year-old woman (gravida 3, para 2) was admitted to the

present hospital with a complaint of amenorrhea for 40 days and

increasingly severe pain of lower abdominal for half seven hours

on March 27, 2015. Her first pregnancy ended with a full-term

vaginal delivery. Her second pregnancy ended in a full-term de-

livery by caesarean section in 2014. Her menstrual cycle was ir-

regular (25-55 days) with five to seven days duration. Her most

recent menstrual period was on February 17, 2015. Bimanual ex-

amination was unclear because of extensive rigidity and pain of

abdomin. A transvaginal sonogram showed a 6.1×5.5×4.1-cm

mass implanted in the anterior wall of the uterine caesarean scar

embedded in myometrium and separated from the endometrial

cavity. Both the uterine cavity and the cervical canal were empty.

Pulsed Doppler ultrasonography showed blood flow signals

around the mass (Figures 1 and 2). There was accumulation of

fluid within pelvic cavity. The urine pregnancy test was positive,

and the blood level of β-human chorionic gonadotropin (β-hCG)

was > 200,000 IU/l (normal value, < 5.0 IU/l) on March 27, 2015.

The result of computed tomography (CT) of the chest was nor-

mal. A diagnosis of a normal caesarean scar pregnancy with uter-

ine rupture due to acute abdomen, symptom of amenorrhea, and

positive urine pregnancy test was reached, and the patient was ad-

ministered with traditional laparotomy to resect lesion and wound

repair to preserve the uterus. During surgery, a 10×8 cm com-

plexes mass was bulging toward the serosa with a five-mm cre-

vasse on the face of uterine mass. The total blood within

intra-abdominal cavity was 900 ml. The patient’s hemodynamic

status remained stable during and after the surgery. The postop-

erative recovery was remarkable; the patient’s serum β-hCG lev-

els reduce to 49,151 IU/l the day after the operation. A histological

examination confirmed the diagnosis of choriocarcinoma (Figure

3). The diagnosis of a caesarean scar choriocarcinoma was con-

firmed on the basis of all the clinic characterizes and histological

examination. Subsequently, the patient was accepted as Interna-

tional Federation of Gynecology and Obstetrics Stage 1:10 and

received two courses of combined chemotherapy (5-fluorouracil

28mg/kg and actinomycin D six μg/kg) for eight days. The β-hCG

levels decreased from 49,151 IU/l (post-operation) to 4.7 IU/l after

two cycles of chemotherapy on May 24, 2015. The post-

chemotherapy period had some side-effects with gastrointestinal

symptoms, without any major complications.
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Summary

A caesarean scar choriocarcinoma is an extremely rare for its unique position. The authors report the clinical characteristics, patho-

logic findings, and treatments of a patient in caesarean scar choriocarcinoma with uterine rupture. The present report outlines a case of

primary gestational choriocarcinoma with uterine rupture in caesarean scar misdiagnosed as a normal caesarean scar pregnancy in a 36-

year-old woman. The patient underwent resection of the scar with tumor tissue and wound repair to preserve the uterus. The blood

serum level of β-human chorionic gonadotropin (β-hCG) declined from > 200,000 IU/l to 49,151 IU/l the day after the operation. Fi-

nally, she received two courses of combined chemotherapy with 5-fluorouracil and actinomycin D. It is difficult to make clinical diag-

nosis in a primary gestational choriocarcinoma of the uterine caesarean scar. Awareness of the possibility of potentially catastrophic

complications as heavy bleeding or uterine rupture, and operation to resect the scar with tumor tissue and wound repair combined with

chemotherapy can become an effective alternative for the treatment of caesarean scar choriocarcinoma.
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Discussion

Choriocarcinoma is a highly malignant tumor that is clas-

sified among the gestational trophoblastic diseases. Gesta-

tional choriocarcinoma may accompany or follow any type

of pregnancy, such as a hydatidiform mole, abnormal term

pregnancy, an abortion or an ectopic pregnancy [8]. Ce-

sarean scar pregnancy (CSP) is an ectopic pregnancy im-

planted in the myometrium at the site of a previous cesarean

section scar [9]. It is a rare type of ectopic pregnancy, with

the increasing rate of cesarean section, and the rate of CSP

is also rising. The possible incidence of this type of ectopic

pregnancy ranges from 1/1,800 to 1/2,200 pregnancies [10]

and cesarean scar pregnancy rate accounts for 6% of ec-

topic pregnancies among women with a prior cesarean de-

livery [11]. There are two different types of CSP by Vial et
al. [12].The first type (CSP-I) is caused by implantation of

the amniotic sac into the previous caesarean section with

progression of pregnancy toward the cervico-isthmic space

and the uterine cavity. The second type (CSP-II) is caused

by deep implantation of the gestational sac (GS) into my-

ometrium and with pregnancy progress and is prone to

heavy bleeding and rupture. The imaging criteria for diag-

nosis [13] are (i) empty uterus and empty cervical canal;

(ii) development of the sac in the anterior wall of the isth-

mic portion; (iii) a discontinuity on the anterior wall of the

uterus demonstrated on a sagittal plane of the uterus run-

ning through the amniotic sac; (iv) absent or diminished

healthy myometrium between the bladder and the sac; (v)

high velocity with low impedance peri-trophoblastic vas-

cular flow clearly surrounding the sac is proposed in

Doppler examination.

Caesarean scar choriocarcinoma has been reported by

Qian et al. [8]. They presumably carry a high risk of uter-

ine rupture and uncontrollable haemorrhage. For its unique

position, the diagnosis of CSP is similar to caesarean scar

choriocarcinoma without metastasis symptom. When ul-

trasound findings indicate a suspected CSP, abnormally el-

evated serum β-hCG levels could increase the suspicion of

a GTD in the caesarean scar, especially choriocarcinoma

[8]. Doctors need to be aware of the possibility of masses

in a previous caesarean scar to avoid potentially severe

complications.

Choriocarcinoma is a highly chemosensitive tumour type

and has a very good prognosis. Multi-agent chemotherapy

is the treatment of choice in high-risk choriocarcinoma.

Currently, the most widely used combination regime is

etoposide, methotrexate, actinomycin D, cyclo -

phosphamide, and vincristine (EMACO) [14]. Medicine,

embolization, surgery, or combinations are the main treat-

ment methods of CSP, with the aim to eradicate the gesta-

tional materials, decrease possibility of bleeding, and

preserve the uterus to conserve future fertility. However,

the standard treatment of choice is still unknown [15]. 

Figure 1. — Transvaginal ultrasonography of the patient. The

uterine cavity and cervical canal are empty. A mass implanted in

the anterior wall of the uterine caesarean scar can be seen. 

Figure 2. —  Transvaginal ultrasonography of the patient. The size of

the mass was  6.1×5.5×4.1 cm. Blood flow signals around the mass.

Figure 3. — Histologic section showing a choriocarcinoma.
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In the present report, β-hCG level (> 200,000 IU/l) was

much higher than in a normal pregnancy (50,000 to

100,000 IU/l). Moreover, the complaint of the patient was

amenorrhea for 40 days and had an obvious enlarged uter-

ine isthmus mass (6.1×5.5×4.1 cm) and blood flow signals

around the mass blood flow. A transvaginal sonogram

showed that both the uterine cavity and the cervical canal

were empty. A strong suspicion is necessary for an early di-

agnosis of caesarean scar GTD. Notwithstanding, this case

was not correctly diagnosed before treatment, the method

of treatment was correct and timely. Caesarean scar chori-

ocarcinoma should be included in the differential diagnosis

of cervical lesions in patients in their reproductive years. It

is easily misdiagnosed as a uterine cervical pregnancy, a

threatened abortion, a normal CSP, a cervical polyp or an-

other cervix neoplasm [8]. The present authors’ experience

suggests that surgery to resect the scar with tumor tissue

and wound repair combined with chemotherapy can be-

come an effective alternative for the treatment of caesarean

scar choriocarcinoma. Of course, other methods such as a

selective uterine artery embolization (UAE) doubled with

chemotherapy is also an effective treatment because it also

can avoid severe bleeding. The authors believe that the se-

lection of treatment should be based on the clinic charac-

teristics of the patient, combining the therapies of

choriocarcinoma with CSP, and choosing the most effec-

tive and appropriate method to reduce the occurrence of po-

tentially catastrophic complications.
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