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Life-saving hysterectomy in choriocarcinoma:
presentation of two cases
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Summary

Background: Choriocarcinoma is a malignant tumor of the placenta. Life-saving hysterectomy was performed in two cases with
choriocarcinoma who had profuse vaginal bleeding. Case I: A 25-year-old, gravida 3, para 1, woman was referred to our emergency
clinic with the diagnosis of choriocarcinoma and massive vaginal bleeding. She had been transfused seven units of blood at the hospi-
tal where she was first admitted. Pelvic examination demonstrated heavy vaginal bleeding and a uterus equivalent to the size of 14
weeks of gestation. Her $-hCG level was 560,000 mIU/ml. Despite four units of blood transfusion, she had a pulse rate of 130/min,
arterial pressure of 90/60 mm/Hg and HCT of 19%. An emergency hysterectomy with vertical incision was performed. Case 2: A 54-
year-old, gravida 3, para 3, woman was referred to our clinic with heavy bleeding with the diagnosis of choriocarcinoma. She was
scanned to look for possible metastases and pulmonary metastasis was detected. Chemotherapy was planned but as sudden vaginal
bleeding began she was referred to the Gynecology Department. At pelvic examination a soft uterus the size of 20 weeks of gestation
was palpated. The -hCG level was 554,700 mIU/ml. Due to hemodynamic instability and continuous vaginal bleeding an emergency
hysterectomy was performed. Conclusion: Although chemotherapy is the cornerstone of treatment for choriocarcinoma, optimal treat-
ment results may depend on the addition of surgery in selected circumstances. Hysterectomy is indicated in cases with life-threaten-
ing hemorrhage.
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Introduction

Choriocarcinoma is a malignant and aggressive tumor
of the placenta. It belongs at the far end of the spectrum
of gestational trophoblastic neoplasias (GTN) [1]. The
cornerstone of treatment is chemotherapy but in cases
when massive hemorrhage occurs, life-saving hysterec-
tomy should be performed [2, 3]. We present two cases
which were managed with hysterectomy due to massive
hemorrhage.

Case Reports

Case 1: A 25-year-old gravida 3, para 1 woman was referred
to our emergency clinic with the diagnosis of choriocarcinoma
and massive vaginal bleeding. In her obstetrics history there had
been pregnancy termination because of an anembryonic preg-
nancy six months before. She had been transfused seven units
of blood at the hospital where she was first admitted. Pelvic
examination revealed heavy vaginal bleeding and a uterus the
size of 14 weeks of gestation. Human clorionic gonadotropin
(hCG) level was 560,000 mIU/ml. Despite four units of blood
transfusion, she had a pulse rate of 130/min, arterial pressure of
90/60 mm/Hg and HCT of 19%. An emergency hysterectomy
with vertical incision was performed. Computed tomography
(CT) scan of the abdomen, thorax and the brain was within
normal limits. The patient was discharged from the hospital on
the fourth postoperative day and referred to the Oncology
Department because of high-risk metastatic GTN.

Case 2: A 54-year-old gravida 3, para 3, woman was referred
to our clinic with heavy bleeding with the diagnosis of chorio-

Revised manuscript accepted for publication March 3, 2008

Eur. J. Gynaec. Oncol. - 1ssN: 0392-2936
XXIX, n. 6, 2008

carcinoma. She was scanned to look for possible metastases and
pulmonary metastasis was detected. A chemotherapy regimen
consisting of EMACO (etoposide, methotrexate, actinomycin,
cyclophosphamide, and vincristine) was planned but as sudden
vaginal bleeding began she was referred to the Gynecology
Department. At pelvic examination a soft uterus the size of 20
weeks of gestation was palpated and the hCG level was 554,700
mlIU/ml. Due to hemodynamic instability (HCT 17%, arterial
pressure of 90/50 mmHg, pulse rate 130/min) and continuous
vaginal bleeding an emergency hysterectomy with bilateral
salpingo-oophorectomy was performed. After recovery the sixth
postoperative day, she was referred to the Oncology Department
for chemotherapy.

Discussion

Choriocarcinoma is a malignant and aggressive cancer
of the placenta. The frequency is one in 30,000 pregnan-
cies in the west and one in 11,000 in oriental communi-
ties [4]. It is characterized by early hematogenous spread
to the lungs. It belongs at the far end of the spectrum of
gestational trophoblastic diseases. Choriocarcinoma is a
highly chemosensitive tumor. The cure rate, even for
metastatic choriocarcinoma, is around 90-95% [5, 6]. The
chemotherapy regimen includes EMACO. Although
chemotherapy is the cornerstone of treatment [7, 8], the
addition of surgery and irradiation in selected cases may
be necessary for optimal treatment.

Hysterectomy may play a primary role in the manage-
ment of non-metastatic or low-risk metastatic gestational
trophoblastic disease. Hysterectomy provides several
advantages in the management of chorocarcinoma. It may
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reduce the side-effects and dosage of chemotherapy. Not
only does it reduce the complications of chemotherapy,
but it also increases the probability of cure. Hysterectomy
makes it possible to resect the residual tumor or isolated
metastasis completely. It is also essential to perform
surgery in the management of chemo-resistant tumors
[9]. Hysterectomy can be offered to patients over 40
years of age without fertility desire. Surgery is also indi-
cated in cases of life-threatening hemorrhage. Severe
uncontrollable vaginal or intraabdominal bleeding from
gestational trophoblastic disease may occasionally neces-
sitate hysterectomy as an emergency procedure [10].

Pisal et al. [10] evaluated the value of hysterectomy in
the management of gestational neoplastic disease. They
performed hysterectomy in 40 patients out of 5,976
patients with the diagnosis of GTN between 1986-2000.
Indications for hysterectomy included uncontrollable
vaginal or intra-abdominal bleeding in 12 cases, and
localized chemo-resistant disease or placental site tro-
phoblastic tumor for the remaining patients. Also Flam
[2] reported that in 92 patients treated for GTN at one
institution, ten patients (11%) were subjected to invasive
surgery, for the most part because of life threatening hem-
orrhage. In a recent paper, Tse et al. [3] reported their
experience on 17 patients with the diagnosis of GTN
attending their center with profuse bleeding over 20
years. Eleven patients had total abdominal hysterectomy
with or without bilateral salpingo-oophorectomy (TAH +
BSO), two had arterial ligation, three had embolization,
and one had suturing of a vaginal defect due to a metasta-
tic nodule.

In our first case, sudden heavy vaginal bleeding
occurred that could not be controlled with massive trans-
fusion and tightly placed vaginal tampons. In her obstet-
rics history there had been pregnancy termination
because of an anembryonic pregnancy six months before.
She had one healthy child so a hysterectomy was more
accepted by the patient.

Even though our second case was 54 years old she was
still menstruating with an irregular pattern. Although a
demonstrable pregnancy was not detected massive
vaginal bleeding started following a period of two months
of amenorrhea. Hysterectomy for choriocarcinoma would
be a difficult procedure. Involvement of the adjacent vis-
ceral organs and blood vessels, presence of arteriovenous
malformations and a compromised hemodynamic status
due to severe blood loss could complicate the procedure.
Therefore the optimal situation providing experienced
surgeons and anesthetists, and postoperative intensive
care units should be mandatory. As mentioned above
hysterectomy of the second patient could be performed
with great difficulty due to a very large uterus (size of 20
weeks of gestation), widespread adhesions and obesity of
the patient. In the postoperative period she was followed
in the intensive care unit.

In cases over 40 years of age chemotherapy may be
tried first to control the vaginal bleeding if possible. It

reduces the vascularity and makes the surgery easier [11].
It should be kept in mind that severe vaginal bleeding
may also occur during the first course of chemotherapy.

There are some other life-saving operations performed
for choriocarcinoma [12]. Emergency laparotomy and
resection of a bleeding tumor may be necessary in gas-
trointestinal bleeding or bleeding from liver or splenic
metastases. Craniotomy may be required to relieve rising
intracranial pressure due to brain metastasis or hemor-
rhage.

In conclusion, although the primary therapy of chorio-
carcinoma is chemotherapy and the cure rate, even for
metastatic choriocarcinoma, is very high, hysterectomy
should be applied in life-threatening situations such as
profuse vaginal bleeding compromising the patient’s
hemodynamic status.
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