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ABSTRACT 

Background: Choriocarcinoma is an aggressive neoplasm arising in the body of  uterus. 

Rapid growth and myometrial invasion may be followed by uterine perforation. Uterine 

perforation following choriocarcinoma is a rare event. Hysterectomy is recommended in 

emergency conditions. Case: We report a case of Choriocarcinoma presenting as an acute 

primary hemoperitoneum with uterine perforation. In view of patient’s desire of future 

fertility, uterine artery embolization was done to stop acute haemorrhage from the 

perforation site before taking up the patient for laparotomy. Per operatively we found a 

small uterine perforation, not bleeding actively. There were large theca lutein cysts and 

approximately 1.5 L of hemoperitoneum. Hemoperitoneum was drained and uterine 

perforation was left undisturbed. Post operative period was uneventful and the patient 

received chemotherapy without any complications. 
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Introduction 

Gestational trophoblastic neoplasia comprises a unique group of human neoplastic diseases 

that derive from fetal trophoblastic tissues [1]. This group comprises choriocarcinoma, 

placental site trophoblastic tumour and epithelioid trophoblastic tumour. Choriocarcinoma 

is the most malignant tumour of gestational trophoblastic neoplasia. It is an aggressive 

neoplasm arising in the body of uterus. Rapid growth and myometrial invasion may be 

followed by uterine perforation [2]. 

We report a rare case of Choriocarcinoma presenting with uterine perforation and 

hemoperitoneum managed conservatively.  
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CASE REPORT 

Mrs. J, 27 yrs old female, married for 1
1/2

 yrs G2P0A1 presented with chief complaints of 

bleeding per vaginum off and on for four months and fever for five days. Patient had a D&C 

for missed abortion four months back, a repeat D&C for retained products of conception 

was carried out two months later. She underwent third D&C for continued bleeding per 

vaginum after a month. On examination, there was moderate pallor, PR: 98/min, regular, 

good volume, BP: 100/60 mm of Hg, temperature: 99.4 F. Systemic examination was 

normal. Abdomen was soft, non tender with no organomegaly. On per speculum 

examination cervix was healthy, and bleeding from os was present. On bimanual pelvic 

examination, uterus was soft and bulky and pushed anteriorly by a mass in the posterior 

fornix which was soft, cystic, 6x6 cms.  All investigations including complete hemogram, 

thyroid, renal and liver function tests, chest X-ray and ECG were normal except mild anemia 

(Hb: 8.5 gm %). Urine for pregnancy test was negative. Her serum ß HCG was 2, 

52,900mIU/ml. USG showed retroverted uterus. A heterogeneous, hyper echoic lesion 

6.2x3.5 cms with in the endometrium with peripheral as well as central vascularity 

suggestive of RPOC/ Molar pregnancy.MRI revealed  Invasive mole (6x8x7cm) lesion in 

endometrial cavity invading entire thickness of posterior myometrium in fundus and body 

area reaching till serosa. Right ovary: 7.1x 4.6 cm, theca lutein cyst. Left ovary: 7x6 cm, theca 

lutein cyst. No free fluid, no lymphadenopathy. CT head and upper abdominal sonography 

was normal. Broad spectrum antibiotics were started and Blood transfusion given. Plan was 

to start chemotherapy. Patient developed acute lower abdominal pain and was managed 

conservatively initially. USG in view of persistent pain revealed significant hemoperitoneum. 

Review of literature suggested that patient would need hysterectomy. In view of her 

nulliparity it was decided to get Uterine Artery Embolization to stop active bleeding before 

laparotomy. After UAE laparotomy was done under general anesthesia. 1.5 L of 

hemoperitoneum & 100 gms of clots were evacuated. Uterus was 12 wks size, soft, 

congested. There was a small perforation near the left cornua [ FIG 1]. No active bleeding at 

the perforation site. Theca lutein cysts were present in both the ovaries. Left ovary was 

adherent in the Pouch of Douglas. Histopathological diagnosis was Choriocarcinoma and 

microscopy showed admixture of syncytiotrophoblast and cytotrophoblast exhibiting 

nuclear atypia and mitosis. Large areas of hemorrhage and necrosis identified. No chorionic 

villi noted in multiple sections. Post operative period was uneventful. Combination 

chemotherapy was started. Patient was followed up with serial serum ß HCG and 

sonography.USG after two cycles of chemotherapy was normal. Serum ß HCG was normal 

four months post diagnosis and continued to be normal till one year.  
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Fig 1 

 

 

Discussion  

Choriocarcinoma is the most malignant tumour of gestational trophoblastic neoplasia. 

Choriocarcinoma presents such different pictures that its diagnosis may be delayed or 

missed    entirely, depriving the patient of early treatment and a chance for cure. 

Spontaneous uterine perforation/rupture in cases of choriocarcinoma is rare. The reasons 

for spontaneous perforation remain unclear. According to some authors, these tumors are 

highly vascular and they lead to uterine rupture due to myometrium invasion [3,4 ]. 

Trophoblasts may invade blood vessels. The damaged vessels may thrombose and lead to 

single or multiple infarctions. 

Other vessels may develop neoplastic aneurysms and bleed into the tumour mass, in the 

tissues surrounding the tumour or in the myometrium [5]. 

Hemoperitoneum caused by active bleeding, is an emergency situation and calls for 

immediate diagnosis and treatment to lower morbidity and mortality. Intraabominal 

haemorrhage and severe vaginal bleeding from GTN are serious life threatening 

complications requiring emergency hysterectomy in the majority of cases. Surgical therapy 

(hysterectomy), performed coincident with the institution of systemic chemotherapy has 

shown to significantly reduce the duration of hospitalization and the amounts of 

chemotherapy used to achieve remission, regardless of whether or not metastasis were 

present[6]. Mitani et al [7] recommended partial resection for young women if invasive 

moles are complicated by internal haemorrhage. They have reported five women treated 

this way, four of which subsequently delivered healthy babies by caesarean section. 

Goldstein et al [8] used local uterine resection together with bilateral internal iliac artery 

ligation in an attempt to achieve haemostasis and preserve fertility. In our patient we first 

performed UAE to control active bleeding and then performed laparotomy. Since there was 
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no active bleeding at the perforation site we preferred to conserve the uterus as such as a 

fertility preserving measure. 

Conclusion: Choriocarcinoma has a very good prognosis even in advanced stages, since it is 

a very chemosensitive tumour type. Conservative management could be attempted as a 

fertility preserving measure.  
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