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Abstract

Gestational choriocarcinomas are malignant neoplasms generally arising in the uterus in women of child bearing
age. These are aggressive tumours with high incidence of metastasis to vascular organs like lung, liver and brain.
Renal metastasis is extremely rare with low incidence rate and very few cases reported in literature. Hereby, we
report a rare case of metastatic choriocarcinoma to the kidney in a 29 year old female 10 years after resection of a
Hydatidiform mole. The histopathological diagnosis was made on a nephrectomy specimen. Pelvic and abdominal
scan did not show any abnormal radiological findings. She was started on first line chemotherapy and showed
complete response. In conclusion, gestational or primary non-gestational choriocarcinomas should always be
considered as a differential diagnosis in young females of reproductive age group presenting with flank abdominal
pain, unexplained hematuria and atypical renal tumour histology.
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Introduction
Gestational Trophoblastic Neoplasms (GTNs) are a rare group of

gestational trophoblastic diseases (GTD) which arise from abnormal
proliferation of trophoblasts. GTNs comprise of invasive mole,
choriocarcinomas, placental site trophoblastic tumours and epithelioid
trophoblastic tumours [1,2]. Choriocarcinoma is a malignant
trophoblastic neoplasm composed of cytotrophoblasts and
syncytiotrophoblasts with propensity for invasion into the
endometrium, myometrium and nearby blood vessels. It is
characterized by a distribution in midline structures and frequent
metastases via hematogenous route [1]. The most common sites of
involvement being lungs (80%), vagina (30%), liver (10%) and brain
(10%) [2,3]. About 50% of choriocarcinomas develop as a
complication of antecedent molar pregnancy or subsequent to a history
of tubal pregnancy, miscarriage and older maternal age [4,5].

Here, we report a case of metastatic choriocarcinoma in unilateral
kidney and lung arising 10 years after evacuation of complete
hydatidiform mole.

Case Report
A 29 year old female presented with complaints of abdominal pain

since one year, exacerbated since 15 days. No other significant
medical or surgical history was noted. On evaluation, patient was
found to have a right renal mass. Positron Emission Tomography and
Computed Tomography (PET-CT ) showed 6.5 × 5.9 cm metabolically
active soft tissue lesion in the mid pole region of right kidney abutting
the duodenum and liver. Renal vein and inferior vena cava was
normal. Left lung lower lobe showed a metabolically active necrotic
soft tissue mass lesion measuring 4.9 × 3.3 cm. A clinical diagnosis of
advanced renal cell carcinoma was made. Transbronchial biopsy of the

lung lesion was inadequate with presence of extensive haemorrhage
fibrin and scanty viable tissue suggesting poorly differentiated
carcinoma, which was not amenable to ancillary tests. Further, patient
underwent segmentectomy of lung lesion with right radical
nephrectomy. Intraoperatively, kidney showed bleeding into the
retroperitoneum with 1 litre hematoma within gerota’s fascia.

On gross examination, right kidney showed a large grey brown to
black tumour with extensive areas of haemorrhage and necrosis
extending into the perinephric fat and Gerota’s fascia (Figure 1). Renal
sinus fat invasion was seen. Microscopic examination of both lung and
renal lesion showed large areas of central haemorrhage and fibrinous
exudate surrounded by a diffusely infiltrative neoplasm (Figures 2a
and 2b). The neoplastic cells were seen forming syncytium and sheets,
composed of large polygonal cells with moderate eosinophilic to clear
cytoplasm resembling cytotrophoblasts. These cells were rimmed by
multinucleate cells resembling syncytiotrophoblasts (Figures 3 and 4).
Extensive areas of perinephric haemorrhage and necrosis was noted.
Multiple lymphovascular emboli were present.

Figure 1: Macroscopic image showing large areas of haemorrhage
and necrosis extending upto the Gerotas fascia and renal sinus fat.
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Figure 2: Microscopic images from lung (A) and renal mass (B)
showing large areas of blood clot, haemorrhage and necrosis with
entrapped neoplastic cells (H&E, 100X).

Figure 3: Microphotograph showing tumour cells arranged in solid
sheets composed of cytotrophoblasts and intermediate trophoblasts
(H&E, 200X).

Figure 4: Microphotograph showing sheets of cytotrophoblasts
admixed with markedly pleomorphic and hyperchromatic tumour
giant cells resembling syncytiotrophoblasts (H&E, 400X).

Immunohistochemistry showed strong immunoexpression for Ck,
Ck7, Beta-HCG, MUC-4 and CD10 (Figure 5) while negative for
PAX-8 and TTF-1. Post-op Beta-HCG level was markedly elevated
with a value of 12585 mIU/ml. In view of the above findings, patient’s
gynaecological medical records were re-evaluated. She had a past
history of dilatation and curettage for H mole in 2010. However,
radiological findings did not reveal lesion in any other pelvic or
abdominal organs.

Figure 5: Microphotograph showing strong immunostaining of
neoplastic cells for B-HCG, CD-10, MUC-4 and CK7 while negative
for TTF-1 and PAX-8 (DAB, 200X).

A final diagnosis of metastatic choriocarcinoma involving right
kidney and left lung upper lobe without a detectable primary foci was
made. The patient was started on EMA-CO chemotherapy regime. She
tolerated the treatment well and showed normalization of Beta-HCG
levels. No metastatic lesions were noted at 6 months follow-up.

Discussion
Choriocarcinomas are highly malignant epithelial neoplasms which

are classified as gestational and non-gestational [6]. Gestational
choriocarcinoma are more common and includes cases of primary
uterine origin with or without metastasis. It is the most aggressive and
most common gestational trophoblastic disease contributing to 1 in
2500 pregnancies in Asia and Africa [4,5]. Half of the gestational
choriocarcinomas have a prior incidence of molar pregnancy while it
can also occur in association with normal pregnancy (25%) or
spontaneous abortion (25%) [5,6]. According to literature, median
interval between a preceding molar pregnancy and development of
choriocarcinomas has been reported around 36.5 months [5] while Hui
P reported an average of 13 months [7]. Due to high vascularity of
trophoblastic tumours, the most common symptom of GCs is irregular
uterine bleeding. However in patients with extrauterine spread
extrauterine haemorrhage may be the first presenting symptom [7].

Non gestational choriocarcinomas are extremely rare and very few
cases have been reported in literature [4]. These tumours are almost
always seen as component of mixed germ cell tumours or mixed
tumour of the endometrium in post-menopausal women [7]. Thus,
extensive search for non choriocarcinomatous component should
always be made before making a diagnosis of primary extrauterine
non gestational choriocarcinoma [4,6,7]. Compared to gestational
choriocarcinomas, these tumours are often chemotherapy resistant and
associated with worse prognosis [6,8].

With the advent of successful chemotherapy regime, very few cases
of metastatic choriocarcinoma have been reported. Incidence of
metastatic choriocarcinomas after evacuation of complete mole is
reported to be about 4%-5% by Thomakos et al. [6] Lung metastasis
has been reported in more than 90% of patients with gestational
choriocarcinomas [6].
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Renal metastasis is extremely rare. Incidence of renal metastasis
has been reported to be around 12%, while 48% cases have been
found in autopsy [9,10]. However, in our case metastasis to the kidney
without detectable primary can be related to the ‘burned out’
hypothesis. It is a phenomenon described as metastasis to extrauterine
sites from a spontaneously regressed primary lesion in the uterus [5].

On histology, choriocarcinomas are diffusely infiltrating neoplasms
with a destructive growth pattern invading the deep endomyometrium
[7]. A classical biphasic pattern has been observed with alternating
arrangement of cytotrophoblasts and syncytiotrophoblasts separated
by intermediate trophoblasts. Large areas of central haemorrhage with
necrosis are seen.

Choriocarcinomas are characterised by raised serum Beta-HCG
values. The levels of serum Beta-HCG correlate with tumour mass and
higher levels indicate tumour progression [6]. GTNs have been
reported to have a high cure rate with methotrexate based
chemotherapy regime even in metastasised choriocarcinomas [5]. The
commonly used regimes include EMA-CO (Etoposide, Methotrexate,
Actinomycin D, Cyclophosphamide, and Vincristine), MEA
(methotrexate-etoposide-actinomycin D) or EP/EMA. EMA-CO
chemotherapy regimen has shown complete response rates of
71%-78% and long term survival rates of 85%-94% [3,11-14].

Conclusion
Metastatic choriocarcinoma of the kidney is a rare entity and should

be considered as a differential diagnoses in young females with history
of GTDs presenting with flank abdominal pain or refractory
hematuria. Serum Beta-HCG levels are required to confirm the
diagnosis. Choriocarcinomas are highly curable neoplasms with a very
high response rate of over 90% to chemotherapy. Hence, an early and
preoperative diagnosis of choriocarcinoma is necessary to avoid the
high risk of morbidity and mortality associated with surgery and to
avoid complications such as hyperemesis gravidarum, massive
haemorrhage, infiltration into other organs and perforation of viscera.
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