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Introduction
Choriocarcinoma arises from the chorionic epithelium 

of placentas in association with hydatidiform mole, 

recent abortion or full term pregnancy (1). It is a rap-

idly growing, highly invasive and widely metastasizing 

tumour that produces human chorionic gonadotropin 

(hCG). Choriocarcinomas may also arise from ectopic 

pregnancies, the gonads, or midline sites, such as the 

mediastinum, retroperitoneum, and pineal gland, oc-

curring as germ cell tumours (2). Only occasionally have 

primary neoplasms been reported in parenchymal or-

gans. 

Primary extragonadal choriocarcinomas present with 

unusual clinical features and as such are difficult to di-

agnose (3).The pathogenesis of these tumours is still 

uncertain. Extragonadal sites that have been reported in-

clude lung, liver, breast, prostate, urinary bladder, nose 

and gastrointestinal tract (4).

We report a case of multiple gastrointestinal tumours 

that showed features of pure choriocarcinoma.

Case Report
A 23 year old Para 1+1  female patient, whose last deliv-

ery was in the year 2005, and who had suffered a spon-

taneous abortion in 2006, was admitted at  the Kenyatta 

National Hospital, Nairobi with complaints of head-

ache, dizziness, lower abdominal pain, fainting, palpi-

tations, easy fatigability and one episode of menorrha-

gia. The symptoms had been present for 6 months. Her 

haemogram at that time showed a Haemoglobin level 
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of 4.7g/dL, red blood cell count of 2.01 X 1012 /L; mean 

haemoglobin concentration (MHC) 23.4pg, mean cor-

puscular volume 78.4fL and white cell count 7 X 109/L. 

She received two units of whole blood and was com-

menced on haematinics.

Two weeks after the initial presentation she was re-

viewed at St. Mary’s Mission Hospital with severe anae-

mia and malaena stools. She had negative history of 

vaginal bleeding at that time. The differential diagnoses 

considered at the time were peptic ulcer disease and 

uterine fibroids. Upper gastrointestinal tract endoscopy 

performed showed a polyp on the anterior gastric wall 

with evidence of recent bleeding. The polyp was excised 

and sent to the Aga Khan University Hospital, Nairobi 

laboratory for histological evaluation 

On gross examination, the polyp measured 2x2cms and 

had areas of haemorrhage. Microscopic examination re-

vealed tumour infiltrating the mucosa and submucosa 

that appeared poorly differentiated, with cells showing 

abundant eosinophilic cytoplasm, pleomorphic nuclei 

and numerous mitotic figures. The tumour was reported 

as an infiltrating, poorly differentiated malignant tu-

mour whose origin and histogenesis were not evident 

from the histological features.

At the patient’s review three weeks later, the malaena still 

persisted. A total gastrointestinal endoscopy was sched-

uled and performed, which revealed two tumours, one 

jejunal and the other in the ascending colon. She subse-

quently had a laporotomy, with short segment bowel re-

section of the tumours and anastomoses performed. The 
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resection specimens were sent to the same laboratory 

for histological evaluation. On gross examination, both 

segments showed mucosal ulcers measuring 1.2cms 

and 0.5cms respectively, with raised heaped edges and 

haemorrhagic floors. Representative sections processed 

for microscopic evaluation showed ulcerated tumour 

involving the mucosa, sub mucosa and muscular layer, 

a biphasic picture of malignant trophoblastic elements, 

in an intensely haemorrhagic and necrotic background. 

(Figures 1a to d)

The clinicians were appraised of the findings suggestive 

of choriocarcinoma, and requested to evaluate serum 

hCG. The initial measure was 504,220mIU/mL.

The slides from the gastric polyp were retrieved and re-

Figure 1(d): Gastric mucosa (arrow) with adjacent tumour (arrowhead). Areas 

of haemorrhage and necrosis are also seen, characteristic of choriocarcinoma 

(original magnification X2)

Figure 1 (b): Small bowel mucosa (arrow). Large areas of haemorrhage are seen 

(arrowhead) (original magnification X4)

Figure 1 (c): Higher power view: biphasic picture of monocytoid cytotrophoblastic 

cells (arrow) and syncitiotrophoblast (block arrow). Tumour giant cells are also 

seen (original magnification X20)

Figure 1 (a):  Colonic mucosa (arrow) with adjacent tumour within the sub-

mucosa (arrowhead)(original magnification X10)

viewed (Fig. 1d) and found to be identical to those of 

the colonic and ileal tumours. The final histopathologi-

cal diagnosis was indicated as choriocarcinoma, possi-

bly metastatic to the GIT.

Subsequent screening investigations included a chest X-

ray which was clear, and a pelvic ultrasound which did 

not reveal any evidence of a gonadal or gestational le-

sion.

The patient was started on chemotherapy with metho-

trexate, cyclophoshamide, and Actinomycin D. She re-

ceived 6 courses of chemotherapy. Her hCG levels were 

5,750mIU/mL after the first course, and dropped to 

46.8mIU/mL following the 6 courses. Eighteen months 

after her initial presentation, serum hCG level was 0. The 
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patient is currently 6 months pregnant with a normal 

intrauterine gestation.

Discussion
The term choriocarcinoma generally refers to gestational 

choriocarcinoma, occurring in the background of com-

plete hydatidiform mole (with an incidence of 1 to 2%) 

(4), spontaneous abortion, ectopic pregnancy or normal 

delivery (1). Untreated, choriocarcinoma is the most ag-

gressive form of gestational trophoblastic disease.

Choriocarcinomas arising in other organs have been de-

scribed, several within or along with adenocarcinomas 

of the organ in question (2,5), and few as pure primary 

choriocarcinomas. Primary extragonadal choriocarcino-

mas are rare tumours, and a difficult diagnosis to make 

in an unusual presentation (3). The pathogenesis of 

these tumours is still uncertain. Extragonadal sites that 

have been reported include lung, liver, breast, prostate, 

urinary bladder, nose and gastrointestinal tract. 

The mechanism of onset of non-gestational germ cell 

tumours has been a subject of ongoing debate. Three 

hypotheses have been postulated, particularly described 

for testicular choriocarcinoma (6): i) metastatic tumour 

with spontaneous regression of the primary tumour, ii) 

tumours arising from abnormal migration and retention 

of primordial germ cells during embryogenesis and iii) 

original non-trophoblastic neoplasm that is transformed 

into choriocarcinoma.

In the gastrointestinal tract, the clinical presentation is 

similar to peptic ulcer disease or even gastric adenocar-

cinoma, with haemorrhage. Endoscopy allows access to 

the tumour in order to permit histological evaluation. 

However, small biopsies confound the diagnostic pro-

cess, particularly of pure choriocarcinomas. Kobayashi et 

al reported that only 8% of choriocarcinoma cases were 

diagnosed correctly by biopsy (7).

Early diagnosis, prompt therapy initiation, and sequen-

tatial hCG quantitation are invaluable to favourable 

outcomes in these patients. Serum hCG is an inexpen-

sive, non-invasive and widely available test that greatly 

assists in making this diagnosis, as well as in evaluation 

of patient response to treatment. However this should 

be considered along with histological features, because 

other tumours including melanomas, other ovarian and 

testicular germ cell tumours, malignant lymphoma, and 

carcinomas of the oesophagus, stomach, pancreas, kid-

ney, liver, lung, urinary bladder, uterus, adrenal gland, 

breast and other sites can also show increased levels 

of hCG (4). A total hCG result of more than 100,000 

mIU/mL in the absence of normal pregnancy strongly 

suggests gestational trophoblastic disease (GTD) (8). Se-

rial measurement of hCG levels is standard follow-up 

of women diagnosed with gestational trophoblastic dis-

ease. The level of hCG correlates with tumour mass (9). 

Other diagnostic modalities used in the diagnosis of 

choriocarcinoma include immunohistochemistry for 

β-hCG, cytokeratin (7) and placental alkaline phos-

phatase (PLAP) (10), human placental lactogen (hPL), 

SP1 and CEA (4). Molecular genetic studies in primary 

choriocarcinoma have shown aberrations of adenocar-

cinomas specific to the locale, as well as of gestational 

choriocarcinoma (11), suggesting an alternative differen-

tiation pathway for these adenocarcinomas. 

Cytogenetic studies may also be useful, using locus-spe-

cific minisatellite probes to identify restriction fragment 

length polymorphisms (RFLPs) in DNA from tumor tis-

sue. These studies help to distinguish gestational from 

nongestational (germ cell) choriocarcinoma, as well as 

in documenting the tumor derivation from a preceding 

molar pregnancy. This is by establishing the androgenet-

ic nature of the tumour (12). For this case, none of these 

ancillary studies were available.

This case demonstrates a rare presentation of this tu-

mour, with multiple lesions in the GIT, a finding that 

is rarer still. A high index of suspicion and a multidisci-

plinary approach should aid in arriving at the right diag-

nosis. The clinical, histological, and biochemical criteria 

for a diagnosis of gastrointestinal choriocarcinoma, as 

well as the patient’s response to choriocarcinoma che-

motherapy also bears credence to the diagnosis. 
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