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Abstract 
A choriocarcinoma occurring during postpartum of a normal pregnancy is a 
rare situation and the foeto-maternal prognosis is unspecified. The report 
aims to focus on describing the diagnostic and therapeutic difficulties encoun-
tered in our African context. The first case is about a twenty-year-old primip-
arous who, following a normal childbirth, presented persistent metrorrhagias 
from the seventh day post-delivery. She benefited from 2 aspirations because 
of suspicion of placental retention, but the bleeding resumed six months later 
then she was transferred in our structure where we confirmed the diagnosis of 
choriocarcinoma FIGO stage III. The second case concerns a 29-year-old lady 
with Gestity: 2, Parity: 2, without particular story. She underwent caesarian for 
macrosomia of a full-term pregnancy. She delivered a new-born male gen-
der, APGAR score: 8 - 9 and a placenta healthy macroscopically. The imme-
diate postpartum period was normal. Two months later, she presented abun-
dant metrorrhagias which were confirmed as choriocarcinoma with pulmo-
nary metastases. 
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1. Introduction 

Gestational choriocarcinoma (GC), which represents one of the malignant forms 
of GTDs, is an uncommon condition. It is classically associated with a molar preg-
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nancy (75%), an ordinary abortion (22.5%), an ectopic pregnancy and exception-
ally to a normal pregnancy [1]. Its management, which in the past posed a prob-
lem especially in unusual forms, is nowadays the subject of recommendations es-
tablished by FIGO since 2000 [2]. 

The occurrence of this condition after a normal pregnancy, which is a rare sit-
uation, often poses problems of delayed diagnosis, which darkens the prognosis, 
especially in our countries with limited resources. We report our experience of the 
management of 2 rare cases of secondary choriocarcinoma during normal child-
birth, with the aim of describing the diagnostic and therapeutic difficulties en-
countered. 

2. Observation 
2.1. Observation 1 

Mrs. K D, 20 years old, G1P1, with no particular history, was referred to us for 
suspicion of gestational trophoblastic disease. 

Her history revealed that she was a carrier of a pregnancy that proceeded nor-
mally and then at term she delivered vaginally, an apparently healthy child, weigh-
ing 3200g, with an APGAR 8.9 without macroscopic abnormalities of the placenta. 
She had not received postpartum contraception. 

On D7 postpartum she consulted for profuse metrorrhagia which was attributed 
to placental remains after physical and ultrasound examination. A uterine evacu-
ation was performed but the aspect of the evacuated tissues was not specified and 
the histological analysis was not done. 

Two days later the bleeding resumed and a second uterine evacuation was per-
formed causing uterine perforation. An emergency laparotomy with hysterorrha-
phy was performed. 

6 months after delivery, she presented again with metrorrhagia for which an 
ultrasound performed evoked a choriocarcinoma in front of the visualization of 
an intrauterine tissue mass. She was then transfused and evacuated to our service 
(Figure 1). 

 

 

Figure 1. Histological aspect of the choriocarcinoma of observation 1. 
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When she was admitted to our service, she was in a state of shock. Speculum 
examination revealed minimal intrauterine bleeding, with a cervix invaded by ne-
crotic tissue from the endocervix and an apparently healthy vagina. 

On vaginal examination the cervix was irregular, infiltrated, open 1 finger wide, 
with perception of intracavitary tissue and a uterus of approximately 18 - 20 
weeks. The recto vaginal septum was free on digital rectal examination coupled 
with vaginal examination. The diagnosis of gestational choricarcinoma was evoked 
in view of these signs. 

The biological assessment requested, revealed a hemoglobin level of 4 g/dl, the 
prothrombin at 30%, the βHCG at 37,800 IU. The chest x-ray performed revealed 
left paracardiac alveolar pneumonitis raising suspicion of metastasis. The other 
explorations requested in urgency MRI, CT, and Histology could not be made in 
front of the unstable hemodynamic state of the patient. She immediately benefited 
from a blood transfusion but the day after her admission she presented with a 
cataclysmic hemorrhage causing her death. Post-mortem autopsy confirmed the 
diagnosis of choriocarcinoma by histology. 

2.2. Observation 2 

Mrs T S aged 29 G2P2, with no particular history, was evacuated to us for sus-
pected trophoblastic tumour. 

During her last pregnancy, she only performed 2 PNCs and did not present any 
particular abnormalities. At term, she was cesareaned for macrosomia with the birth 
of an apparently healthy newborn weighing 4300 g, male, APGAR 8.9 and a macro-
scopically healthy placenta. The immediate follow-up was simple and she was dis-
charged on D4 under a contraceptive implant. Two months later she consulted for 
profuse metrorrhagia for which the physical and ultrasound examination revealed 
intrauterine ovular debris. She then benefited from a uterine aspiration which 
brought back tissues of the type of a bunch of grapes raising the suspicion of a ges-
tational trophoblastic disease, motivating her transfer to our structure. 

On admission to our department (2 months post caesarean section), the clinical 
examination revealed severe non-decompensated anemia, the cervix and vagina 
apparently healthy on the speculum, a uterus of size 12 SA, traces of blood on the 
fingertip. 

The biological assessment carried out objectified an Hb level at 6.5 g/dl, βHCG 
at 314,012 mIU/ml. The thoraco-abdominopelvic MRI came back in favor of lung 
metastases in balloon release, low abundance ascites, invasion of the cervix, uterus, 
parameters, bladder and rectum. The histology of the uterine evacuation product 
was consistent with a choriocarcinoma, which was classified FIGO staging III and 
high-risk gestational trophoblastic neoplasia. 

She received blood transfusions, then polychemotherapy based on EMA-CO 
(Etoposide, Methotrexate, Actinomycin D, Cyclophosphamide and Oncovin). 

Bleeding stopped and βHCG negativation was confirmed after 5 courses of 
polychemotherapy. After this confirmed negativation, the βHCG level remained 
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negative during the 6-monthly monitoring assays. This monitoring should con-
tinue over the next 6 months. 

3. Discussion 

Gestational choriocarcinoma is an uncommon condition, and the subject of few 
publications. In Senegal, Cissé found that it represented only 5.5% of GTDs in his 
series, and in London, Jiao found an even lower frequency (0.03%) [3] [4]. This 
condition typically occurs following a molar pregnancy, and rarely after a full-term 
pregnancy with the birth of a live child. In Morocco, Boufettal observed only 2 cases 
of choriocarcinoma secondary to normal pregnancy over a period of 6 years, and 
elsewhere different authors reported observations of 1 clinical case [5]-[7]. 

The mechanism of occurrence of this condition in the aftermath of a normal 
pregnancy is unknown but the theory of dizygotic twinning mentioned by some 
authors is plausible. This theory describes a pregnancy with one twin having a 
normal placenta and the other having complete mole-like cystic degeneration of 
her trophoblast [7] [8]. The evolution of the twin with the normal placenta is to-
wards the possibility of a live birth and that of the other towards a GTT observed 
in the postpartum. 

During pregnancy, the diagnosis of this particularity is difficult, because it can 
be asymptomatic or marked by mild clinical signs not specific to a molar preg-
nancy. Ultrasound is of little contribution, visualizing a normal fetus and placenta, 
which may be associated with a cystic mass attached to the placenta representing 
the complete mole of the 2nd twin. 

Faced with the presence of this atypical mass, an MRI should be performed for 
diagnostic and prognostic purposes because it can look for early signs of invasion 
of the myometrium. 

Diagnosis after delivery is also difficult. Macroscopic examination of the pla-
centa may be normal or marked by the presence of non-specific lesions which must 
require histological examination. 

In immediate childbirth suites, the early onset of bleeding is often set against 
retained cotyledons, as were the 2 observations reported. 

Also, in the FIGO recommendations, this condition should be considered in 
the presence of any persistent postpartum bleeding, especially beyond 6 weeks, 
and in the presence of any metastasis without a known primary cancer [2]. 

In France Mailly reported a case revealed by pulmonary metastases 3 weeks af-
ter a normal delivery [7]. 

Also, the assay of β HCG, which is not systematic after a normal delivery, must 
be carried out in the event of any suspicious case and its kinetics must be checked 
and interpreted according to the recommendations of FIGO. 

Regarding the treatment, it is well codified by FIGO, and is based on chemo-
therapy with well-established indications and modalities. A hysterectomy may be 
associated with it in the event of resistance to chemotherapy or in the event of 
difficulty in controlling bleeding. 

https://doi.org/10.4236/ojog.2026.169119


M. Oyeladé et al. 
 

 

DOI: 10.4236/ojog.2026.169119 1296 Open Journal of Obstetrics and Gynecology 
 

The monitoring which must be done under oral contraception is done by the 
regular dosage of HCG according to a pattern identical to all MTG. 

The maternal prognosis depends on the time taken for treatment, the abun-
dance of bleeding and the precocity of metastases (lung-liver-brain). 

Berkowitz estimates that 5-year survival is 100% at the stage of localized disease 
and 85% at the stage of metastasis [9]. 

Subsequently, pregnancies are possible, but there is a risk of gestational troph-
oblastic diseases. 

As for the newborn, it is exposed to malformations and a risk of neonatal cho-
riocarcinoma. He will have to be under surveillance for up to 6 months in search 
of visceral involvement. Mailly observed the occurrence of digestive hemorrhage 
with pulmonary involvement at 5 weeks of life in newborns [7]. 

4. Conclusion 

GC occurring in the aftermath of a normal pregnancy is a rare event and is gen-
erally diagnosed late. Maternal and fetal prognosis depends on the precocity of 
management requiring a good knowledge of the suggestive signs. The treatment 
is well codified and is based on chemotherapy as for all persistent trophoblastic 
tumors (PTT). 

Patient Consent 

Written informed consent was obtained from the patient for the presentation of 
her case and the publication of the associated images, in accordance with the jour-
nal’s ethical guidelines. 
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