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ÖZET

Overin koryokarsinomu, uterin koryokarsinoma göre daha nadir görülür. Bunun yanısıra, over yüzey epitel tümörü ile bir arada 
görülmesi daha da nadirdir. Burada, 60 yaşındaki postmenopozal kadında bir arada görülen, overin gestasyonel olmayan koryo-
karsinomu ve miks epitelyal karsinomu olgusundan bahsedeceğiz.
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 ABSTRACT

Ovarian choriocarcinoma (CC) is very rare compared to uterine CC. Furthermore; ovarian CC coexisting with surface epithelial tu-
mor is very rare. Herein, we report a case of metastatic nongestational ovarian CC in conjunction with mixed epithelial carcinomas 
in a 60 year old postmenopausal woman.
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INTRODUCTION
Choriocarcinoma (CC) is one of the most important 
neoplasias classified under the heading of gestational 
trophoblastic diseases. Mostly, it occurs in the uterine 
body in association with an antecedent pregnancy. The 
most important diagnostic step is the measurement 
of serum or urinary human chorionic gonadotropin 
(hCG) prior to an operation. Nongestational CC locat-
ed in the ovary is relatively rare and encountered as a 
part of mixed germ cell tumors (1). 

Epithelial tumors are the most common malignant 
neoplasms in the ovary and nearly 1 of 70 women is af-
fected from this disease (1). But coexistence of ovarian 
CC with surface epithelial tumors instead of germ cell 
tumors is very rare and limited with case reports in the 
literature (1-4). 

We report a case of metastatic nongestational ovar-
ian CC in conjunction with mixed epithelial carcino-
mas; mucinous and endometrioid adenocarcinoma 
with choriocarcinomatous differentiation.

CASE
A 60-year-old postmenopausal woman, parity 3, was 
admitted to our hospital with abdominal pain and dis-
tention due to an ovarian tumor and ascites. The labo-
ratory data showed high serum levels of CA125: 452 U/
mL (< 35 U/ml), CA15-3: 243 U/mL (< 25 U/ml).  

In radiological evaluation, thoraco-abdominal com-
puted tomography revealed multiple metastatic lesions 
in the lower lobes of the lung, a 13 cm solid-cystic ad-
nexal mass, omental cake and severe ascites in the ab-
dominal cavity. Using (18F)-fluoro-2-deoxy-D-glucose 
(18F-FDG) positron emission tomography (PET) / 
computed tomography (CT), right adnexal mass with 
peritoneal dissemination and mediastinal metastasis 
were observed. 

Paracentesis cytomorphological findings were con-
sistent with malignant ascites and peritoneal carcino-
matosis. Fractional curettage findings were consistent 
with microglandular endometrial hyperplasia for the 
cervix and decidualisation for the endometrium.

The patient was discussed in the tumor board and 
accepted as advanced epithelial ovarian carcinoma. She 
was decided to give neoadjuvant chemotherapy and 
then interval-debulking surgery was planned. 5 cures 
of neoadjuvant chemotherapy were (carboplatin, pacli-
taxel) received. Chemotherapy was unable to continue 
because of persistent neutropenia. After chemotherapy 
PET and CT findings were regressed, serum levels of 
CA125 (41 U/mL) and CA15-3 (23.3 U/mL) were de-
creased. At the first admission, because she was post-

menopausal and she was thought to have epithelial 
ovarian carcinoma, serum b-hCG level was not evaluat-
ed. But after neoadjuvant chemotherapy, serum b-hCG 
level was examined inadvertently and the laboratory 
data showed high serum level of b-hCG: 1673 mIU/mL 
(postmenopausal normal, <8,5). Control b-hCG level 
was also high. Because of this result, a germ cell com-
ponent of the tumor was suspected before the surgery.

After chemotherapy, total abdominal hysterectomy, 
bilateral salpingoophorectomy, lymph node dissection, 
omentectomy and appendectomy were performed. 
High serum level of b-hCG didn’t decrease after op-
eration. Postoperative serum levels of tumor markers, 
one week after the surgery were BhCG: 1639 mIU/mL, 
CA125: 47 U/mL, CA15-3: 28,6 U/mL. Pathological 
examination revealed two distinct histological types; 
adnexal mucinous and endometrioid adenocarcinoma 
with choriocarcinomatous differentiation in both ova-
ries. The tumor sizes were 5 cm in the right adnexa and 
4 cm in the left adnexa. It was possibly shrinked with 
chemotherapy effect. Epithelial carcinoma metasta-
sis was observed in peritoneal biopsies and omentum. 
Simple endometrial hyperplasia without atypia and a 
couple of calcified fibroids were examined in the uter-
us. The tumor metastasis was observed in the uterine 
serosa. Histological grade of the tumor was 3. In the 
microscopic evaluation of the ovaries, besides classical 
endometrioid adenocarcinoma areas, syncytiotropho-
blastic cells with eosinophilic cytoplasm and wide nu-
clei with dense chromatin pattern were observed. With 
immunohistochemical stains, these cells were positive 
for b-hCG stain (Figure 1).

As a result of this report, tumor board decision was 
adjuvant chemotherapy with BEP regimen (bleomycin, 
etoposid, cisplatin) for the patient (bleomycin 30 mg on 
day 2; etoposid 100 mg/m2 on day 1-2; cisplatin 20 mg/
m2 on day 1-5 every 28 days). She received first dose of 
the chemotherapy 4 weeks after the operation but be-
fore the first dose, b-hCG level raised to 4591 mIU/ml. 
At the present time, the patient received second cycle of 
chemotherapy and struggling with severe neutropenia.

DISCUSSION
The co-exiestence of CC and other neoplasias have 
been reported mainly with the female genital tract (6-8) 
and rarely with carcinomas of the esophagus (9), blad-
der or renal pelvis (10,11), stomach (12), rectum (13), 
lung (14), and breast (15). Syncytiotrophoblastic cells 
produce b-hCG in CC wherever the tumor located.

In most of the cases, CC coexisting with other tu-
mors, b-hCG levels decreased after operation. During 
the follow up b-hcg levels increased again when tumor 
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relapsed. In our case, CA125 level returned to normal 
after neoadjuvant chemotherapy but the level of b-hCG 
did not change neither after the neoadjuvant chemo-
therapy nor after the operation. Additionally, serum b-
hCG level increased after the operation before starting 
the adjuvant chemotherapy. Thus we can speculate that 
the lung lesions or other distant metastatic lesions may 
also include choriocarcinomatous component. Adju-
vant chemotherapy was started and follow up will be 
done with CA125 and b-hcg levels.

Hirabayashi et al reviewed previous cases very well 
in their report (1). Similar to previous cases, our pa-
tient was also postmenopausal who is 60 years of age. 
In three of five cases, CC was present with mucinous 
neoplasms, the other were present with poorly differen-
tiated adenocarcinoma and endometrioid & small cell 
adenocarcinoma. In our case, CC was present with en-
dometrioid and mucinous adenocarcinoma of the ova-
ry. The main different aspect of our case was that she 
received neoadjuvant chemotherapy before the opera-

tion. She was misinterpreted as a pure epithelial ovarian 
neoplasm in the admission without examining serum 
b-hCG level and received chemotherapy according to 
epithelial ovarian neoplasm protocol. The most impor-
tant message of this report is that tumor marker aspect 
of serum b-hCG should never be forgotten in post-
menopausal women. If we had had examined b-hCG at 
the fist admission, patient could be operated primarily 
or the chemotherapy regimen could be prepared after a 
biopsy compatible with a CC protocol.

In previous reports, luteinisation in the ovaries was 
observed due to the increased b-hCG secretion in cho-
riocarcinomatous differentiation of the ovarian tumor 
(1). In our case, luteinisation was not detected in the 
ovary, probably due to the effect of neoadjuvant chemo-
therapy. But decidualisation in the endometrial biopsy, 
which performed before neoadjuvant chemotherapy, 
could be the sign of luteinisation of ovaries.

As seen in previous cases, CCs coexisting with sur-
face epithelial tumor were highly malignant and most 

Figure 1 • A. Endometrioid adenocarcinoma of the ovary. (x40) B. Presence of the syncytiotrophoblastic cells (arrows). (x100) 
C. Choriocarcinomatous differentiation areas (arrows). (x100) D. Immunohistochemical staining of b-hCG positive cells (arrows). 
(x100)
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of the reported patients showed a rapid tumor progres-
sion with metastatic disease. 4 of 5 previous patients 
died because of the disease in a period of 6 days to 15 
months. Our patient had been just operated and still re-
ceiving chemotherapy at the present time. But the pro-
gression in b-hCG levels just after the operation before 
the chemotherapy showed that this disease was also ag-
gressive.

Different mechanisms have been suggested to ex-
plain the co-exiestence of carcinoma and choriocarci-
noma so far. Multidirectional tumor cell differentiation 
from a common stem cell and de-differantiation of epi-
thelial cells into choricarcinoma are the most possible 
mechanisms (6). Oliva et al. and Jiménez-Heffernan et 
al. noted the presence of areas of gradual transition of 
cystadenoma into the choriocarcinomatous elements 
(2,3). We also recognized similar areas in our case and 
we are in the same line with the other reports that de-
diferantiation of epithelial cells is the more possible way 
in our case.

The case is reported for its rarity and to describe its 
importance in clinical practice. Although it is vey rare, 
in postmenopausal women ovarian CC can be seen with 
epithelial ovarian neoplasms. CC can be diagnosed by 
the measurement of serum or urinary human chorionic 
gonadotropin (hCG) prior to an operation and it should 
be never forgotten that hCG should also be examined in 
postmenopausal women as a tumor marker.
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