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SEVERE DISEASE PROGRESSION

OF POSTMOLAR GESTATIONAL NEOPLASM

IN A VIETNAMESE YOUNG FEMALE PATIENT
AFTER TREATMENT REFUSAL: INSIGHTS FROM
A CASE REPORT AND LITERATURE REVIEW

Choriocarcinoma is characterized as the most aggressive malignant alternation of gestational trophoblastic neo-
plasm; however, this illness is a curable malignancy. Although a rarity, this disease affects a female patient’s life and
causes a fatal condition. Choriocarcinoma is a life-threatening disease since it is initially insidious and can rapidly lead
to masive hemorrhage, even death. Choriocarcinoma should be suspected in childbearing-age women with the high-risk
scores according to FIGO. The study aims to report a severe case of widespread metastatic choriocarcinoma to optimize
the treatment with multiagent chemotherapy and a multidisciplinary cooperation at our center. A G1P0 20-year-old
woman was referred to the hospital for suspicion of metastatic choriocarcinoma after self-stopping chemotherapy
because of the COVID-19 pandemic. During hospitalization, the tumor metastasized and presented profuse intraab-
dominal hemorrhage. The patient underwent immediate surgical intervention to control bleeding, and a definitive
diagnosis was accurately established by the histopathological examination. After surgery, the EMA/CO regimen was
administered as the first line of treatment, despite the patient being in a coma and requiring a ventilator machine. After
6 cycles of the EMA/CO regimen, her serum B-hCG level decreased to 8 mUI/mL, however, her f-hCG concentration
was not down to a negative value. Thus, the patient received paclitaxel/cisplatin alternating with paclitaxel/etoposide
(TP/TE regimen) for complete remission following 2 cycles. The delays in choriocarcinoma treatment are prognostic
factors for worse outcomes, whereas chemotherapy may be considered a suitable treatment even in a patient’s coma,
thus improving a prognosis substantially.
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Gestational trophoblastic disease (GTD) represents | cental site trophoblastic tumors, and epithelioid
a variety of conditions that encompass hydatidi- | trophoblastic tumors. Among them, choriocarci-
form moles, invasive moles, choriocarcinomas, pla- | noma is usually associated with either non-gesta-
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Fig. 1. Histopathological results confirming choriocarcinoma, panel (a) x10, panel (b) x40

tional events or any gestation molar pregnancy and
secretes beta-human chorionic gonadotropin
(B-hCG) [1, 2]. Choriocarcinoma is a very rare
neoplasm with varied incidences worldwide. In
Southeast Asia, 9.2 in 40,000 pregnant women and
3.3 in 40 patients with hydatidiform moles will sub-
sequently develop choriocarcinoma. Another risk
factor is a prior complete hydatidiform moles [3].
Choriocarcinoma progresses rapidly and metasta-
sizes through a hematogenous route primarily
to distant sites such as the lungs, liver, and brain.
Unfortunately, it is often widespread at the time
of diagnosis [4].

After treatment, the negative f-hCG levels
should be checked monthly for one year [5]. Ac-
cordingly, this pathology must be treated with che-
motherapy to prevent morbidity and mortality
caused by uterine perforation, hemorrhage, or in-
fection [4]. High-risk gestational choriocarcinoma
patients have 91% to 93% survival after the comple-
tion of treatment utilizing multi-agent chemo-
therapy with or without radiation and surgery,
but mortality still occurs from recurrent chemo-
resistant tumors [6].

Gestational choriocarcinoma with multi-organ
metastases after hydatidiform mole is a rare event-
not described frequently in the literature. Here-
in, we present a case of successful and satisfac-
tory recovery of a young patient with metastatic
choriocarcinoma treated timely by a multidis-
ciplinary board (initially via surgical resection
with following urgent chemotherapy in the
state of coma), along with a brief review of the
literature.
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Case presentation

A 20-year-old female patient (gravida 1, para 0,
complete hydatidiform mole -1), whose last preg-
nancy resulted in hydatidiform mole (interval from
HM 16 months). She was referred to our hospital
from a local hospital for presumed choriocarcino-
ma. Thus, she underwent the first evacuation,
followed by the second curettage due to residual
tissue. Histopathological evidence demonstrated
complete HM (Fig. 1). During treatment, the
patient was informed about the risk of malignant
trophoblastic tumors after HM evacuation. Con-
sequently, the patient was planned to receive the
MTX-FA regimen (50 mg MTX intramuscularly on
days 1, 3, 5, and 7 with folic acid 15 mg orally 24 h
after MTX on days 2, 4, 6, and 8) over 8 days and
repeated every 2 weeks. However, the patient
denied the continuation of treatment, stopped
at the fourth dose of MTX, and did not return to
the hospital for monitoring over one year due
to the COVID-19 pandemic quarantine. At that
time, her f-hCG levels plateaued and continued
to rise after therapeutic cessation. The serum
B-hCG level resurged highly at 8,700 mUI/mL,
and the patient was diagnosed with gestational
trophoblastic neoplasm (GTN) stage 1 (Fig. 2).
Upon the arrival at our center, the patient’s ge-
neral condition was clinically unstable. On admis-
sion, the patient complained of feeling dizzy and
weak with nausea and vomiting. The patient was
noted to be in an unstable condition, including
a tachycardia rhythm with a pulse of 120 bpm,
a blood pressure of 100/60 mm Hg, a respiratory
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Variability of serum B-hCG level (mUI/ml) following timeline
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Fig. 3. Ultrasound scan showed: (a) Proliferative vascular corresponding to hydatidiform mole at the first admission.
(b) Hypervascularity surrounding uterus was revealed corresponding to GTD at the second admission. (c) Free fluid was
observed in the pelvis and cul de sac. (d) Fluid collection filled in the abdominal cavity
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Fig. 4. Intraoperative image showed (a) A hypervascular focal lesion (yellow arrow) invaded to the serosal layer leading
to the rupture at the left posterior fundus of the uterus and (b) The mass lesion (white arrow) was totally resected and
hemostatic procedure was performed by electrocoagulation

frequency of 48 times/min, a saturation of peri-
pheral capillaries at 92% with pale skin. She was
determined to be in an acute respiratory distress,
although both her lungs were clear, as well as rales
and pleural friction sounds were not heard. No pal-
pable enlargement of the lymph nodes or lumps
beneath the skin were observed. At the gynecologic
examination, the cervix was closed and the uterine
size corresponded to 10 weeks. At the speculum,
a bleeding spot was observed. No violet hematoma
was found in the vaginal tract.

On the first day of hospitalization, the laboratory
workup indicated that hemoglobin levels, platelet
count, and C-reactive protein levels were 52 g/L,
85 x 10°/L, and 83.3 g/L, respectively. The pretreat-
ment serum B-hCG level was highly yielded at
546,741 mUI/mL. The coagulation disorders were
slightly noticeable. The liver and kidney tests were
normal. Her blood group was A Rhesus positive
(A+). Abdominal ultrasound showed a heteroge-
neous echo of uterus about 87 x 76 x 84 mm in size
without intrauterine gestational sac, the vascular
proliferation spread out to the cervix, and hyper-
vascularity structure closer to the uterus with an
irregular borderline, measured approximately
56 x 27 x 42 mm (Fig. 3). The peritoneal fluid
in high volume was well-defined in the abdominal
cavity, up to the liver and kidney. The bilateral
ovaries were normally visualized. A chest X-ray
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showed a pleural effusion and secondary like lesion
as pulmonary metastases and also revealed a visible
focal change from 13 to 80 mm in diameter, located
in the left lung area. These findings were inter-
preted as consistent with metastatic lung disease
from the choriocarcinoma (Fig. 4).

According to the FIGO staging system, the
patient was classified as stage III high-risk GTN
leading to the rupture of chorion mass and caus-
ing hypovolemic shock. Subsequently, the pa-
tient underwent laparotomy to promptly control
the massive bleeding and lesion mass removal.
Upon laparotomy, the abdominal cavity contained
diffusely 1600 ml of blood, including clot and
brown blood, at the bottom of the uterus reach-
ing the left cornus, and a lesion mass of about
6 cm x 7 cm x 8 cm in size was seen and caused
continuously active bleeding with a perforative
point of about 1 cm x 1 cm (Fig. 4). The surgeon per-
formed uterine tourniquet by Foley-12, opened
the capsule, removed the nucleonic mass of chorio-
carcinoma tumor, and performed some hemo-
static sutures in macroscopically bleeding sites,
then placed an abdominal drain in the right iliac
fossa. Totally, the patient received a total of 6 units
of packed red blood cells (RBC) for acute anemia
(350 mL/unit), 13 units of platelet packs (40 mL/
unit), as well as fresh frozen plasma and concen-
trated coagulation factors.
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Fig. 5. Chest X-rays revealed: (a) Small diffused nodules, some with ground glass halos, scattered throughout both lungs
compared as flaky, patchy, or cotton-like lesions along with pleural effusion. (b) Pulmonary lesions disappeared gradu-

ally after treatment

After surgery, she was immediately followed
up in the intensive care unit (ICU) for two weeks.
On the postoperative course, the patient’s condition
was unstable, and she suffered disorders of coagu-
lopathy, severe anemia, electrolyte disturbance,
pneumonia, sepsis, multiorgan failure, hyper-
tension, and coma. Her consciousness state was
deteriorated and the Glasgow Coma Scale was eva-
luated at E,V,M,. She underwent machine ven-
tilation, a tracheostomy, sedative drugs, anti-
hypertensive drugs, and muscular relaxers. At this
stage, the patient received additional transfusion
of 6 units packed RBC (350 mL/unit), 3 units of
frozen plasma (200 mL/unit), 6 packs of platelet
transfusion (40 mL/unit), and 3 packs of cryo-
precipitate.

Unfortunately, due to the presence of coma and
supported machine ventilation, pneumonia was
progressive and the tracheal liquid culture was ob-
viously positive for Candida spp., and her urine cul-
ture showed Candida tropicalis. The team also ex-
cluded pulmonary tuberculosis by laboratory test-

ing since Vietnam is an epidemic area of
tuberculosis. In addition, the findings suggested
severe infection with a high increase of white blood
cells up to 27,000/mm? and a CRP of 85.3 mg/dL
(Table 1). Thus, she was given intravenous broad-
spectrum antibiotics for 14 days.

Although the site and number of metastases
were unidentified due to the lack of imaging evi-
dence, the patient was classified as high-risk fol-
lowing the FIGO score (modification from the
World Health Organization scoring system based
on prognostic factors) (Table 2).

After multidisciplinary counseling among obste-
tricians, anesthesiologists, gynecological oncolo-
gists, nutritionists, and clinical pharmacists, multi-
agent chemotherapy was scheduled. The patient
received the EMA/CO (etoposide, methotrexate,
actinomycin D, cyclophosphamide, and vincristine)
regimen as the first line chemotherapy (Table 3).

Following the first regimen, the chemotherapeu-
tic effect was remarkable, as evidenced by the
shrinkage of metastatic foci and the gradual fall

Table 2. Blood count follow-up in intensive care unit (ICU)

3/8 4/8
i‘;‘r’: 2/8 si8 | 78 | s/ | 98
Morning | Afternoon | Morning | Afternoon Evening
WBC | 16.83 21.24 11.39 13.45 12.12 27 24 14.57 16.8 124
Hb 52 6.9 6.7 7.3 6.2 8.5 8.6 6.9 7.5 7.8
PLT 85 71 58 46 94 84 104 100 141 123

Notes: Hb — hemoglobin; PLT — platelets; WBC — white blood cells.

158

ISSN 1812-9269. Experimental Oncology 46 (2). 2024




Severe Disease Progression of Postmolar Gestational Neoplasm in a Vietnamese Young Female Patient

of serum B-hCG levels. Following 3 days of the
EMA/CO regimen, the patient recovered in a healt-
hy condition. After six days, she opened her eyes
and communicated with the staff. At that time, her
blood analysis revealed WBC of 12,400 cells/mm?,
Hb of 7.8 g/dL, and PLT of 123,000/mm?.

Table 2. WHO scoring system based on prognostic factors

Two weeks later, the patient was transferred to
the Gynecologic Oncology Department for the
continuation of treatment. She recovered quickly,
walking and eating normally. After two courses
of EMA/CO, her serum -hCG level dropped to
14,445 mUI/mL. Thus, the patient was discharged

WHO risk factor scoring with FIGO staging AFirtc,t . Score Secor.ld hospi— Score
hospitalization talization
Age (years) 19 0 20 0
Antecedent pregnancy Absence 0 Complete 0
hydatidiform
Interval from index pregnancy, months 1 month 0 16 months 4
Pretreatment f-hCG (mIU/ml) 940,842 4 83,805 4
Largest tumor size including uterus 9.5 2 8.7
(cm)
Site of metastases including uterus Absence 0 Lung* 0
Number of metastases identified Absence 0 Unidentified —
Previous failed chemotherapy None — Denied —
treatment
Total score (points) 6 (Low-risk) At least 10
(High-risk): Stage III

Note: Brain metastasis was unknown since the MRI and CT scan were not performed in coma condition at the ICU.

Table 3. Multi-agent chemotherapy with EMA/CO and TP/TE regimens

EMA/CO TP/TE
DAY 1 DAY 1
Etoposide 100 mg/m? intravenous infusion over 30 min | Paclitaxel 135 mg/m? in 250 ml NS
over 3 h iv
Actinomycin D 0.5 mg intravenous bolus Cisplatin 60 mg/m?in 1 L NS over 3 h iv
Methotrexate 100 mg/m? intravenous bolus
200 mg/m? intravenous infusion over 12 h
DAY 2 DAY 15
Etoposide 100 mg/m? iv infusion over 30 min Paclitaxel | 135 mg/m? in 250 ml NS
over 3hiv.
Actinomycin- D 0.5 mg iv bolus Etoposide | 150 mg/m?in 1 L NS over 1 hiv
Folic acid rescue 15 mg intramuscularly or orally every 12 h
for four doses (starting 24 h after beginning
the methotrexate infusion)

Regimen 2
DAY 8
Vincristine 1 mg/m? iv bolus (maximum 2 mg)
Cyclophosphamide | 600 mg/m? iv infusion over 30 min

Notes: NS — normal saline, iv — intravenous.
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159



T. N. Vo, P. N. Nguyen

home for a week and then returned to complete
the course of chemotherapy. Chemotherapy was
continued until serum B-hCG values were normal-
ized and followed by at least two to three courses
of consolidation chemotherapy to eradicate all
viable tumors. Before the third course of EMA/CO,
the B-hCG level was 43 mUI/mL. After 6 cycles
of intravenous EMA/CO, the pulmonary lesions
vanished completely and the serum B-hCG level
fell to 6 mIU/mL (Fig. 5). However, it did not
completely decrease to negative values. Thus, the
patient received paclitaxel/cisplatin alternating
with the paclitaxel/etoposide schedule (alternative
TP/TE regimen) for a complete remission. Her
body mass index was 16.2 kg/m?. Her body surface
area was 1.5 m? when using the EMA/CO regimen
and 1.36 m? when using the TP/TE regimen,
respectively. After two cycles of TP/TE chemo-
therapy, her -hCG concentration remained con-
sistently below detectable levels for 6 months,
thus the chemotherapy was ceased completely.
During chemotherapy, the patient was observed
without remarkably severe complications except for
anemia and a decreased WBC count. Subsequently,
she received 2 units of red blood cell packs and
granulocyte colony-stimulating factors (G-CSFs)
for bone marrow-stimulation.

The patient felt satisfied with the treatment, and
her family was grateful to the hospital for saving
her life in a severe condition where ”it hangs
by a thread”. Before discharging, the girl wrote
a handwritten letter with notes of gratitude to the
doctors and nurses who helped her revive from
death and preserve her reproductive function. Fol-
lowing the treatment, she has been monitored
for one year without complications. Today, she
is in good condition, and regular follow-up has
been uneventful afterward.

Discussion and literature review

Etiology. Gestational choriocarcinoma is a rare ma-
lignant disease that develops from an abnormal
trophoblastic proliferation during hydatidiform
mole, a normal pregnancy, or, most commonly,
a spontaneous abortion. As compared with the hy-
datidiform mole, which accounts for 80% of all
GTD cases, choriocarcinoma is relatively rare [7].
Choriocarcinoma is part of the spectrum of disor-
ders of gestational trophoblastic neoplasms, and
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it commonly occurs in women of childbearing age.
Rarely, it occurs in the younger female population,
coexisting with a live fetus, or in postmenopausal
women [8—10]. Despite the rarity, by the report
of Argawal et al. [11], 76/13960 (<1%) patients
with hydatidiform moles have persistently high
B-hCG concentrations of above 5 UI/6 months
after evacuation. Thus, we postulated a previous
molar pregnancy without strict follow-up as the
cause of choriocarcinoma in our patient.

Symptoms. Regarding the clinical manifestations,
menorrhagia is the most common presentation.
Generally, patients with choriocarcinoma may
develop corresponding acute symptoms and be
misdiagnosed due to multiple organ metastases.
GTN is even harder to diagnose if the primary site
of metastasis is unknown. Patients with pulmonary
metastatic lesions present infrequently with cough,
dyspnea, respiratory dysfunction, hemoptysis,
or signs of pulmonary hypertension similar to pri-
mary pulmonary malignancy [15, 16]. Very rarely,
a gum metastasis leading to bleeding gums and
a renal metastasis resulting in hematuria were also
reported in the literature. Therefore, any signs
associated with vaginal bleeding without a clear
etiology should be considered a clue to metastatic
GTN in the case of an abnormal f-hCG elevation
[17, 18]. Cerebral involvement is encountered in
patients who have had an antecedent molar preg-
nancy and a protracted delay in tumor diagnosis.
In our case, the patient refused follow-up because
of Covid-19, thus extrauterine symptoms pro-
gressed seriously. Multi-organ insufficiency and
severe coagulopathy as worsening outcomes
of GTN metastasis were mentioned in several re-
ports, particularly, in the patients requiring surgical
intervention [8, 15].

Diagnosis. Serum The p-hCG concentration
is an excellent biomarker of disease progression,
response, and subsequent post-treatment surveil-
lance. Plateaued or rising f-hCG levels can occur
in 15%—20% and 0.5%—5% of complete and par-
tial hydatidiform mole, respectively [5]. In the
present case, serum B-hCG concentration increas-
ed highly during the first and the second hospi-
talization. Moreover, patients with GTN should
also undergo a thorough imaging assessment to
determine the extent of the disease. The initial eva-
luation includes a chest X-ray, pelvic ultrasound,
and abdominal ultrasound [6]. Exploratory ultra-

ISSN 1812-9269. Experimental Oncology 46 (2). 2024



Severe Disease Progression of Postmolar Gestational Neoplasm in a Vietnamese Young Female Patient

sound plays an important role in the diagnosis
of lesions associated with hypervascular prolifera-
tion. Brain magnetic resonance imaging (MRI)
or CT scan with contrast should be performed
in any patient with pulmonary metastases or neu-
rologic symptoms [4]. Although the chest X-ray
is considered adequate for lung metastasis de-
tection, smaller pulmonary lesions can be missed
on conventional radiographs. Meanwhile, a CT
scan is recommended to confirm pulmonary
metastatic disease and determine the cancer stage
[19]. However, chest X-rays were commonly used
since this modality is cheaper, reproducible, and
available [20]. In our case, the patient could not
assess the CT scan as well as MRI workup since she
was in a coma condition and required a ventilation
machine. Therefore, we did not investigate more
for cerebral metastasis.

Choriocarcinoma spreads mainly to the lung,
vagina, liver, and central nervous system. Extreme-
ly rare, this malignancy can metastasize to the kid-
ney and skin [18]. The most common metastatic
site is the lung (80%), and the occurrence of respi-
ratory failure requiring intubation is an indepen-
dent factor for poor outcome, whereas metastasis
to the brain occurs in 10% of patients. Particularly,
choriocarcinoma can be present primarily in the
lung [16].

The histopathological endpoint accurately ve-
rifies this pathology. The histological pattern is
characterized by the presentation of cytotropho-
blasts and syncytiotrophoblasts without chorionic
villi. However, if GTN metastasis is highly suspect-
ed, an initial biopsy is not recommended due to the
risk of massive hemorrhage. The response to che-
motherapy may also support the diagnosis of GTN
[17]. As in the present case, the specimen was re-
vealed in the surgery for the purpose of hemostasis.

Treatment. In this context, to avoid adverse com-
plications, a multidisciplinary team involving a gy-
necologist, a surgical oncologist, and an anesthesio-
logist is mandatory, thereby reducing the mor-
bidity and mortality rates. A stratified treatment
should be administered according to the FIGO
staging and WHO prognostic scoring systems.
Surgery was immediately performed in an emer-
gency situation due to a ruptured metastasis mass
and malignant lesion removal [13]. Great caution
is used in attempting excision of any metastatic
disease site due to the risk of profuse hemorrhage,
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except for an emergency condition involving
hemodynamic instability and a consequence of
disseminated intravascular coagulation. Therefore,
metastasis should generally not be resected and
ought to be alternately treated by upfront chemo-
therapy.

Despite the tremendous tendency to metastasize
widely, GTN is one of the solid tumors most curab-
le with chemotherapy. These lesions respond rela-
tively well to chemotherapy, and this treatment
is associated with good results. Chemotherapy for
high-risk GTN includes etoposide, methotrexate,
and dactinomycin alternating with cyclophospha-
mide and vincristine (EMA/CO) [21]. This regi-
men is well-tolerated and highly effective (83% sur-
vival rate and cure rate as high as 100%) for high-
risk GTN and should be considered the primary
treatment in most circumstances [7]. According
to the study of Li et al. [22], for the GTN patient
with a FIGO score of 12 or greater, the EMA/CO,
etoposide-platinum alternating with the EMA
(EP/EMA), and floxuridine actinomycin-etopo-
side-vincristine (FAEV) were the three most com-
monly used regimens. The complete response rate
was 55.2%, 60.0%, and 63.1% for the EMA/CO, EP/
EMA, and FAEYV, respectively. In the present case,
following 6 cycles of the EMA/CO regimen, serum
B-hCG decreased to 6 mUI/mL. However, since the
B-hCG concentration remained slowly negative,
the team had a precaution of adverse side effects
of repeated EMA/CO cycles. Thus, the TP/TE
regimen was used to achieve the complete remis-
sion. To our knowledge, no evidence has been
demonstrated of how many repeated cycles are re-
quired to obtain the negative value of the f-hCG
concentration.

According to some reports, another treatment
option is to start chemotherapy in GTN with mas-
sive disease or metastatic sites likely to bleed pro-
fusely (such as the liver and brain) with a single
or double agent rather than multi-agent treat-
ment. There is also a probability of systemic toxic-
ity and recurrence. Furthermore, chemotherapy
has limited effects on recurrent tumors due to
their chemoresistance. It is imperative to over-
come these problems in order to effectively treat
the tumors at the metastatic site [7]. Recently,
although some data have been reported on the
role of immunotherapy in GTN resistant to classi-
cal chemotherapy regimens; the patient also follows
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the treatment strictly to avoid the chemoresistance.
Brain metastases are treated by radiotherapy along
with chemotherapy. The primary target of radiation
is to reduce the incidence of spontaneous intracra-
nial bleeding during or, more commonly, after che-
motherapy [23].

Outcomes and follow-up. Overall, the treatment
with chemotherapy was uneventful. The serum
B-hCG level returned to negative values. No abnor-
mal mass has been revealed on follow-up yet. The
metastatic lesions disappeared after two cycles
of the multi-agent chemotherapy, and complete re-
mission was achieved after six cycles of EMA/CO
and 2 cycles of TP/TE. Serum B-hCG is a sensitive
marker for evaluating therapeutic efficacy and fol-
low-up after remission [13]. After plasma p-hCG
normalization is achieved, patients with GTN
should be managed with serial determinations of
the B-hCG levels at 2-week intervals during the first
3 months of remission and then at monthly inter-
vals for at least 12 months [5]. The risk of recur-
rence after 1 year of remission is less than 1% and
is higher for patients with high-risk GTN. There-
fore, high-risk patients should receive p-hCG
monitoring at 6 to 12-month intervals beyond
the first year of remission [24]. At the time of writ-
ing this paper, the patient is being monitored and
has been in complete remission after 6 months
of follow-up.

Prognosis. The prognosis of chemosensitive
choriocarcinoma remains good with 90% sur-
vival outcomes after 5 years. Importantly, the re-
currences occur many years after the complete
remission of GTN. The overall recurrence rates
after treatment with the EMA/CO regimen
has been reported to be approximately 11%—
19% [12].

Regardless of the contraception, the oral contra-
ceptives should be used during chemotherapy
and the first year of remission after treatment of
GTN [5]. Because of the 1%—2% risk for the se-
cond molar in a subsequent pregnancy, the ultra-
sound examination at 8 weeks is recommended
during all future pregnancies in addition to histo-
logical evaluation of the placenta and post-delivery
B-hCG examination but there are no studies detail-
ing the utility of these measures. It has not been
reported on increasing the risk of congenital mal-
formations or other complications related to preg-
nancy in this context [4]. Patients treated with
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EMA/CO had a 13% risk of menopause at the age
of 40 and 36% by the age of 45. The risk of early
menopause in this group increased in women treat-
ed after the age of 30 [25].

Indeed, an early diagnosis, proper treatment mo-
dalities, and chemotherapeutic agents can improve
control of the disease and increase the survival rate.
The gynecologist should be aware of all possible
metastatic sites of GTN. Moreover, the fatal com-
plications relating to this disease should be noticed
as early as possible. Therefore, this case report may
help less experienced clinicians consider possible
combinations of chemotherapy treatment in pa-
tients undergoing surgery and complication in
multiorgan metastases.

To sum up, a high-risk hydatidiform mole with-
out a follow-up and sufficient chemotherapy can
develop rapidly into choriocarcinoma in the ab-
sence of proper management. A multidisciplinary
team ought to be required to ensure timely and suc-
cessful management of the clinical condition and
for fertility-preserving treatment. Multi-agent
chemotherapy should be used for the elimination
of choriocarcinoma. EMA/CO regimen can be
used to limit the progression of tumor following
hemodynamic stabilization in the condition of
a ruptured tumor.
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Tone Han Bo !, ®yx Hon Heyen 3

1 BigmineHHA TiHEeKONMOTiYHOI OHKOJIOTII, TOCIITaIb Ty Iy, XommmiH, B'ernam

2 HayxoBo-gocmiganibkuii migposgin rocmoitano Ty Iy, Xomnmis, B'erHam

3 BipiineHHs BariTHOCTi BUCOKOTO pusuKy, rocmitanb Ty Iy, Xommmin, B'ernam

TSDKKNUI IIEPEBIT TECTALIIMTHOI TPO®OBJTACTMYHOI HEOITJTA3IT
Y MOJIOOOI JKIHKM 3 BETHAMY IIIC/II IIPUIIMHEHHS XIMIOTEPATIII:
AHAJII3 KJITHIYHOTO BUITAIKY TA OIJIAM JIITEPATYPU

XopioKapIHOMa € HaO1/IbII arpeCcHBHOIO 3a IIPOSIBOM IeCTalitHO0 TpodobrmacTIHOW0 Heomnaseio. TuM He MeHIe,
BOHA € BIIIKOBHOIO B pa3i 3aCTOCYBaHHA BiflIIOBigHOI Tepamii. Xoya Ile 3aXBOPIOBaHHA € JOCUTD PifIKiCHMM, BOHO MOXe
IpU3BeCTH 10 (aTasbHMX HACHIAKIB. XOpioKapLMHOMA € 3aTPO3/IUBUM IJIsI XXUTTsI 3aXBOPIOBAHHSAM, SIKE HA ITOYATKY
MO>Ke OyTI 6e3CUMITOMHIM, aJie IIBKUAKO IPOrPecye, IPU3BOASIIN T0 MACUBHOI KPOBOTEUi 3 MOXK/IMBYM JIeTa/IbBHUM
HaciikoM. [i MOKHa TTiI03pI0BaTH Y 5KiHOK JIiTOPOIHOTO BiKy 3 BUCOKMM PU3MKOM I[OJIO TeCTalliliHOi Tpodo6macTuaHoi
xBopo6u 3a kpurepiamu FIGO. V 11boMy IOBiIOMIIEHHI aHaIi3yeTbCA TSHKKMIT BUIIAJOK METACTATMYHOI XOpioKap-
LVHOMM 1 onTyuMisanii MiKyBaHHSA XBOPOI 3aBIsKY 3aCTOCYBaHHIO HOJixXiMioTepamii i 6araTonpogiipHOMY HifXoxy
Io Tepamii. 20-piyHa >xiHKa 3i ctarycom G1PO 6yna HampaBieHa [0 KIiHIKM 3 Hi03pOI0 Ha MeTaCTaTMYHY XOpio-
KapLVHOMY IIiC/Isl IPUIMHEHHs XiMioTepamnii yepes maugemito COVID-19. Ilix yac nepebyBaHHs B KIiHILi myxinHa
MeTacTasyBaa, 0 IPU3BENO A0 MPOQY3HOI BHYTPIIIHbOUEPEBHOI KPOBOTEYi. [/l mpunmHeHHs: KpoBoTtedi 6yro
IpOBeleHO TepMiHOBe XipypriuHe BTpyduaHHs. Marepiam, ofep)kaHmil Ipy BTpydaHHi, 6ym1o miffaHo ricromaTo-
JIOTi9HOMY JOCTI/PKEHHIO, 1110 ZO3BOIM/IO TOYHO BCTAHOBUTH AiarHos. ITic/is XipypriuHoro BTpy4aHHs 0y/I0 IPU3HAYEHO
noniximMioTepariio 3a cxemoro EMA/CO sk nepiioi jiHii Teparlii, Xo4a XBopa 3HaXOIWIACh ¥ KoMi i moTpebyBaa mTy4HOI
BeHTWIAL{I serenb. [Ticma mectn nuknis EMA/CO piens cupopatkoboro B-hCG sHusuBcs, xo4a it Tinbku 1o 8 MMO/ML.
JIna moBHOI peMicii 3acTOCOBYBanM [iBa LMKIM YEPTyBaHHsA IaKIiTaKceTy/IMCIVIATMHY Ta IaK/IiTaKceny/eTOno3uLy
(cxema TP/TE). BinrepMinyBaHHA XiMioTepalIil XBOpMX Ha XOPiOKapLIMHOMY MO>Ke IIPU3BOAUTH JO TSDKKUX HACTIAKIB.
Y Tolt >Ke yac, HaBiTh y CTaHi KOMM CBO€YaCHe 3aCTOCyBaHH:A XiMioTeparlii JO3BO/IAE CYTTEBO MOKPAIUTH IIPOTHO3
3aXBOPIOBAHHS.

KirouoBi cnoBa: xopiokapijmsoma, mosiximioreparis, cxema EMA/CO 6aratonpodinbHuit miaxiz.
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