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Abstract
Choriocarcinoma (CC) is a malignant

tumor of trophoblastic tissue composed of
cytotrophoblastic, intermediate and syncy-
tiotrophoblast cells. Choriocarcinoma pre-
dominantly has a gestational origin. The
non-gestational type is said to arise from the
gonads and pluripotent germ cells. It is a
rapidly invasive tumor and metastasizes
widely, but it has a good response to
chemotherapy once identified. Metastatic
choriocarcinoma are extremely rare in the
breast. Choriocarcinomatous differentiation
has also been described in neoplasm arising
from many organs including colon, stom-
ach, rectum, urinary bladder and lung. In
this case report, the history, physical exam-
ination, laboratory findings and pathologi-
cal findings of metastatic choriocarcinoma
of the breast in a 24-year-old female are
described and previous literature about
metastatic choriocarcinoma is reviewed.

Introduction
Choriocarcinoma (CC) constitutes less

than 10% of all gynecological malignan-
cies. It is preceded by several conditions,
50% arise in hydatidiform mole, 25% in
previous abortions, about 22% in normal
pregnancies and the remaining occur in
ectopic pregnancies. Metastases are found
in the lung (80%), vagina (30%), pelvis
(20%), brain (10%), and liver (10%).
Metastasis to the kidneys, gastrointestinal
tract and spleen are not common. The breast
is also an uncommon site of extra-gestation-
al choriocarcinoma.1,2

Documented case reports of metastatic
choriocarcinoma to the breast are few.3-5 In
imaging studies, choriocarcinoma of the
breast is usually a well-circumscribed mass
with no architectural distortion and calcifi-
cations. The mass is mostly solid but can
have cystic areas. It is a high-grade disease
with a poor prognosis.

In this case report, the history, physical
examination, laboratory findings and patho-
logical findings of breast choriocarcinoma
in a 24-year-old female are described and

previous literatures about choriocarcinoma
in the breast are reviewed.

Case Report
A 24-year-old female para 2 with 2 liv-

ing children, who was referred from a
peripheral hospital with a six-month history
of irregular menstrual vaginal bleeding fol-
lowing the last delivery and weight loss,
two months history of a progressive rapidly
growing palpable mobile non-tender mass
in the upper outer quadrant of the right
breast. She had two full-term pregnancies
with the last child birth six months prior to
presentation. There was no previous history
of hydatidiform moles or choriocarcinoma.
Routine blood tests including urea, elec-
trolytes and full blood counts revealed ele-
vated urea and creatinine with severe ane-
mia. The serum βhCG level was markedly
elevated. The abdomino-pelvic ultrasound
and X-ray were negative for metastases.
Breast palpation revealed firm, non-tender
mass with no nipple retraction. On imaging,
high-resolution ultrasonography showed an
ill-defined hypoechoic mass on the right
breast with suspicion for malignancy. The
patient underwent core needle breast biopsy
which demonstrated fragmented greyish-
white friable tissue. Microscopic examina-
tion revealed infiltrating large-sized tro-
phoblastic cells with hyperchromatic
markedly pleomorphic nuclei and increased
nuclear chromatin with moderate
eosinophilic cytoplasm. Areas of necrosis,
multinucleated giant cells and hemorrhage
were also seen (Figures 1 and 2). This find-
ing was similar to choriocarcinoma origi-
nating from the genital tract.

One week after admission, before the
commencement of combination chemother-
apy, the patient died, most likely due to
multiple metastases.

Discussion
Choriocarcinoma is a malignant gesta-

tional trophoblastic disease arising from
anaplastic trophoblastic tissue.6 The tumor
consists of cytotrophoblastic, intermediate
and syncytiotrophoblastic cells and usually
has a gestational origin. The non-gestational
type of CC is said to originate from the
pluripotent germ cells and the gonads.7
Choriocarcinoma mostly metastasizes
through the hematogenous route and are
found in the lungs (80%), vagina (30%),
pelvis (20%), liver and brain (10%). Other
rare sites are the gastrointestinal tract,
spleen and kidney, and no organ is immune
from choriocarcinoma metastases.1,2

Choriocarcinoma was reported two
weeks after a full-term normal delivery in a
24 years old female who presented with
severe vaginal bleeding 10 days after deliv-
ery and elevated hCG titre.8 Some other
studies have also documented early onset
metastatic choriocarcinoma of 3 weeks, 11
weeks and 6 months after delivery.9,10 Few
cases of choriocarcinoma have been report-
ed after a long period from antecedent preg-
nancy.11,12

Patients with choriocarcinoma can pres-
ent with different clinical manifestations
depending on the site affected. They may
present with gastrointestinal bleeding
(18.43%), cardiopulmonary symptoms
(20.66%) or central nervous system com-
plaints (17.67%).6 Abnormal uterine bleed-
ing is said to be the commonest gynecolog-
ical presentation in women with choriocar-
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cinoma, in which the bleeding tends to be
irregular and persist for days or months
after delivery.13 In this study, the patient
also presented with irregular vaginal bleed-
ing for 6 months (since after delivery),
which is common in cases with choriocarci-
noma.

Based on the available literature, the
most common sources of breast metastases
are lymphomas, melanomas, rhab-
domyosarcomas, lung tumors and ovarian
tumors.14 Metastatic choriocarcinoma to the
breast is not common, with an incidence
ranging from 0.5% to 6.6%.15 Patients with
metastatic breast choriocarcinoma usually
present with a history of previous choriocar-
cinoma or a hydatidiform mole. Those
patients mostly present with a palpable
breast lump, axillary lymphadenopathy and
raised beta-hCG level.15

Metastatic breast choriocarcinoma is
said to demonstrate similar features with
most malignant breast tumors radiological-
ly. It shows a high-density mass with
obscured margins on mammography devoid
of spiculations and calcifications, which
was not requested when this patient present-
ed. Mixed solid and cystic hypoechoic mass
with lobulated margins is usually seen on
ultrasonography. 

Even though, chemotherapy is consid-
ered the mainstay of treatment of gestation-
al choriocarcinoma with a good prognosis,
most cases of metastatic choriocarcinoma
of the breast have an aggressive clinical
course with poor outcomes. Therefore,
early diagnosis and prompt management are
necessary.

Conclusions
Choriocarcinoma is a highly aggressive

tumor which should be diagnosed and treat-
ed as soon as possible because of its tenden-
cy to grow and metastasize rapidly. Prompt
diagnosis and early treatment of metastatic
choriocarcinoma using chemotherapy
and/or radiotherapy produce long-term sur-
vival rates of as high as 80%. 
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Figure 1. (H&EX40) Metastatic choriocarcinoma showing infil-
trating sheets of malignant trophoblastic cells, multinucleated
giant cells, areas of necrosis and haemorrhage.

Figure 2. (H&EX100) Metastatic choriocarcinoma showing infil-
trating sheets of malignant trophoblastic cells, multinucleated
giant cells, areas of necrosis and haemorrhage.
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