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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Background: The incidence of gestational trophoblastic
neoplasia (GTN) in the United States and a number of
developed countries is estimated at approximately 110-120
cases per 100,000 pregnancies, with choriocarcinoma among
the malignant forms of GTN characterized by the most
aggressive course and rapid metastasis. The presented clinical
case demonstrates the difficulties of early diagnosis of GTN
following pregnancy termination. Minimal ultrasound changes
and atypically low B-hCG levels in the early stages masked the
onset of pathological trophoblastic proliferation. The disease,
initially confined to the reproductive system, spread to the
lungs, brain, and liver. The case underscores the need for regular
dynamic monitoring of B-hCG levels and early morphological
verification after any pregnancy termination.

Aim: To describe a rare case of choriocarcinoma with
multiple metastases and a favorable outcome, to evaluate the
effectiveness of treatment, and to analyze factors influencing the
accuracy and timeliness of diagnosis in suspected GTN.

Methods: An analysis was conducted of a rare clinical
case of malignant gestational trophoblastic neoplasia. The
patient underwent comprehensive clinical and laboratory
examination, including determination of B-hCG levels by
electrochemiluminescence immunoassay (ECLIA), general
clinical blood tests, ultrasound examination (Voluson S10),
computed tomography (Siemens SOMATOM go.Now), and
histological examination of surgical material by standard
methods. Staging was performed according to the FIGO
anatomical classification.

Conclusion: The described case shows that atypical clinical
and ultrasound manifestations, along with non-typical B-hCG
dynamics, significantly complicate the early diagnosis of GTN,
increasing the risk of diagnostic errors and delayed verification.
The absence of regular B-hCG monitoring and morphological
confirmation after pregnancy termination contributes to the
development of advanced forms of choriocarcinoma with
life-threatening complications. A combination of surgical
interventions with polychemotherapy and radiation therapy
ensured sustained remission even at advanced stages, confirming
the high chemosensitivity of choriocarcinoma.

Key words. Gestational trophoblastic  neoplasia,
choriocarcinoma, metastases, f-Hcg, histological examination,
polychemotherapy.

Introduction.

Gestational trophoblastic disease represents a group of rare
neoplastic and non-neoplastic conditions associated with
abnormal trophoblastic proliferation during pregnancy [1-4].
This group includes hydatidiform mole (partial and complete),
invasive hydatidiform mole, choriocarcinoma, placental site
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trophoblastic tumor, and epithelioid trophoblastic tumor.
All these conditions are characterized by varying biological
behavior but share a common feature the production of human
chorionic gonadotropin. Assessing the global incidence of
gestational trophoblastic disease (GTD) is challenging due to
significant methodological differences in registration systems
and diagnostic criteria, both within individual countries and
between them [5-9].

According to published data, the frequency of GTD varies
widely: from 23 cases per 100,000 pregnancies in Paraguay to
1,299 cases per 100,000 pregnancies in Indonesia [10,11]. Such
differences may be related to ethnic and geographic factors,
variations in access to early diagnosis, quality of medical care,
and the frequency of early ultrasound examination. In the
United States, the incidence is estimated at approximately 110—
120 cases per 100,000 pregnancies, which aligns with figures
reported in most developed countries [7].

Among the malignant forms of gestational trophoblastic
disease, choriocarcinoma is distinguished by the most
aggressive course and less favorable prognosis. Although
B-human chorionic gonadotropin (B-hCG) is a key biomarker
of the disease, its prognostic value, particularly with respect to
treatment response and risk of recurrence, remains insufficiently
studied. Further research is needed to clarify the role of B-hCG
as an independent prognostic indicator [12-15].

Determination of serum B-hCG levels is of utmost importance
for the diagnosis and monitoring of gestational trophoblastic
disease (GTD). Values exceeding 100,000-150,000 mIU/mL at
9-10 weeks of gestation may indicate the presence of pregnancy
developmental abnormalities and enable timely identification
of high-risk patients, as well as monitoring of treatment
effectiveness and the dynamics of the neoplastic process [8,16-
18].

Ultrasound examination remains the primary method of
initial imaging in suspected gestational trophoblastic disease,
allowing assessment of uterine structure, detection of signs
of hydatidiform mole, and suspicion of invasive trophoblastic
growth [6,14,17]. However, the sensitivity of ultrasound in
detecting hydatidiform mole varies widely from 30% to 95%,
with an average of 52.2% [13,17]. This is due to the fact that
echographic signs of individual forms of the disease may be
minimally expressed, nonspecific, or masked as a normal early
pregnancy or other gynecological conditions. The limited
sensitivity of ultrasound leads to diagnostic difficulties and
increases the risk of missing persistent trophoblastic disease,
including choriocarcinoma, which may contribute to disease
progression and worsening of prognosis [11,13].

Despite the important role of imaging, a definitive diagnosis
is possible only through morphological verification, which
is a key step in selecting the optimal treatment strategy and
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determining the risk of the disease [11,12]. To assess the extent
of the process and detect metastases, chest X-ray, computed
tomography, and magnetic resonance imaging are used. The
most common sites of metastases in trophoblastic disease are
the lungs, brain, vagina, and liver [1,11]. The use of these
methods allows accurate determination of the disease stage and
the formulation of an individualized treatment plan.

Induction chemotherapy is of significant importance in patients
with high tumor burden or signs of severe disease course,
reducing the risk of early mortality and creating conditions for
a safe transition to the main phase of treatment [5]. Clinical
practice data indicate the need to improve approaches to early
detection, monitoring, and optimization of treatment strategies
for trophoblastic disease.

Objective of the study. To describe a rare clinical case of
choriocarcinoma with multiple metastases and a favorable
outcome, to evaluate the effectiveness of the treatment performed
(including surgical interventions and polychemotherapy), and to
analyze the factors influencing the accuracy and timeliness of
diagnosis in patients with suspected gestational trophoblastic
disease.

Materials and Methods.

A comprehensive analysis of the patient’s clinical data
was conducted. B-hCG levels were determined using the
electrochemiluminescence immunoassay (ECLIA) method.
Routine laboratory blood tests (complete blood count with
microscopic examination of the blood smear, biochemical
analysis including liver and renal function tests, coagulogram)
were performed on automatic analyzers. Ultrasound examination
of the pelvic organs was carried out using a Voluson S10
device. Computed tomography (Siemens SOMATOM go.Now)
was performed to assess the presence of metastases and the
extent of the disease process. Histological examination of the
surgical material was conducted on paraffin sections stained
with hematoxylin and eosin (H&E) using a ZEISS Primo Star
light microscope. Staging of the disease was performed in

accordance with the FIGO anatomical classification (2000) with
updates [15].

Case presentation.

A 2l-year-old patient was admitted to the obstetrics and
gynecology department in October 2024 with complaints of
uterine bleeding. Ultrasound examination revealed echographic
signs of trophoblastic proliferation in the uterine cavity, which
raised suspicion of a hydatidiform mole.

Laboratory testing showed a B-hCG level of 3,126 mIU/mL,
which corresponds approximately to a normal developing
pregnancy at 3—4 weeks gestation. It should be noted that
most forms of gestational trophoblastic disease are typically
associated with substantially higher B-hCG concentrations
[8]. Given the ultrasound findings and clinical presentation,
a decision was made to proceed with surgical intervention.
Vacuum aspiration of the uterine cavity contents was performed,
followed by dynamic monitoring of B-hCG levels. The obtained
material was sent for histological examination.

Morphological examination revealed chorionic villi of
varying degrees of maturity with signs of dystrophic changes
in the stroma, as well as elements of decidual tissue. However,
the pronounced trophoblastic proliferation and hydropic
degeneration of villi characteristic of hydatidiform mole were
not observed. Thus, the histological conclusion did not confirm
the diagnosis of hydatidiform mole.

Over the two months following curettage of the uterine cavity,
the patient’s menstrual cycle did not resume. She independently
performed a pregnancy test, which yielded a positive result, and
consulted an obstetrician-gynecologist. Ultrasound examination
showed deformation of the uterine cavity by nodular hypoechoic
inclusions measuring 1.2-2.0 cm with clear contours within the
cavity and in the uterine wall. The endometrium was thickened
(up to 14 mm), heterogeneous, and hypoechoic; the myometrium
was moderately echoic and homogeneous peripherally; the
cervix was visualized in the lower part of the image with an
echogenic cervical canal (Figure 1). No gestational sac was

Figure 1. On transvaginal ultrasound image (Voluson S10 device, SRI-H/C mode), the uterine cavity is visualized with hypoechoic inclusions.
Pathological structures measuring 1.2 cm and 2.0 cm in diameter, localized in the endometrial and myometrial regions, are marked with yellow

asterisks (*) and lines.
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Figure 2. On the presented transvaginal ultrasound image (Voluson S10 device, SRI-H/C mode), the uterine cavity is visualized with characteristic

ultrasound signs of hydatidiform mole.

identified, which, in the presence of a B-hCG level of 4,560
mlIU/mL (above the discriminatory zone of >1,500-2,000 mIU/
mL), is inconsistent with a normally developing intrauterine
pregnancy [9].

Such an echographic picture also did not correspond to the
classical appearance of a hydatidiform mole (“snowstorm”
pattern with multiple small cystic changes in the chorionic villi)
and was more consistent with persistent trophoblastic tissue,
an invasive polyp, or an early invasive form of gestational
trophoblastic neoplasia (GTN) [13]. In the absence of ultrasound
signs of pregnancy, these findings required urgent exclusion of
ectopic pregnancy or retained trophoblastic tissue.

Itshould be noted that the patient was inappropriately prescribed
the combined oral contraceptive “Jess.” The administration of
COCs in the presence of a positive pregnancy test and elevated
B-hCG level (4,560 mIU/mL) contradicts clinical guidelines and
may mask the course of the disease, thereby hindering timely
diagnosis. Nevertheless, such errors do occur in clinical practice
and have been described in the literature [3].

Due to the development of side effects in the form of headache,
the patient independently discontinued the medication and only
sought medical attention again after 3 months. Ultrasound
examination revealed expansion of the uterine cavity filled
with pathological content of heterogeneous echostructure
containing multiple small and medium-sized anechoic round
inclusions distributed diffusely and forming a “honeycomb”
(vesicular) pattern characteristic of hydatidiform mole (Figure
2). No gestational sac, yolk sac, or embryo was visualized.
The myometrium showed homogeneous echostructure without
signs of invasion by the pathological process; no free fluid was
detected in the pelvic cavity. The B-hCG concentration was
6,130 mIU/mL. In the absence of ultrasound signs of pregnancy,
such values required urgent comprehensive diagnostic workup
and histological verification of the diagnosis. However, further
examination and treatment were performed at a later stage.

In August 2025, due to severe headaches and an episode of
loss of consciousness, the patient was urgently admitted to
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the neurology department. Multislice computed tomography
(MSCT) revealed an intracerebral hemorrhage in the right
parieto-occipital region. Initially, the hemorrhage was
interpreted as a consequence of a ruptured vascular aneurysm.
Emergency craniotomy was performed with evacuation of the
intracerebral hematoma.

In the postoperative period, the patient’s condition stabilized,
however, a pronounced decrease in hemoglobin level to 61-67
g/L was noted. Such a degree of anemia was disproportionate
to the volume of the intracranial hemorrhage and intraoperative
blood loss. This required a search for another, more significant
source of bleeding. Initially, gastrointestinal bleeding was
suspected, and the patient was transferred to a surgical
department. In the surgical department, against the background
of progressive anemia and clinical signs of intra-abdominal
bleeding, laparotomy was performed: splenectomy, resection of
a segment of the small intestine, and drainage of the abdominal
cavity. Intraoperatively, massive hemoperitoneum was
confirmed, caused by an intra-abdominal source of bleeding
(Table 1).

Histological examination of the removed tissues revealed
morphological signs of choriocarcinoma, which made it
possible to establish the diagnosis: malignant gestational
trophoblastic neoplasia. The obtained data indicated that
the intra-abdominal bleeding was caused by rupture of
metastatic foci of choriocarcinoma, which explained the sharp
and disproportionate decrease in hemoglobin level. On the
histological preparation, tumor tissue is identified, represented
by chaotically arranged atypical trophoblastic cells without
formation of chorionic villi (Figure 3). Areas of pronounced
coagulative and liquefactive necrosis alternate with foci
of hemorrhage. The tumor component is represented by a
population of cytotrophoblast and syncytiotrophoblast with
marked cellular and nuclear polymorphism, hyperchromatic
nuclei, and high mitotic activity. The stromal component is
absent or sharply reduced. The tissue architecture is disorganized,
reflecting the high degree of malignancy of the process. Overall,



Table 1. Chronology of major clinical events.

Date Clinical events
The patient was hospitalized with uterine bleeding. Ultrasound findings suggested a hydatidiform mole (serum
October 2024 B-hCG 3,126 mIU/mL), although the level was lower than typically observed in molar pregnancy. Vacuum aspiration

of the uterine cavity was performed. Histopathological examination revealed chorionic villi without trophoblastic
proliferation; no evidence of hydatidiform mole was identified.

October—December 2024

Amenorrhea persisted and pregnancy tests remained positive. Ultrasound demonstrated nodular intrauterine masses
without a visible gestational sac; serum B-hCG level was 4,560 mIU/mL.

Combined oral contraceptives were prescribed for 3 weeks despite persistently elevated serum B-hCG levels, delaying

December 2024 further diagnostic evaluation.
Serum B-hCG increased to 6,130 mIU/mL. In the absence of ultrasonographic evidence of pregnancy, these findings
March 2025 required urgent diagnostic work-up and histological confirmation; however, further evaluation and treatment were
delayed.
The patient was admitted with severe headache and loss of consciousness. CT revealed intracranial hemorrhage, and
August 2025 emergency craniotomy was performed. Due to persistent severe anemia and suspected intra-abdominal bleeding,
diagnostic laparotomy was undertaken, revealing massive hemoperitoneum.
August 2025 Histopathological examination confirmed choriocarcinoma. Subsequent oncologic work-up revealed metastatic

choriocarcinoma (FIGO stage IV) with metastases to the brain, lungs, liver, and intra-abdominal organs.

Systemic chemotherapy (EMA-EP regimen, 8 cycles) combined with brain radiotherapy resulted in complete clinical

August-December 2025 and biochemical remission.

x40. Tumor tissue is identified, represented by chaotically arranged atypical trophoblastic cells without formation of chorionic villi.

the morphological picture corresponds to choriocarcinoma and
is characterized by aggressive infiltrative growth, pronounced
angiotropism, and a tendency to hemorrhage and necrosis.

The patient was referred to a regional oncology center based
on histological findings suggestive of a trophoblastic tumor.
Following a comprehensive evaluation, including analysis of
histological and immunohistochemical specimens as well as
serial monitoring of B-hCG levels, the diagnosis of stage IV
uterine choriocarcinoma with multiple distant metastases (brain,
lungs, liver, and abdominal organs) was confirmed.

Combined treatment was administered at the oncology center,
consisting of systemic chemotherapy according to the EMA-
EP regimen in combination with brain radiotherapy with a total
focal dose of 40 Gy. The treatment resulted in complete clinical
and biochemical remission, characterized by normalization of
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serum B-hCG levels and regression of metastatic lesions on
imaging studies.
Dynamics of hematological parameters:

Hematological studies reflected the severity of the patient’s
condition, associated with massive blood loss and the
subsequent effects of antitumor therapy. Initially, peripheral
blood parameters were within normal limits. However, after
neurosurgical intervention, a sharp drop in hemoglobin level
to 61-67 g/L was observed, which was disproportionate to
the volume of operative blood loss and raised suspicion of
ongoing occult bleeding. Further decrease in hemoglobin to
58 g/L before transfer to the surgical department confirmed
the presence of massive intra-abdominal bleeding, which was
subsequently verified intraoperatively. After elimination of
the bleeding source and blood transfusions, hemoglobin levels



gradually stabilized, reaching 74 g/L after laparotomy and 92
g/L upon admission to the oncology center.

During the course of polychemotherapy, expected cytostatic
complications were observed in the form of leukopenia and
thrombocytopenia. Leukocyte count decreased to 3.1 x 10°/L,
and platelet count to 110 x 10°L, necessitating supportive
therapy (use of colony-stimulating factors, dose adjustment of
chemotherapeutic agents, and monitoring of the coagulogram).
After completion of treatment, the parameters normalized:
hemoglobin increased to 115 g/L, leukocytes to 5.0 x 10°/L, and
platelets to 180 x 10°/L.

Thus, the dynamics of hematological parameters reflected
severe posthemorrhagic anemia due to massive intra-abdominal
blood loss, normalization after surgical intervention and
blood transfusions, expected myelosuppressive effects of
chemotherapy (successfully managed with supportive therapy),
as well as complete restoration of hematopoiesis after the end
of treatment.

Dynamics of blood biochemical parameters:

Biochemical blood analysis revealed changes characteristic of
massive blood loss, systemic inflammatory response, and tumor
intoxication. There was a significant increase in liver enzyme
activity: ALT up to 68 U/L and AST up to 112 U/L, which
exceeded reference values and reflected hypoxic and metabolic
damage to hepatocytes against the background of hemodynamic
instability and massive hemoperitoneum. An even more
pronounced elevation in lactate dehydrogenase (LDH) levels up
to 870 U/L indicated tissue hypoxia, high tumor activity, and
active cytolysis.

The total bilirubin level remained moderately elevated (22
pmol/L), which could be associated with resorption of the
hematoma, impaired hepatic blood flow, and overall catabolic
stress. Renal function was preserved: creatinine level was 76
pmol/L, which remained within reference values and indicated
the absence of significant impairment of glomerular filtration.

Coagulogram parameters demonstrated signs of hemostasis
disturbance against the background of massive intra-abdominal
bleeding. Fibrinogen level decreased to 1.5 g/L, which is

a sensitive marker of consumption of coagulation factors.
Prothrombin time prolongation to 16.4 seconds and a moderate
increase in INR to 1.3 reflected a deficiency of coagulation
factors caused by blood loss and active consumption of
components of the coagulation system.

Thus, the biochemical parameters collectively indicated
pronounced metabolic disturbances caused by hemodynamic
instability, high tumor activity, and the developed coagulopathic
syndrome, which fully corresponded to the severity of the
patient’s clinical condition.

Dynamics of serum $-hCG levels:

The B-hCG level remained pathologically elevated and
continued to gradually increase after curettage of the uterine
cavity, indicating persistence of trophoblastic tissue. The graph
of B-hCG levels demonstrates the pathological dynamics of the
hormone in uterine choriocarcinoma: prolonged stabilization
at an elevated level followed by an explosive rise (Figure 4).
From October 2024 to May 2025 (7 months), B-hCG remained
steadily high (3,126-6,130 mIU/mL) without declining to
normal values (<5 mlIU/mL). This pattern corresponds to
persistent trophoblastic disease following abortion, when
residual trophoblastic tissue continues to secrete B-hCG.

Subsequently, an exponential peak developed (August 14—
28, 2025). Within just 2 weeks (August 14-28, 2025), there
was a sharp surge in B-hCG levels up to 173,125 mIU/mL,
at which point the tumor became highly aggressive, causing
hyperthyroidism, severe bleeding, and metastases. The peak
reflects uncontrolled proliferation of syncytiotrophoblast. This
pattern (a long plateau followed by exponential growth) is
pathognomonic for gestational trophoblastic neoplasia. Together
with morphological verification, it confirmed the diagnosis of
stage IV choriocarcinoma.

Following the course of polychemotherapy, a pronounced
decline in B-hCG was observed, reaching levels <50 mIU/mL.

Neuroimaging data (brain MSCT):

Multislice computed tomography (MSCT) of the brain in
the patient revealed an intracerebral hemorrhage in the right
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Figure 4. Dynamics of serum human chorionic gonadotropin (-hCG) levels show a stable trend (October 20, 2024 — May 22, 2025) followed by

an exponential peak from August 14 to August 28, 2025.

17



parieto-occipital region. The volume of the hematoma was
approximately 35 mL, accompanied by moderate perifocal
edema and midline shift of up to 4 mm, indicating clinically
significant elevation of intracranial pressure and risk of
further neurological decompensation. In addition to the acute
hemorrhage, two additional nodular lesions measuring 68
mm were identified, interpreted as metastatic foci, consistent
with the typical localization and morphological features of
choriocarcinoma metastases to the brain. Follow-up MSCT
after neurosurgical intervention showed no signs of recurrent
hemorrhage or progression of edema, indicating stabilization of
the condition and the effectiveness of the performed surgical
decompression.

Thus, the neuroimaging findings confirmed a combination of
acute hemorrhagic complication with metastatic lesions, which
is a characteristic manifestation of highly aggressive forms of
gestational trophoblastic neoplasia and reflects the systemic
nature of the disease.

Imaging data (MSCT of the chest organs):

MSCT of the chest organs revealed multiple rounded
metastatic lesions. The sizes of the nodules varied from
0.2 to 1.5 cm; they exhibited the characteristic “cannonball
metastases” appearance, consistent with the radiological
signs of hematogenous dissemination in choriocarcinoma. No
pleural effusion was detected, which ruled out hemorrhagic or
metastatic pleuritis at the time of examination.

Imaging data (MSCT of the abdominal organs):

MSCT of the abdominal organs revealed signs of massive
hemoperitoneum with a volume of up to 1200 mL, indicating
ongoing intra-abdominal bleeding and serving as a direct
indication for emergency surgical intervention. Additionally,
metastatic involvement of abdominal organs was visualized,
consistent with advanced-stage gestational trophoblastic
neoplasia.

In the spleen, a solid tumor nodule approximately 25 mm in
diameter was identified with signs of intralesional hemorrhage,
indicating a high risk of capsule rupture and necessitating
splenectomy. In the loops of the small intestine, multiple
nodular formations measuring 10—15 mm were found, one of
which was accompanied by signs of ischemic necrosis of the
wall, requiring resection of the affected intestinal segment.

In the liver parenchyma, two metastatic foci measuring 12
and 17 mm were visualized, consistent with hematogenous
dissemination. Moderate abdominal lymphadenopathy was also
noted, interpreted as reactive or metastatic in nature.

Taken together, the obtained data indicated a widespread
metastatic process complicated by life-threatening intra-
abdominal bleeding, which necessitated urgent laparotomy to
eliminate sources of bleeding and remove affected tissues.

Discussion.

Gestational trophoblastic disease (GTD) represents a group of
rare pathologies that include both neoplastic and non-neoplastic
forms arising from abnormal trophoblastic proliferation during
or following pregnancy [4,11]. The primary initial imaging
modality in suspected GTD is ultrasound examination (US),
which allows assessment of uterine structure, detection of
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characteristic signs of hydatidiform mole, and suspicion of
invasive trophoblastic growth. The sensitivity of ultrasound in
diagnosing hydatidiform mole varies widely, ranging from 30%
to 95% [11,13,17].

The presented clinical case illustrates significant challenges
in the early diagnosis of gestational trophoblastic neoplasia
(GTN) following pregnancy termination. Minimal echographic
changes combined with atypically low B-hCG levels in the
early stages of pathological trophoblastic proliferation led to a
substantial delay in diagnostic verification. A 21-year-old patient
was admitted to the obstetrics and gynecology department with
complaints of uterine bleeding. Pelvic ultrasound revealed
nonspecific echographic changes in the uterine cavity that
only suggested trophoblastic proliferation and raised suspicion
of hydatidiform mole. Laboratory testing showed a human
chorionic gonadotropin (B-hCG) level of 3,126 mlIU/mL,
corresponding approximately to a normal developing pregnancy
at 3—4 weeks gestation. Based on the ultrasound findings and
clinical presentation, surgical intervention was decided upon.
Vacuum aspiration (evacuation) of the uterine cavity contents
was performed. Dynamic laboratory monitoring of B-hCG levels
showed values remaining around 3,126 mIU/mL (October) with
subsequent increase to 6,130 mIU/mL (November—December),
which remained relatively low for an active form of GTN.

The literature emphasizes that in hydatidiform mole, and
especially in choriocarcinoma, B-hCG levels typically reach
significantly higher values and often exceed 100,000 mIU/mL
[8]. In the described case, for approximately 7 months, f-hCG
remained pathologically elevated but stable, without declining
to reference values. Only thereafter was an exponential rise
observed: withintwoweeks, thelevel sharplyincreasedto 173,125
mlIU/mL. This corresponded to the transition of the process into
a highly aggressive phase, accompanied by the development of
hyperthyroidism, massive bleeding, and metastatic involvement.
Based on the clinical picture and morphological verification,
the diagnosis of stage IV choriocarcinoma was established. The
atypical dynamics of f-hCG (slow, prolonged rise instead of the
expected rapid increase) substantially diverged from classical
diagnostic concepts, in which a high B-hCG level is considered
a key marker of GTN. It is important to note that the f-hCG level
exceeded the discriminatory zone (>1,500-2,000 mIU/mL). In
the early stages, ultrasound revealed only moderately thickened
heterogeneous endometrium (14-16 mm), a slit-like uterine
cavity without a gestational sac, and hypoechoic inclusions
measuring 820 mm with signs of hypervascularization on
color Doppler mapping. These findings did not correspond to
the classical picture of hydatidiform mole. A significant role
in the underestimation of risk was played by the results of the
initial histological examination, which revealed only dystrophic
changes in the chorionic villi without signs of marked
proliferation, leading to an underestimation of the malignant
potential of the process.

In medical practice, one of the common causes of false-
negative histological results is sampling error, a situation in
which malignant or atypically proliferating cells are not included
in the examined specimen. This is particularly characteristic of
small focal lesions, where the pathological process is localized
and unevenly distributed within the tissue. During vacuum



aspiration or biopsy, it is possible to obtain a fragment that does
not contain pathological areas.

In the presented clinical case, histological specimens obtained
after vacuum aspiration of the uterine cavity were re-evaluated
by pathomorphologists. Upon review, no malignant cells or signs
of pronounced trophoblastic proliferation were identified. These
findings support the assumption of a focal tumor process with
uneven distribution of pathological changes in the endometrial
and myometrial tissues. This circumstance necessitates thorough
histological examination of all obtained material following any
termination of pregnancy or evacuation of trophoblastic tissue,
particularly in the presence of clinical and laboratory signs of
persistent trophoblastic disease.

One of the key management errors was the absence of
regular serial measurements of B-hCG following vacuum
aspiration of the uterine cavity, as well as the lack of repeat
transvaginal ultrasound examination to clarify the localization
of the tumor process and to assess the condition of the pelvic
organs. Even in the absence of typical ultrasonographic
signs of gestational trophoblastic neoplasia (GTN), dynamic
monitoring of B-hCG levels every 48 hours is essential for
the early detection of persistent or progressive trophoblastic
activity [3,5]. Misinterpretation of oncologic warning signs and
the prescription of combined oral contraceptives contributed to
masking the clinical manifestations of the tumor process and
further delayed the diagnosis. In addition, during administration
of vincristine sulfate as part of the EMA-CO regimen, the patient
developed an allergic reaction. The infusion was discontinued
and antiallergic therapy was administered. To continue
effective treatment, an alternative EMA-EP protocol (etoposide,
methotrexate, actinomycin D, and cisplatin) was selected. This
regimen does not contain the offending agent, has demonstrated
high efficacy in the treatment of GTN, and is recommended for
similar clinical situations [2,16]. At the same time, it must be
emphasized that even in advanced stages, choriocarcinoma retains
high chemosensitivity, which made it possible to achieve clinical
and laboratory remission. After the course of polychemotherapy,
the B-hCG level decreased to <50 mIU/mL.

This case highlights the necessity of a multidisciplinary
approach to the management of such patients. The lack of
timely interaction between the obstetrician-gynecologist and
the oncologist in the early stages contributed to diagnostic delay
and, as a consequence, the development of life-threatening
complications.

Conclusion.

Gestationaltrophoblasticneoplasia,includingchoriocarcinoma,
can present atypically and be accompanied by relatively low
and slowly rising B-hCG levels, which significantly complicates
early diagnosis. The absence of characteristic ultrasound signs
of hydatidiform mole and a nonspecific echographic picture
following pregnancy termination do not rule out persistent
trophoblastic pathology and require heightened clinical
vigilance.

Delayed diagnosis of GTN contributed to disease progression
with the development of life-threatening complications;
nevertheless, a combination of surgical interventions followed
by polychemotherapy and radiation therapy ensured sustained
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remission even at advanced stages, confirming the high
chemosensitivity of choriocarcinoma.

An early multidisciplinary approach involving an obstetrician-
gynecologist and an oncologist is recommended for timely
diagnosis in cases of atypical post-gestational course, where
the definitive diagnosis is established through the integration of
obtained patient examination data (B-hCG dynamics, histology,
clinical presentation).
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Aunoranus (pesiome).

ITpexppicTopus: 3abosieBaeMOCTh recTalliOHHOM
tpodobiractuueckoit Heomnasueir (I'TH) B CIIA wu
psifie PasBUTBIX CTPaH OLIEHWBAETCA IPUOIUBUTENBHO B
110-120 cnygaeB nHa 100 000 GepemeHHOCTEl, IpPU 3TOM
cpenu 3n0xkavecTBeHHBIX ¢opm [TH xopuokapiunoma
XapaKTepusyercs Haubojlee  arpecCHBHBIM  TedYeHHEM
1 OBICTPHIM  MeTacTasMpoBaHWEM. lIpecTaBlIeHHBIN
KJIWHUYECKUI CIydall JeMOHCTpUpPYeT TPyLHOCTH paHHeM
puarsoctuku ['TH mocie mpepsiBanHus GepeMeHHOCTH.
Munumansable 9xorpadudeckre U3MEHEHHS M aTHIIMYHO
Huskuil ypoBerb B-XI'U Ha paHHMX 3Tamax MacKHpPOBAIU
Ha4aJo TaTOJIOTHYECKOM TpodobIacTIIeCKOH
nponudepanuu. 3abojeBaHue, M3HAYAIBHO OTPAaHHUYEHHOE
PeNpONyKTUBHOM  CHUCTeMOM,  PaCIpPOCTPaHWIOCH  Ha
J€rKue, TOJIOBHOM MO3T u meueHb. Ciy4ail momuépkuBaer
He0O6XOZMMOCTE PeryJIAPHOTO JUHAMHIECKOT0 MOHUTOPHHTA
ypoBHa B-XI'Y u panueil Mmopdorornueckoil Bepudukanuu
mocste M060ro IpepsIBaHUsS GepeMeHHOCTH.

Hems  umccnemosamma:  Ommcate  penxuid
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ciaydan

XOPHUOKAPIIMHOMBI C MHOXECTBEHHBIMU MeTacTa3aMU H
6JIarOIIPUATHBIM UCXOZOM, OLLeHUTh 3¢ (eKTUBHOCTD ICUeHUS
¥ IIPOAHAIM3UPOBATh (PAKTOPHI, BIUAIOIMINE HA TOYHOCTh U
CBOEBPeMeHHOCTD JUaTHOCTHKY Ipu nojospennu Ha I'TH.
Marepuansr u Mertomsl: IlpoBenmén aHamms pegKoro
KJIMHUYECKOTO CJIydasd 3J0KaYeCTBeHHON TIeCTallMOHHOM
Tpodo6IacTHYeCKON HeoIlIasuu. IlaljeHTKe BBIIOJHEHO
KOMIIJIEKCHOEe  KJIMHHKO-1aboparopHOoe  oOcCiefoBaHUe,
BKIIOYaiolee ompegenenre ypoBHa B-XIY wmeTomom
3JIEKTPOXEMUIIOMUHECIIeHTHOTO MMMyHoaHanusa (ECLIA),
OOLIeKINHUYECKHe  aHAAu3bl  KPOBU,  YJIBTPa3ByKOBOE
uccrenosanue (Voluson S10), komnbpioTepHyIo ToMOrpaduio
(Siemens  SOMATOM  go.Now),  rucronorudeckoe
HCCIeloBaHNe OIEepPallHOHHOTO MaTepuajga CTaHZAPTHBIM
mertomom. CragupoBaHMe IIPOBEJEHO IO AHATOMMYECKOH
xraccupukanuu FIGO.

3axmiodenne: OmnucaHHBIN CIy4all IIOKasbIBaeT, dUTO
aTUIIMYHEIe KIMHUKO-dXOrpaduUdyecKue IIPOABIEHHUS W
HerunuyHad pauHaMmuka B-XI'Q cymecTBeHHO 3aTpPyIHAIOT
panHio0 aAuaraocTuky ['TH, moBbInIas prcK AUarHOCTUIeCKUX
omn6ok u mo3gHeil Bepudukanuu. OTCyTCTBYE PeTyIIpHOTO
mouuropuura $-XI'l u MmopdorIoruieckoro NoATBEPKAEHNS
IIoCJIe TIpephIBaHUsA GepeMeHHOCTH CIOCOOCTBYET PasBUTHIO
3aIyIeHHBIX GOPMXOPHOKAPIITHOMBI C)KM3HEYTPOXKAIONII MK
ocjIOXHeHUAMH. KOMIUIEKC XMPyprudyecKuX BMeIIATeTIbCTB
B COYETAHMM C IOJMXMMHUOTEPAIMEN M JIy4eBOM Tepamnein
obecreymyl yCTOHYMBYIO PEMUCCHIO JaXKe Ha IIO3THUX
CTafysaX, HMOATBEPXKAAA BBICOKYIO XMMHOYYBCTBUTEIBHOCT

XOPHOKapITMHOMBL.
KnioueBbie cioBa: recranuoHHas —TpodobracTudecKas
HeOILJIa3usd; XOPHUOKApIIMHOMA; MEeTacCTa3sbI; B-XTY;

THCTOJIOTHUYECKOE NCCIeNOBaHNE; IIOTUXUMUOTEPAIINA.

gmbo  (Background): g9LbGHoE0MM0  GHOHMBMILEHOO
6903 sBo0ob (33)b) 5935005 MdS 5d3-30 s Msd9body
2396300560939 4399496580 F9xsBdMER0s IsbEPMYdOm
110-120 3dgdmbggzse 100 000 m®LHYEMdSBY, bmerm
3Gb-0b 53003090056 BMOIGOL MOl JMOOMISMEFObMIS
boliosm©gds  Y3gmeby  saMalowwo  dodobsgmdom
©s  UHOsgo  Fg@sbGebomgdom.  Ho®mdmoagbowo
3wobogm®mo 8gdmbggzs 9B396gdL  a@b-ol  sMgmeo
©053b6mbBH030L LOOMMEIGIOL MOLWEMOOL 895Y39E 0L
999093. 906005¢MH0 9dMmMOBR0MMO (33¢0MWIOJO0 ©O
3G0309MO© B0 P-3gh ©mbg MM 9BHs39dBY

Bowdsgs 35MEMYOMMO GOOBMOILEGHMOHO
36MHME0RIMH300L 5099dsb. Q9593500 09,
oTuterslugleles 05300930039 3900556 dMO

9300300 Lolihgdom, yo36EIEEs Bowr;H3)ddo,
5300 30600 s 030dcndo. G98mbggzs boBl Mlgsdl B-3h
©mbols H9Ms6 Mo obsdor®o dmbodmMobyols s
®mOLYmdol Bgdolbdogho d9Hyz9E ol 9999y MmO
IOHBMMYO0MHO 39MH0TB0ISE00L 5MEOIIMASL.
90%bsbo (Objective): 50fgMmb JmGHom3s®Eobmdol 08305000
d90mbggzs 3M9300md0m0 JgBoLBsbIoom s Lsboggmm
24959mb53e00m, 89583580 8399MbseMdOL 95399dEWIOHMdS s
249965¢00BML g3odBHMMgd0, MHMBgdOE 393wgbsl sbgbgb
©0536mbBH030L LOBNLEHILS s POMMEEMBSBY 3EHb-0L
9330L d98mbggzsdo.



dgoomgdo (Methods): Bo@o®@s 0dg00m0 3wobozn®o
99000bgq30L  9bsEr0Bo  530030Lgd0sbO  AgLGIEOWOO
AOMBMOIVBEGHYYOO bgm3esHoobs. 353096@L Bom@EsMs
3M339duHo 30603996~ 53MMSGHMOHO0O
390m33wg3s, Go00 TmMol B-3ah ©Mbol  goblsBgMmS
999G Mgdo809990b9b396EGO 09996Mb5¢oBol
(ECLIA) 0goom@om,  bolbeol  Bmys3¢0bozmemo
9650Bgd0, MEEMdYIMH0MO yodm3zzegss (Voluson S10),
300309BgOmwo  GmImy®sgos  (Siemens SOMATOM
go.Now), 3965300 Isboerol  3oLGHMEMmy0M®o
2959m33935  BEHBIOEHMWO  FgOMPOm.  LBEHIOMYDdS
Bo@o®m@s FIGO sbs@mdom®mo 3¢slioggozsgool dobgogoom.
©ob33bs (Conclusion): sofig®owo d9dobgags
5h39bgdL, MM 5GH030vm0  3oboME-gbma®mszgowmwo
3900m3w0693gd0  ©@s  sMsGHo3oMMo  B-33h  ©obsdogs
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0600360mgzbo MMM gdL  4BHb-olb  sMgyew
©0536mbBH035L, BOPOL OsRbMLE03MMO Fg300MmTgd0Ls
©5  33096gwo  396MH0x035300L6  MHoL3L.  P-3ah-ob
M9 srmeo  dmbo@mMobaols s mOLWEMdOL
99993930b 9909y IMOBMEWMYFONOHO  EIILBEHIOJBOL
3M5MLYdMdS byl figmdl JmGomzs®Eobmdol
396300690 3mMIGBL  Logmabwobmgol  Lsdodo
39O GdGO0m. JoOHMHROMWO BMg3930L 3083¢gJLo
3m0gd0dommgHa30sLmb s  LBbogne  »gM305Lmsb
IO BOHMb3gym EHSdOEMGHO Mgdolos 3056 e
UGo0gdbY3 30, M3 SVGHMMIIL JmMomsmEobmdol
0505¢ JodomByMmAbMdYGMdL.

153396dm  Lo@Y3g00:  2qLGHSGOMM0  HOHMBMOLILEHWIOO
B3 sB0s;  JmMom3smEobmds;  8g@oLGebgdo;  B-3ab;
30LEHMEWMA0MMO 3503309395 3M0J0TOMMIMHS30d.
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