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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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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 β-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 β-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 β-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 β-hCG 
dynamics, significantly complicate the early diagnosis of GTN, 
increasing the risk of diagnostic errors and delayed verification. 
The absence of regular β-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, β-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 

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 
β-human chorionic gonadotropin (β-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 β-hCG 
as an independent prognostic indicator [12-15].

Determination of serum β-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. β-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 21-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 β-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 β-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 β-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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identified, which, in the presence of a β-hCG level of 4,560 
mIU/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.

It should 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 
β-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 β-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 

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, 

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.
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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 β-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 

serum β-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 

Date Clinical events

October 2024

The patient was hospitalized with uterine bleeding. Ultrasound findings suggested a hydatidiform mole (serum 
β-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 β-hCG level was 4,560 mIU/mL.

December 2024 Combined oral contraceptives were prescribed for 3 weeks despite persistently elevated serum β-hCG levels, delaying 
further diagnostic evaluation.

March 2025
Serum β-hCG increased to 6,130 mIU/mL. In the absence of ultrasonographic evidence of pregnancy, these findings 
required urgent diagnostic work-up and histological confirmation; however, further evaluation and treatment were 
delayed.

August 2025
The patient was admitted with severe headache and loss of consciousness. CT revealed intracranial hemorrhage, and 
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.

August–December 2025 Systemic chemotherapy (EMA-EP regimen, 8 cycles) combined with brain radiotherapy resulted in complete clinical 
and biochemical remission.

Table 1. Chronology of major clinical events.

Figure 3. Choriocarcinoma (gestational trophoblastic neoplasia) is shown. Histological preparation: hematoxylin and eosin staining, magnification 
×40. Tumor tissue is identified, represented by chaotically arranged atypical trophoblastic cells without formation of chorionic villi.
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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 × 10⁹/L, 
and platelet count to 110 × 10⁹/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 × 10⁹/L, and 
platelets to 180 × 10⁹/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 
μmol/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 
μmol/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 β-hCG levels:

The β-hCG level remained pathologically elevated and 
continued to gradually increase after curettage of the uterine 
cavity, indicating persistence of trophoblastic tissue. The graph 
of β-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), β-hCG remained 
steadily high (3,126–6,130 mIU/mL) without declining to 
normal values (<5 mIU/mL). This pattern corresponds to 
persistent trophoblastic disease following abortion, when 
residual trophoblastic tissue continues to secrete β-hCG.

Subsequently, an exponential peak developed (August 14–
28, 2025). Within just 2 weeks (August 14–28, 2025), there 
was a sharp surge in β-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 β-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 

Figure 4. Dynamics of serum human chorionic gonadotropin (β-hCG) levels show a stable trend (October 20, 2024 – May 22, 2025) followed by 
an exponential peak from August 14 to August 28, 2025.



18

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 6–8 
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 

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 β-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 (β-hCG) level of 3,126 mIU/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 β-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, β-hCG levels typically reach 
significantly higher values and often exceed 100,000 mIU/mL 
[8]. In the described case, for approximately 7 months, β-hCG 
remained pathologically elevated but stable, without declining 
to reference values. Only thereafter was an exponential rise 
observed: within two weeks, the level sharply increased to 173,125 
mIU/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 β-hCG (slow, prolonged rise instead of the 
expected rapid increase) substantially diverged from classical 
diagnostic concepts, in which a high β-hCG level is considered 
a key marker of GTN. It is important to note that the β-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 8–20 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 
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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 β-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 β-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 β-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.

Gestational trophoblastic neoplasia, including choriocarcinoma, 
can present atypically and be accompanied by relatively low 
and slowly rising β-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 

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 (β-hCG dynamics, histology, 
clinical presentation).
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Аннотация (резюме).
Предыстория: Заболеваемость гестационной 
трофобластической неоплазией (ГТН) в США и 
ряде развитых стран оценивается приблизительно в 
110–120 случаев на 100 000 беременностей, при этом 
среди злокачественных форм ГТН хориокарцинома 
характеризуется наиболее агрессивным течением 
и быстрым метастазированием. Представленный 
клинический случай демонстрирует трудности ранней 
диагностики ГТН после прерывания беременности. 
Минимальные эхографические изменения и атипично 
низкий уровень β-ХГЧ на ранних этапах маскировали 
начало патологической трофобластической 
пролиферации. Заболевание, изначально ограниченное 
репродуктивной системой, распространилось на 
лёгкие, головной мозг и печень. Случай подчёркивает 
необходимость регулярного динамического мониторинга 
уровня β-ХГЧ и ранней морфологической верификации 
после любого прерывания беременности.
Цель исследования: Описать редкий случай 

хориокарциномы с множественными метастазами и 
благоприятным исходом, оценить эффективность лечения 
и проанализировать факторы, влияющие на точность и 
своевременность диагностики при подозрении на ГТН.
Материалы и методы: Проведён анализ редкого 
клинического случая злокачественной гестационной 
трофобластической неоплазии. Пациентке выполнено 
комплексное клинико-лабораторное обследование, 
включающее определение уровня β-ХГЧ методом 
электрохемилюминесцентного иммуноанализа (ECLIA), 
общеклинические анализы крови, ультразвуковое 
исследование (Voluson S10), компьютерную томографию 
(Siemens SOMATOM go.Now), гистологическое 
исследование операционного материала стандартным 
методом. Стадирование проведено по анатомической 
классификации FIGO.
Заключение: Описанный случай показывает, что 
атипичные клинико-эхографические проявления и 
нетипичная динамика β-ХГЧ существенно затрудняют 
раннюю диагностику ГТН, повышая риск диагностических 
ошибок и поздней верификации. Отсутствие регулярного 
мониторинга β-ХГЧ и морфологического подтверждения 
после прерывания беременности способствует развитию 
запущенных форм хориокарциномы с жизнеугрожающими 
осложнениями. Комплекс хирургических вмешательств 
в сочетании с полихимиотерапией и лучевой терапией 
обеспечил устойчивую ремиссию даже на поздних 
стадиях, подтверждая высокую химиочувствительность 
хориокарциномы.
Ключевые слова: гестационная трофобластическая 
неоплазия; хориокарцинома; метастазы; β-ХГЧ; 
гистологическое исследование; полихимиотерапия.

ფონი (Background): გესტაციური ტროფობლასტური 
ნეოპლაზიის (გტნ) დაავადებადობა აშშ-ში და რამდენიმე 
განვითარებულ ქვეყანაში შეფასებულია დაახლოებით 
110–120 შემთხვევად 100 000 ორსულობაზე, ხოლო 
გტნ-ის ავთვისებიან ფორმებს შორის ქორიოკარცინომა 
ხასიათდება ყველაზე აგრესიული მიმდინარეობით 
და სწრაფი მეტასტაზირებით. წარმოდგენილი 
კლინიკური შემთხვევა აჩვენებს გტნ-ის ადრეული 
დიაგნოსტიკის სირთულეებს ორსულობის შეწყვეტის 
შემდეგ. მინიმალური ექოგრაფიული ცვლილებები და 
ატიპიურად დაბალი β-ჰგჩ დონე ადრეულ ეტაპებზე 
ნიღბავდა პათოლოგიური ტროფობლასტური 
პროლიფერაციის დაწყებას. დაავადება, 
რომელიც თავდაპირველად შემოიფარგლებოდა 
რეპროდუქციული სისტემით, გავრცელდა ფილტვებში, 
თავის ტვინში და ღვიძლში. შემთხვევა ხაზს უსვამს β-ჰგჩ 
დონის რეგულარული დინამიური მონიტორინგისა და 
ორსულობის ნებისმიერი შეწყვეტის შემდეგ ადრეული 
მორფოლოგიური ვერიფიკაციის აუცილებლობას.
მიზანი (Objective): აღწეროს ქორიოკარცინომის იშვიათი 
შემთხვევა მრავლობითი მეტასტაზებით და სასიკეთო 
გამოსავლით, შეაფასოს მკურნალობის ეფექტურობა და 
გაანალიზოს ფაქტორები, რომლებიც გავლენას ახდენენ 
დიაგნოსტიკის სიზუსტესა და დროულობაზე გტნ-ის 
ეჭვის შემთხვევაში.
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მეთოდები (Methods): ჩატარდა იშვიათი კლინიკური 
შემთხვევის ანალიზი ავთვისებიანი გესტაციური 
ტროფობლასტური ნეოპლაზიისა. პაციენტს ჩაუტარდა 
კომპლექსური კლინიკურ-ლაბორატორიული 
გამოკვლევა, მათ შორის β-ჰგჩ დონის განსაზღვრა 
ელექტროქიმიუმინესცენტური იმუნოანალიზის 
(ECLIA) მეთოდით, სისხლის ზოგადკლინიკური 
ანალიზები, ულტრაბგერითი გამოკვლევა (Voluson S10), 
კომპიუტერული ტომოგრაფია (Siemens SOMATOM 
go.Now), ოპერაციული მასალის ჰისტოლოგიური 
გამოკვლევა სტანდარტული მეთოდით. სტადირება 
ჩატარდა FIGO ანატომიური კლასიფიკაციის მიხედვით.
დასკვნა (Conclusion): აღწერილი შემთხვევა 
აჩვენებს, რომ ატიპიური კლინიკურ-ეხოგრაფიული 
გამოვლინებები და არატიპიური β-ჰგჩ დინამიკა 

მნიშვნელოვნად ართულებს გტნ-ის ადრეულ 
დიაგნოსტიკას, ზრდის დიაგნოსტიკური შეცდომებისა 
და გვიანდელი ვერიფიკაციის რისკს. β-ჰგჩ-ის 
რეგულარული მონიტორინგისა და ორსულობის 
შეწყვეტის შემდეგ მორფოლოგიური დადასტურების 
არარსებობა ხელს უწყობს ქორიოკარცინომის 
განვითარებულ ფორმებს სიცოცხლისთვის საშიში 
გართულებებით. ქირურგიული ჩარევების კომპლექსი 
პოლიქიმიოთერაპიასთან და სხივურ თერაპიასთან 
ერთად უზრუნველყო სტაბილური რემისია გვიანდელ 
სტადიებზეც კი, რაც ადასტურებს ქორიოკარცინომის 
მაღალ ქიმიომგრძნობელობას.
საკვანძო სიტყვები: გესტაციური ტროფობლასტური 
ნეოპლაზია; ქორიოკარცინომა; მეტასტაზები; β-ჰგჩ; 
ჰისტოლოგიური გამოკვლევა; პოლიქიმიოთერაპია.
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