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Post molar choriocarcinoma with solitary gk

renal metastasis in the absence of primary
uterine tumor: a case report and review
of the literature
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Abstract

Background Choriocarcinoma is a rare and highly malignant form of gestational trophoblastic disease that may
develop following pregnancy, abortion, or a hydatiform mole. Renal metastatic involvement by post molar choriocar-
cinoma is even rarer. In this case report, we describe a unique case of post molar choriocarcinoma with a solitary renal
metastasis in the absence of a primary uterine tumor and metastases in other sites, which presented with urological
symptoms and spontaneous renal hemorrhage.

Case presentation A 41-year-old Persian woman with history of complete hydatiform mole presented with severe
flank pain, nausea, vomiting, gross hematuria, and vaginal bleeding. Laboratory tests demonstrated a serum beta
human chorionic gonadotropin hormone level of 60,000 mIU/mL. Imaging studies showed a lesion at the lower pole
of the left kidney with active bleeding surrounded by hematoma, as well as an empty uterine cavity. Additionally,
bilateral pleural effusion was detected without any lesion within the lungs. Subsequently, the patient underwent
laparotomy, partial nephrectomy, and left para-ovarian cystectomy. Endometrial curettage was also carried out. The
histopathology report revealed choriocarcinoma renal metastasis with high expression of beta human chorionic gon-
adotropin, cytokeratin 7, and Ki 67. Moreover, there were no malignant cells in the endometrial curettage specimens,
and a corpus luteum cyst was found within the para-ovarian cyst. Further investigations revealed that the pleural effu-
sion was free of malignant cells, and there was no evidence of metastatic lesions in the brain. As a result, the patient
was referred to the oncology department to receive chemotherapy, and the beta human chorionic gonadotropin
levels dropped to 5 mIU/mL after receiving courses of a standard regimen of etoposide, methotrexate, actinomycin D,
cyclophosphamide, and vincristine/oncovin over 3 weeks. Finally, monthly measurements of beta human chorionic
gonadotropin levels for 6 months indicated that levels have constantly remained within normal ranges, showing

no evidence of recurrence or new metastasis.

Conclusions Urological symptoms such as hematuria or spontaneous renal hemorrhage might be the only pres-
entation of post molar choriocarcinoma with renal involvement. Thus, it can be beneficial to measure serum beta
human chorionic gonadotropin levels among females of childbearing age who present with unexplained urological
symptoms, especially if there is a history of prior hydatiform mole.
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Background

Gestational trophoblastic disease (GTD) refers to a
spectrum of infrequent pregnancy-associated tumors
with aberrant proliferation of trophoblasts and the
potential capability of producing beta human chorionic
gonadotropin hormone (B-hCG), comprising premalig-
nant hydatiform mole (partial and complete), as well as
malignant invasive mole, choriocarcinoma, placental
site trophoblastic tumor, and epithelioid trophoblastic
tumor [1, 2].

Choriocarcinoma, with an incidence of 1-9.2 in
40,000 pregnancies, is a relatively rare but highly malig-
nant type of GTD among females and might occur
subsequent to a miscarriage, ectopic pregnancy, term
pregnancy, or hydatiform mole [1, 3, 4]. In this regard,
an antecedent molar pregnancy, particularly a com-
plete mole, is associated with the highest risk of cho-
riocarcinoma development [3, 5]. Choriocarcinoma
is recognized for its rapid proliferation and dissemi-
nation through the bloodstream [3, 6]. According to
available literature, metastatic choriocarcinoma could
be found among approximately 30% of patients, and
the lungs, vagina, pelvis, liver, brain, and gastrointesti-
nal tract were the most common sites for involvement.
Regarding this, with an incidence rate of 1-6.9%, renal
metastasis from choriocarcinoma is extremely rare
and attributed to circulatory tumoral cells disseminat-
ing from primary lung metastases [2-5, 7]. Typically,
gynecological symptoms such as uterine enlargement
or vaginal bleeding are identified as common presenta-
tions of choriocarcinoma. Signs of elevated hCG levels,
including malaise or hyperemesis, may also accompany
these symptoms [2]. However, presentations of chorio-
carcinoma may differ depending on the site of metas-
tasis, for example, dyspnea, cough, and hemoptysis in
pulmonary metastases or hematuria, flank pain, and
renal subcapsular hematoma in renal involvement [7].

A couple of previous reports have described post
molar choriocarcinoma with renal metastasis [3, 5, 8—
14], manifesting a diverse range of symptoms congruent
with metastases to other sites. Notably, only a few cases
among them presented with pure urological symptoms
[5, 8, 10]. In light of these findings, we introduce a unique
case of choriocarcinoma occurring subsequent to a com-
plete hydatiform mole with solitary renal metastasis in
the absence of a primary uterine tumor and metastases
to other sites that presented with pure urological symp-
toms, accompanied by a review of similar literature.

Case presentation

A 41-year-old Persian woman presented to the emer-
gency department with complaints of severe left flank
pain, nausea, vomiting, gross hematuria, and vaginal
bleeding. She has been experiencing intermittent left
flank pain for the past 3 months, which had exacerbated
over the past few days. The onset of hematuria and vagi-
nal bleeding occurred 3 weeks previously.

In reviewing the patient’s medical history, she denied
any prior history of trauma or relevant underlying medi-
cal conditions. Concerning gynecological and obstetric
history, she reported a regular menstrual cycle and three
pregnancies, which included an abortion, an uncom-
plicated full-term pregnancy terminated by a cesarean
section 4 years previously, and a molar pregnancy. Two
years previously, the patient experienced delayed men-
struation, prompting further evaluations that revealed a
serum B-hCG level of 110,000 mIU/mL, along with a sus-
pected hydatiform mole on abdominal and transvaginal
ultrasound. Consequently, she underwent endometrial
curettage, and histopathological evaluation confirmed
the diagnosis of a complete hydatiform mole. Although
the serum B-hCG level decreased after initial treatments,
the patient declined further follow-up, including regular
measurements of B-hCG level. For the past 2 years, she
remained uncomplicated until the onset of the symptoms
mentioned above. A timeline detailing the patient’s his-
tory and symptoms is provided in Fig. 1.

Upon admission, the patient was pale and moderately
distressed due to severe pain, and the following vital signs
were recorded: heart rate of 95 beats/minute, respira-
tory rate of 24 breaths/minute, blood pressure of 110/80
mmHg, and temperature of 39 °C. Physical examination
revealed unremarkable findings except for increased sen-
sitivity on the left flank and tenderness on the left-side
costovertebral angle.

Laboratory tests showed elevated levels of serum
B-hCG (60,000 mIU/mL), erythrocyte sedimentation rate
(40 mm/hour), and C-reactive protein (50 mg/L), as well
as neutrophil-dominant leukocytosis (white blood cells
33,000 /mm? and neutrophil count 29,700/mm?), anemia
(hemoglobin 9.2 mg/dl), and hematuria (3+blood and
50-60 red blood cells per microscopic high-power field).
All other biochemical parameters were within normal
limits.

Considering the patient’s clinical presentation, an
abdominopelvic ultrasound was conducted in the
emergency department. The results demonstrated an
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Two years ago, at the age of 39

Delayed menstruation
Elevated B-hCG level (110,000 mIU/mL)
Hydatiform mole features in ultrasound

Complete hydatiform mole in endometrial
curettage specimens

Being symptom-free for two years
without any follow-up

Three months ago, at the age of 41
The onset of intermittent left flank pain

The onset of hematuria and vaginal
bleeding three weeks before admission

Exacerbation of flank pain a few days
before admission

Severe left flank pain, nausea,
vomiting, gross hematuria, and
vaginal bleeding at admission

Fig. 1 Atimeline illustrating the occurrence of the patient’s previous
molar pregnancy and the onset of current symptoms

empty uterine cavity, accompanied by a hypoechoic
lesion within the lower pole of the left kidney. Further-
more, moderate fluid collection was identified in the
left pararenal and perisplenic spaces. Subsequently,
an abdominopelvic computed tomography (CT) scan
with intravenous contrast (arterial phase) identified
a hypodense lesion (30x25x20 mm?®) with mild het-
erogeneous enhancement in the lower pole of the left
kidney. Hyperdense foci within the renal mass with CT
number of 160 Hounsfield Units (HU) on arterial phase
images were suggestive of active bleeding. In addition,
a hematoma (130 x 108 x 90 mm?) was observed in the
subcapsular, perinephric, and anterior and posterior
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pararenal spaces. This hematoma caused anterior dis-
placement of the left kidney, attributed to pressure
effects (Fig. 2). Moreover, findings regarding the endo-
metrial cavity and myometrium were unremarkable
except for a defect in the superior segment of the uter-
ine anterior wall. Furthermore, owing to the observa-
tion of pleural effusion in the limited view of the thorax
in the abdominopelvic CT scan, the patient underwent
a chest CT scan, which disclosed bilateral pleural effu-
sion, more prominent on the left side, with adjacent
passive lung collapse. No evidence of pulmonary nod-
ules or masses was detected.

Considering the enhancing hemorrhagic lesion within
the left kidney, spontaneous renal hemorrhage (SRH)
with potential underlying causes, including renal cell
carcinoma, metastatic lesion, and angiomyolipoma, was
proposed. In light of the patient’s previous history of
complete molar pregnancy with inadequate follow-up
and a high serum B-hCG level, renal metastasis from
choriocarcinoma was considered. As a result, a laparot-
omy exploration was planned on the basis of the patient’s
clinical condition and the surgical team’s preference in
our center. During the laparotomy, an extensive left ret-
roperitoneal hematoma was discovered. Additionally, a
lacerated mass was actively bleeding at the lower pole of
the left kidney. Consequently, a partial nephrectomy was
performed using the wedge resection technique with a
5-mm margin. Further exploration of the intraperitoneal
cavity revealed a left para-ovarian cyst without evidence
of an ectopic pregnancy. Thus, a cystectomy was carried
out. The patient also underwent endometrial curettage.
Throughout the surgery, all specimens were documented
for pathology evaluation.

The histopathological findings of the renal mass
strongly aligned with characteristic features of chorio-
carcinoma, including a disorganized mixture of various
types of trophoblast cells, significant cytologic pleomor-
phism, nuclear enlargement, extensive mitotic activity, a
hemorrhagic or necrotic background along with viable
tumor cells at the periphery, and lymphovascular tumor
thrombi [15]. Moreover, the immunohistochemical anal-
ysis revealed that tumoral cells were strongly positive for
B-hCG, cytokeratin 7, and Ki 67. In this regard, among
all gestational trophoblastic neoplasia, only invasive mole
and choriocarcinoma demonstrate a high expression
of B-hCG, serving as a pivotal biomarker [6]. Further-
more, considering choriocarcinoma as a hyperprolif-
erative tumor, the high expression of Ki 67, an index for
mitotic activity and proliferation, is a distinctive feature
of choriocarcinoma [6]. In light of these findings, the
histopathology results confirmed the final diagnosis as
choriocarcinoma renal metastasis (Fig. 3). Notably, no
malignant cells were observed in endometrial curettage
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Fig. 2 Abdominopelvic computed tomography scan with intravenous contrast in the axial (left) and coronal (right) planes. A hypodense lesion
(black arrow) with foci of intense enhancement and active bleeding was identified in the lower pole of the left kidney. Additionally, the lesion
was surrounded by a hematoma (black circle) with a pressure effect, leading to an anterior displacement of the left kidney

specimens, and a corpus luteum cyst was identified
within the left para-ovarian cyst.

After the surgery, although the patient did not expe-
rience complications associated with central nervous
system involvement, she underwent brain magnetic reso-
nance imaging with gadolinium for precise staging before
initiating chemotherapy. The results indicated no patho-
logical enhancement or metastatic lesions. Additionally,
a thoracentesis was performed, revealing the absence of
malignant cells in the pleural fluid cytology.

Taken together, these findings clarified that the patient
had high-risk gestational trophoblastic neoplasia (stage
IV:11 according to The International Federation of Gyne-
cology and Obstetrics (FIGO)/World Health Organiza-
tion (WHO) staging and scoring system [1]). Owing to
the choriocarcinoma histological diagnosis, immediate
initiation of chemotherapy was planned. A multi-agent
regimen was selected to prevent drug resistance [16].
Considering the acceptable rate of complete response
and long-term survival, as well as the lower toxicity of
the etoposide, methotrexate, actinomycin D, cyclophos-
phamide, and vincristine/oncovin (EMA-CO) regimen
[16], this regimen was preferred. The patient was referred
to the oncology department to receive a standard EMA-
CO regimen. After receiving chemotherapy courses for 3
weeks, the serum B-hCG level decreased to 5 mIU/mL.

After being discharged from the hospital, the patient
has been undergoing monthly measurements of -hCG
level while on hormonal contraception. Over the past 6
months of follow-up, the f-hCG levels have consistently
remained within the normal ranges, showing no evidence
of relapsing disease or new-site metastasis. With regard
to the rarity of our case and the highest risk of recurrence

within the first year of treatment cessation among
patients with high-risk gestational trophoblastic neopla-
sia [17], we planned to continue monthly monitoring of
B-hCG levels for at least 1 year in this patient.

Discussion and conclusion

In this report, we describe a rare case of post molar cho-
riocarcinoma with a solitary left renal metastasis in the
absence of a primary uterine tumor that presented with
pure urological symptoms alongside SRH and was suc-
cessfully treated with a combination of partial nephrec-
tomy and systemic chemotherapy.

Considering the rarity of choriocarcinoma renal metas-
tasis, in reviewing the available literature, we found only
nine publications addressing post molar choriocarci-
noma with renal involvement, as detailed in Table 1.

In the reported cases, the patients’ ages ranged from
29 to 52 years, with a mean of 40.66 years. The mean
interval between the antecedent hydatiform mole and
the occurrence of choriocarcinoma was approximately
5.5 years (ranging from 1 to 10 years). Notably, three
patients were diagnosed with post-menopausal cho-
riocarcinoma [5, 11, 13]. Choriocarcinoma presented
various clinical symptoms correlated with metastasis
sites. The most commonly reported clinical presenta-
tions included hematuria, hemoptysis, and site-specific
pain. In most cases, renal metastases were identified
through imaging evaluations, except in the reports
by Kutcher et al. [8], Ikeda et al. [10], and Karadeniz
et al. [5]. Remarkably, all cases described synchronous
metastases, with the most frequent sites being the lung,
brain, and liver. Bilateral kidney involvement was docu-
mented in only three patients [3, 5, 10]. Four patients
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Fig. 3 Histopathology of metastatic choriocarcinoma with adjacent renal tissue. A (10x magnification) and B (40 x magnification) showed
evidence of marked nuclear atypia with hemorrhage, necrosis, and mitotic figures (hematoxylin and eosin staining). In addition, tumoral cells were
immunohistochemically positive for beta human chorionic gonadotropin hormone (C) and Ki 67 (D)

experienced the development of post molar choriocar-
cinoma after undergoing hysterectomy for antecedent
hydatiform mole [3, 5, 9, 11]. Excluding patients with
a history of hysterectomy, the primary uterine tumor
was mentioned in only the two reports by Kutcher et al.
[8] and Mustafa et al. [12]. Finally, all patients received
chemotherapy, and most of them underwent appropri-
ate surgical treatments depending on the locations of
their metastases.

Reviewing these reports has highlighted a diagnos-
tic dilemma concerning post molar choriocarcinoma.
Owing to its rarity and diverse presentations, gyneco-
logic history, especially the antecedent molar pregnancy,
was not comprehensively evaluated initially in most
cases. Additionally, B-hCG level was not measured upon
admission [3, 5, 10-12, 14], even among women of repro-
ductive age [3, 10, 12, 14]. In these instances, f-hCG
level was assessed following choriocarcinoma diagnosis



Page 6 of 9

(2024) 18:132

Geravandi et al. Journal of Medical Case Reports

syuow
71 19)je 9dURISISD)
Adelayiowayd 01

Buimo 41 buipnjpouy SSO|
syuow 7| 1oy uolsiA Arejodwia)
0D-YINT :oseyd uolss| UyS
uonepI|osUod pue uleig Awoyoai IEVEY
uollenupuo) uns -oydoo-obuidies siskidoway
43 bun] [BJ21BIUN  S]OW WiIojIePAH elinlewsaH (1202)
:2seyd uononpuj - sAaupy |esaiellg - SIek 9 AW01221915AH aberedsiy uted JequinT /€ [€] yp 12 snnsld 9
90u-¢
pa1eAs|e pue
Jowiny |enpisal 01
Buimo uswibal 0D
-VIANG JO Uoheniu|
apisodole pue
upeidsid jo
S35IN0D 331y | 1appe|q Aleuln
uon wnuapong
-ouny Areuownd 19N
J1ood 03 buimo uid ulelg 3|OW WoIepAH sisAidoway
-AWo3|q buniwo puny asnedous|y eaudsAQg 6102)
d39 Jo 951n0d 3UQ - sAsupiy |elaiellg - S1eak 0| AWO1D3I91SAH | eied ‘| epiaeio) aydepeaH 0S [L1] 1013 USA S
SYJRUSIEITY
eliniewsay
ua9|ds |B101 SS9|uled
Adeiayy Awoydaiydau 19AI Auloraioydoo ured
-OWwayd paseq  [edipel [eauoiuad puny -obulidies |esa1e)ig asnedousy Jequin| 1ybry (1102) [S]
-91PX2I0UI9)N  -SUBIL [eID1R|IUN  SASUPDY [esale|lg - SIeak g AWo1daIRIsAH  Adueubaid wial SENEEITY 0S D12 ZIUSpeIey %
usw Awoy UOBNIRAD JEVEY
-1631 0D-YINT JO -2213915AY |e10] punq Jowny uondNs pue ured ujo (9661)
$35IN0D UIASS AwoioaiydsN  Asuppy [esaieiun - Atewidd INOYUAL sieaf ¢ uonele|lg Sjow WIoMIepAH  elN1euway ssoio € [01] 013 ePY| €
apisodo13
upAWouUndyY
91eX2110U13|N\ 19AI7 AW0123104ydoo  9joul WIOHIePAH uted 1s9yD
:uawibal 9d pun? Syuow 6 pue  -obuidies |eiaie|ig Ll eaudsAg (L661) [6] 10
-111 JO S3SIN0D A4 - Asupny [ela1eun - sieah 7 AWO1DaIa1SAH  eled | | EpIARID sisfiidowsH 7S 1o weeseyiuey| 4
winiauwoAW
sinfd ETRRIHIN
19A 3|npou Adesayiowayd
payodal Jou Bum ewoup uonJoge /161
uawibay AWO01DaI21SAH  A3UpIY [BI1E|IUN  -IEDOLIOYD WD G'| 1eak | snosueuods  3|oW WLIOjIBPAH elIN1eWaH 67 [8] 1p13 Jaydiny |
juswlean sisejselowl Jown) jJuswieas) sjow £101sly  uoneissjiuew
Adesayrowayd |e316ang Joays auudn Liewnd IS ] wionepAH Buleaqpiyd |eowuiy  (s1eak) aby (4eak) poday J4aquinN

SiseiselaWl [eual M euIOUIDIED0IOYD JejoWwl 150d @C_Q_\_Umwﬂu suodal snojaald JO Sonslisloeley) | 9jqel



Page 7 of 9

une|dsid/|axeyded
d1 ‘unejdsid pue apisodols 43 ‘suowuoy uidosjopeuob diuoLoyd uewny eaq ‘DHY-g ‘une|dsid/episodols/udAwos|q d3g ‘uInoduo/aunsudulA pue ‘@piweydsoydo(dAd ‘g upAwournoe ‘a1exasioylaw ‘apisodols ‘0d-YINT

(2024) 18:132

Geravandi et al. Journal of Medical Case Reports

Awoy
-dalydau [edipey
uolsa| buny jo pun| Jowny abeyaind pue (€200)
uswibal 0D-YNI  Awoidaruawbas  Asupny [earejiun  Atewud INOYUAA sieak Q| uonele(lg ojow wiojnepAH  uted euiwopqy 6C  [i71] 1010 emyed
0D-vYW3 :oseyd
uonepI|oSUod pue
uoleNURUOD uopnez|joquia pun
uneld A1a1e djusids ua9|ds UOIBNdRAD 2INz135 JO
-SI> pue apisodold Adesayiolpel ulelg Jown UoMdNS pue  3joW WoyepAH aposida aup (1202)
:aseyd uononpuy ulelq a|oypy  Asuppy [esaiejiun Arewd INOYIA SIeak g8 uoneie|iq asnedous|y ayoepesH 75 [€1] P12 1QU7
uols
-DX3 siseise1awl
|BUIIS3IUI ||BWS
Awoalydau  Saunsalul [[PwWS
[eDIpeI [BIIR|IUN 19p
AWO1d3l  -pe|q ay3 O3 Uols Buipas|q [euibep
-oydoo [eialejlg  -BAUI UM AJIBAQ  SNJSIN BY3 JO ||BM 30w WlioylepAH uone|p
AUWI01291915AH einald Jola1ue 3y 1e aberuedsiy paxy [idnd a1
pawodal jou uoeNdRA ulelg pa1e20]| ssew Adueu SS2USNOIDS (1202)
uswibay  ewolewsy ulelg  Asupiy [e1siejiun pauysp-||om vy payjodal 10N payodal 0N -baud d1do1>3 -U0D JO SSOT c¢  [z1] ypio ejRISNN
juawlean sisejsejlowl Jown) judwieas) sjow f101s1y  uonejsajiuew
Adesayrowayd |ev16ans Jo9us duudIn Alewld leAsau| wuojiepAH Bburieaqpiyd |edui)  (si1eak) aby (41e9K) 1ioday JaquinN

(panunUOd) | 3jqey



Geravandi et al. Journal of Medical Case Reports (2024) 18:132

during histopathological evaluation. Furthermore,
despite patients’ undergoing appropriate surgical treat-
ment and chemotherapy, there exists no consensus on
selecting chemotherapy regimens, chemotherapy dura-
tion, or surgical approaches. The details of chemotherapy
regimens and duration, as well as surgical procedures, are
available in Table 1.

In our case, choriocarcinoma renal metastasis was
detected in the absence of a primary tumor within the
uterus. Similarly, several previous reports have described
extrauterine metastases from post molar choriocar-
cinoma without a uterine primary tumor [10, 13, 14].
In contrast, Mustafa et al. [12] and Kutcher et al. [8]
reported cases with a primary tumor of post molar chori-
ocarcinoma within the uterus. Considering the undetect-
able choriocarcinoma primary tumor within the uterus,
the extrauterine involvement could be attributed to a
primary uterine neoplasm that underwent spontaneous
necrosis and complete regression [18, 19].

Regarding choriocarcinoma renal metastasis as an arte-
rial metastasis, it has been suggested that renal involve-
ment may result from circulating tumor cells originating
from initial lung metastases [20]. In line with this, all
reports of post molar choriocarcinoma outlined in
Table 1 have delineated the renal involvement with coex-
istent lung metastasis, except for a report by Mustafe et
al. [12], which described multi-organ metastases, includ-
ing a single kidney, in the absence of lung metastasis.
Correspondingly, in the current case, solitary kidney
involvement occurred without lung metastasis.

Renal metastasis from choriocarcinoma can present
with symptoms such as hematuria, flank or abdominal
pain, oliguria, or SRH. However, it is important to note
that most cases of renal involvement are incidentally
diagnosed during imaging studies [5, 20]. To our best
knowledge, only one prior report has described post
molar choriocarcinoma with renal metastasis resulting in
SRH. Pahwa et al. [14] documented the case of a 29-year-
old woman complaining of abdominal pain who was
diagnosed with choriocarcinoma and had renal and lung
metastasis in the absence of a primary uterine tumor a
decade after experiencing a complete hydatiform mole.
The patient underwent a segmentectomy for the lung
mass and a radical nephrectomy, which revealed bleeding
and a retroperitoneal hematoma. Afterward, she received
EMA-CO chemotherapy, and there was no evidence of
recurrence during the 6-month follow-up period. In con-
trast to the study by Pahwa et al., the patient in our case
was older and highly symptomatic. Choriocarcinoma
developed 2 years after a complete molar pregnancy,
and only a partial nephrectomy was performed owing to
solitary renal metastasis. Similar to the report by Pahwa
et al., there was no primary tumor identified within the
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uterus in our case. The patient received the EMA-CO
regimen, and no evidence of recurrence was observed
during the 6-month follow-up.

SRH is characterized by the acute development of non-
traumatic subcapsular and perirenal hematomas with
various underlying causes [21]. Renal neoplasms, such
as angiomyolipoma, renal cell carcinoma, and meta-
static involvement, are recognized as the most common
causes of SRH [19, 21]. Considering the diagnostic chal-
lenges for SRH etiologies, renal metastasis from chorio-
carcinoma might be an unusual etiology of SRH among
females of childbearing age, especially those with history
of molar pregnancy [2, 7, 19]. Choriocarcinoma bleeding
tendency could be attributed to the capability of troph-
oblastic tumors to invade and damage vessel walls, as
well as the presence of fragile vessels within the tumors
[2, 12]. In many cases, renal involvement by choriocar-
cinoma has been misdiagnosed as renal malignancies
before histopathology confirmation. Therefore, screening
B-hCG levels is recommended to exclude the possibility
of renal metastasis from choriocarcinoma among young
women with urological symptoms and suspected renal
masses [4].

As shown in Table 1, previous reports have docu-
mented renal involvement in post molar choriocarci-
noma alongside other common sites of metastases. As
far as we are aware, the current report presents the first
case of post molar choriocarcinoma with solitary renal
metastasis, without the presence of primary uterine
tumor or metastases in other sites, which presented with
urological symptoms and SRH. Considering this notable
strength, we did not employ DNA analysis to confirm the
origin of the renal metastasis as gestational choriocar-
cinoma. However, several factors supported our clinical
diagnosis, including the patient’s age, a prior complete
molar pregnancy with inadequate follow-up, a 2-year
interval between events, an elevated B-hCG level, histo-
pathological confirmation, and a significant reduction in
B-hCG owing to chemotherapy [2, 5, 7].

In summary, although renal involvement by gestational
choriocarcinoma is rare, this study highlights that cho-
riocarcinoma with solitary renal metastasis could present
with only urological symptoms in the absence of a pri-
mary uterine tumor or metastasis to other sites. In other
words, nongynecological symptoms can serve as the ini-
tial presentations of metastatic choriocarcinoma, and the
hemorrhagic nature of choriocarcinoma may result in an
acute and rapid onset event. Therefore, measuring f-hCG
levels might play a crucial role in evaluating reproduc-
tive-aged females experiencing persistent and unex-
plained nongynecological symptoms, such as hematuria
or SRH, particularly in those with history of anteced-
ent molar pregnancy. Furthermore, integrating various
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imaging modalities provides comprehensive information
for diagnosing metastatic choriocarcinoma and guides
the selection of an appropriate treatment approach.
Considering the choriocarcinoma’s excellent response to
chemotherapy, immediate initiation of chemotherapy can
be life-saving, and monitoring complete disease remis-
sion would be easily accessible through regular measure-
ment of B-hCG levels.

Abbreviations

B-hCG  Beta human chorionic gonadotropin hormone
SRH Spontaneous renal hemorrhage

GTD Gestational trophoblastic disease

cT Computed tomography

HU Hounsfield units
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