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Pacienta de 26 de ani, la a 6-a luna postpartum a fost in-
ternatd in clinica pneumologie pentru hemoptizii repetate,
junghi toracic si febra 39°C. Pulmonar pe dreapta, subscapu-
lar, submatitate si murmur vezicular diminuat.

La varsta de 23 ani, dupa un avort spontan, diagnosticata
cu mola hidatiform3, pentru care a urmat 7 serii de chimiote-
rapie cu metotrexat. In urmitoarele 12 luni, prin masuritori
repetate, nu au fost inregistrate valori serice crescute de gona-
dotropina corionica umana (HCG, human chorionic gonadotro-
pin). Ulterior, survine sarcina, finalizata prin nasterea la ter-
men a unui copil sanatos. Toata perioada postpartum prezinta
eliminari vaginale sanguinolente. La a 4-a luna postpartum,
prin raclat uterin, celulele tumorale nu au fost confirmate. in
aceiasi perioada a aparut si primul episod de hemoptizie.

intrebari:

1) Care sunt modificarile de pe radiografia si CT toracelui?
(Figurile 1, 2)

2) Considerand datele anamnestice si tabloul radiologic,
care ar fi cel mai probabil diagnostic?

3) Ce investigatii recomandati pentru confirmarea diagnos-
ticului?

4) Care este tratamentul si prognosticul acestei maladii?
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A 26-year-old woman, at 6-th month postpartum, was ad-
mitted to the pulmonology department for repeated hemop-
tysis, chest pain, fever 39°C. Dullness and decreased vesicular
murmur were detected on the lower right pulmonary area.
Her medical history revealed a molar pregnancy with abor-
tion at age of 23. A chemotherapy with methotrexate was per-
formed. Serial testing of 3-HCG (HCG, human chorionic gona-
dotropin) serum concentrations for next 12 months revealed
normal values. A pregnancy occurred after and she delivered
a healthy baby. Throughout the postpartum period the patient
presented vaginal bleeding. At the 4-th month postpartum the
uterine curettage was performed and tumor cells were not de-
tected. At this time appeared first episode of hemoptysis.

Questions:

1) What are the changes on chest X-ray and chest CT? (Figu-
res 1 and 2)

2) Considering history and imaging, which is the most likely
diagnosis?

3) What examinations would you suggest for confirmation
of the disease?

4) What are the treatment and the prognosis of the disease?
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Fig. 1 Radiografia toracelui.
Fig. 1 Chest X-ray.
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Fig. 2 CT toracelui.
Fig. 2 Chest CT.



Fig. 3 Aspecte microscopice ale coriocarcinomului (din colectia conf. V. Vataman) A - cresterea infiltrativa a coriocarcinomului
(celule citotrofoblastice si sincitiotrofoblastice) in miometru. B - embol mixt trombo-celular in lumenul arterei pulmonare cu celule
tumorale de coriocarcinom si mase trombotice (coloratie HE, x 200)

Fig. 3 Microscopic aspects of choriocarcinoma (from personal collection of assoc. prof. V. Vataman). A - myometrium invasion by choriocarcinoma
cells (cytotrophoblastic and syncytiotrophoblastic cells). B - pulmonary artery embolism with mixed choriocarcinoma cells and thrombotic masses
(HE staining, x200).

Answers:
1) The chest X-ray shows a spherical S2 opacity and middle

Raspunsuri:
1) Radiografia toracelui pune in evidentad o opacitate sfe-

ricd in S2 dreapta si o opacitate neregulatd in segmen-
tele lobului mediu, de o intensitate variabila, de la sticla
mata pani la intensitate costala. In incidenta lateral3, se
poate suspecta colectia lichidiana interlobara. CT tora-
cic confirmad in S2 pe dreapta nodul pulmonar cu dimen-
siunile 1,5 x 2,0 cm, cu halou 1n ,sticla mata”. Este certifi-
cata colectia lichidiana atat in scizura interlobar3, cat si

liber3d, in cavitatea pleurald, suspectata de a fi sange.

2) Coriocarcinomul metastatic pulmonar. Coriocarcino-

mul, forma maligna si cea mai agresiva dintre tumorile

gestationale trofoblastice, se asociaza cu antecedente de

mola (in 50% dintre cazuri), istoric de avort (25%), nas-

tere la termen (20%) si sarcina ectopica (5%). Metasta-

zele apar precoce in plamani (75%), vagin (15%), ficat

si creier (10%), de obicei, prin diseminare hematogena

[6]. Elementele sugestive de diagnostic sunt:

a) sarcina in curs sau recentsd;

b) pierderile hemoragice vaginale dupa mola vezicularj,
avort sau graviditate normala.

Hemoragia intratoracicd, hemoptizia, dispneea, durerea

toracicd, epansamentul pleural hemoragic sunt manifes-

tarile extinderii pulmonare [2, 4].

3) Masurarea 3-HCG (subunitatea specifica a HCG). Titrul

sporit sau in crestere al B-HCG este un marker foarte
sensibil si specific. HCG este un hormon produs, in mod
normal, de placenta si, In mod aberant, de unele tumori
cu celule germinale, printre care mola hidatiforma, co-
riocarcinomul [1]. In cazul pacientei prezentate, la a 4-a
lund postpartum nivelul -HCG atingea 19.000 mUI/
ml (N 0-2,7 mUI/ml), iar la a 6-a luna postpartum, ni-
velul B-HCG a fost de 1.000.000 mUI/ml. Histeroscopia

right lobe irregular opacity with variable intensity, from
ground glass to high intensity. An interlobar effusion is
suspected. Chest CT also highlighted a nodule on right
S2 (1.5 x 2 cm), with ground glass halo. Fluid collection,
suspected to be blood, is confirmed both in interlobar
fissure and pleural cavity.

2) Secondary lung choriocarcinoma. Choriocarcinoma, a

malignant and the most aggressive gestational tropho-

blastic neoplasia (GTN), is associated with a history of

hydatidiform mole (50% of cases), history of abortion

(25%), normal pregnancy (20%) or ectopic pregnancy

(5%). Metastases occur early in the lungs (75%), vagina

(15%), liver and brain (10%), usually by hematogenous

dissemination [6]. Suggestive for diagnosis are:

a) current or recent pregnancy;

b) vaginal bleeding after hydatidiform mole, abortion or
normal pregnancy.

Intrathoracic haemorrhage, hemoptysis, dyspnea, chest

pain, pleural effusion of blood are manifestations of lung

involvement [2, 4].

3) Identification of high or rising serum titers of 3-HCG

(a specific HCG subunit) is a very specific and sensiti-
ve marker. HCG is produced normally by the placenta
and aberrantly by some germ cell tumors, including
hydatidiform mole, choriocarcinoma [1]. In presented
case, at the 4th month postpartum 3-HCG level were
19,000 mIU/ml (N 0-2.7 mIU/ml) with subsequent ri-
sing to 1,000,000 mIU/ml at the 4th month postpartum.
Hysteroscopy can identify uterine lesions not revealed
by ultrasound, and Doppler usually detects the tumor
hypervascularisation. MRI is useful for recognition of



ar putea identifica leziunile uterine care nu pot fi apre-
ciate ecografic, iar examenul Doppler determina hiper-
vascularizarea tumorii. Tomografia prin RMN este utila
pentru stabilirea penetrarii miometrului. Radiografia
pulmonara releva pleurezie secundara hemoragiilor
din metastazele pulmonare. CT si tomografia prin RMN
cerebral, USG hepatica sunt recomandate pentru identi-
ficarea metastazelor. Examenul histologic dupa biopsie-
rea tumorii poate fi neconcludent datorita necrozelor si
hemoragiilor multiple [2-4].
In cazul prezentat, din biopsia transbronsici au fost
evidentiate celule neoplazice. Ecografic, au fost identi-
ficate si alte focare metastatice in spling, ficat, rinichi.
4) Tratamentul coriocarcinomului este bazat, mai mult, pe
diagnosticul clinic decat pe cel histologic. Aceasta boa-
13 este una pentru care se acceptad initierea tratamen-
tului oncologic in baza valorilor unui marker tumoral,
B-HCG, fara confirmari obligatorii histologice. Terapia cu
citostatice reprezinta tratamentul de electie pentru co-
riocarcinom. Chirurgia are un rol redus, de urgenta, sau
de chirurgie de salvare pentru boala chimiorezistenta.
Coriocarcinomul este radiorezistent. Radioterapia este,
totusi, indicata in tratamentul metastazelor cerebrale.
Prognosticul acestei maladii este estimat printr-un scor
prognostic propus de OMS si FIGO (l. engl. International
Federation of Gynecology and Obstetrics). Prognosticul
coriocarcinomului asociat unei sarcini ,normale” este
nefavorabil, In special, datorita diagnosticarii intarziate
si metastazarilor multiple [2, 5, 6].
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myometrium penetration. Chest X-ray may reveal secon-
dary pleural effusion, bleeding from lung metastases. CT
and MRI of the brain, liver ultrasound are recommen-
ded to identify metastasis. Histological examination of
tumor biopsy may be unconvincing due to multiple ne-
crosis and hemorrhages [2-4].

In our patient, in the transbronchial biopsy were highli-
ghted neoplastic cells. Ultrasound identified splenic, li-
ver and kidneys metastasis.

4) Choriocarcinoma usual treatment is based on clinical di-
agnosis more than histology. Histological confirmation
of tumor is not mandatory. The initiation of treatment
can be based on the values of the tumor marker ($-HCG).
Cytostatic therapy is the treatment of choice for chori-
ocarcinoma. Prognostic factors play an important role
for therapeutic strategy in GTN. Surgery completes the
therapy: emergency surgery or rescue surgery for che-
moresistant disease. Choriocarcinoma is radioresistant,
however radiotherapy is indicated for the treatment of
brain metastases. In order to evaluate the severity of
the disease and the type of chemotherapy WHO (Wor-
Id Health Organization) and FIGO (International Fede-
ration of Gynecology and Obstetrics) risk factor scoring
system are used. The outcome of choriocarcinoma after
term pregnancy is generaly unfavorable because of de-
layed diagnosis and metastasis [2, 5, 6].
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