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Objectives: Gestational choriocarcinoma (GCC) is a highly malignant 
epithelial tumor arising from the trophoblast of any type of gestational event, 
most often a complete hydatidiform mole. Choriocarcinoma is the most 
aggressive form of gestational trophoblastic neoplasia owing to their rapid 
growth and metastatic potential. This study reviewed all cases of GCC seen at 
the University College Hospital Ibadan. Methods: This was a 20 year 
retrospective hospital-based study designed to review all histologically 
diagnosed cases of choriocarcinoma registered at the Department of 
Pathology, University College Hospital (UCH), Ibadan, Nigeria, from 1st 
January, 1997 to 31st December, 2016. Clinicopathological data was 
extracted from the departmental surgical day book, Ward register, 
Department of Medical Records and Cancer Registry. The data was analyzed 
using the Statistical Package for Social Sciences, version 22. The results were 
presented in tables, relative frequencies and group percentages. Results: 
One hundred and eighty three cases of gestational trophoblastic disease 
were histologically diagnosed within the study period out of which 36 cases 
were GCC accounting for 19.7%. 55.6% of all the cases were received as 
endometrial biopsies, 33.3% as hysterectomy specimens, 8.3% as cervical 
biopsies and 2.8 as an anterior vaginal wall mass. Choriocarcinoma occurred 
in the age range 20 to 50 years with majority of cases occurring in the third 
decade of life. Conclusion: Gestational choriocarcinoma is still the most 
common gestational trophoblastic neoplasia seen in our environment. 
Awareness of this tumour with a high index of suspicion is needed for an 
accurate diagnosis and patient management. Keywords: Gestational 
Choriocarcinoma, Gestational Trophoblastic Disease, Ibadan, Nigeria.
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Introduction 

Gestational choriocarcinoma is a highly malignant 
epithelial tumor arising from the trophoblast of 
any type of gestational event, most often a 

1hydatidiform mole.  As a rule, the risk of choriocar-
cinoma increases with the abnormality of the ante-

2 cedent gestation. Fifty percent of choriocarcinoma 
cases follows antecedent hydatidiform moles, 
whereas abortion and term pregnancy contributes 

1 25% each. Choriocarcinoma also can arise from 
the trophoblast of an abortion or a term pregnancy. 
Gestational choriocarcinoma also may be primary 
in the fallopian tube, and in this extremely rare 
instance, the tumor will probably occur sequel to 

1an ectopic pregnancy.
Choriocarcinoma is the most aggressive form 

of gestational trophoblastic neoplasia owing to 
their rapid growth and metastatic potential. They 
show differentiation towards the villous tropho-
blast syncytiotrophoblasts and cytotrophoblasts. It 
also secretes large amounts of HCG usually in the 
range of 100,000-400,000 units' daily causing 

1theca lutein cysts.
Obaiagbon et al, at the University of Benin 

Teaching Hospital (UBTH) reported that 32 cases 
(17.2%) out of 184 cases of gestational tropho-
blastic disease seen during the study period, were 

3 choriocarcinomas. Most were in the 20-29 year 
age group. It was said to be the most common 
malignant GTD and the second most common form 

3 of GTD seen after complete hydatidiform moles.
while Kolawole, et al in Zaria reported gestational 
choriocarcinoma to be the most common form of 
gestational trophoblastic disease seen over the 5 
year study period with a prevalence rate of 1 in 198 

4 deliveries (5 per 1000 deliveries). In Europe and 
North America, choriocarcinoma affects approxi-

5 mately 1 in 40,000 pregnancies, whereas reported 
rates in Southeast Asia and Japan were higher at 

19.2 and 3.3 per 40,000 pregnancies, respectively.
There has been no recent histopathological 

study determining the prevalence of Gestational 
choriocarcinoma in our centre.

Materials and Methods

The study was a 20 year retrospective hospital-

based study designed to review all histologically 
diagnosed cases of choriocarcinoma registered at 
the Department of Pathology, University College 
Hospital (UCH), Ibadan, Nigeria, from 1st January, 
1997 to 31st December, 2016. Clinicopathological 
parameters of all histologically diagnosed cases of 
gestational choriocarcinoma recorded in the 
surgical day book and Cancer Registry of the 
Department during the study period were 
extracted. Cases with incomplete bio-data and 
cases in which slides and formalin-fixed and 
paraffin-embedded tissue blocks and could not be 
found were excluded from the study. Selected cases 
with faded or missing slides were sectioned and re-
stained with Haematoxylin and Eosin (H&E) stains 
and were reviewed by three Pathologists with a 
consensus on a definitive histological diagnosis. 
The total number of deliveries in the hospital over 
the study period was also obtained from the labour 
ward register and the Department of Medical 
Records. The data was analyzed using SPSS 22 and 
presented in tables, relative frequencies and group 
percentages. Ethical clearance was obtained from 
the Joint Ethical Review Committee of the College 
of Medicine, University of Ibadan and the 
University College Hospital, Ibadan.

Results

One hundred and eighty three cases (183) of gesta-
tional trophoblastic disease were histologically 
diagnosed within the study period out of which 36 
cases were GCC accounting for 19.7%. The 
incidence rate for choriocarcinoma is 1.07% per 
1000 deliveries.

55.6% of all the cases were received as 
endometrial biopsies, 33.3% as hysterectomy 
specimens, 8.3% as cervical biopsies and 2.8 as an 
anterior vaginal wall mass. Table 1.

Gestational choriocarcinoma (Figures 1, 2 and 
3) occurred in the age range 20 to 50 years with 
majority of the cases occurring in the third decade 
of life, accounting for 44.4% of the choriocarci-
noma. The mean age is 32.3years while the modal 
age is 26 years. None of gestational choriocarci-
noma occurred below 20years of age. Table 2.
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Endometrial biopsy 

Hysterectomy 

Cervical biopsies

Anterior vaginal wall mass

Total

Nature of Sample

20

12

3

1

36

Number 

Table 1: Frequency of the Nature of Samples

0-19

20-29

30-39

40-49

50-59

Total 

Age (years) Number of Cases

0

16

12

7

1

36

0

44.4

33.3

19.5

2.8

100

Percentage (%)

Table 2: Age Distribution of Patients with Gestational Choriocarcinoma 

Figure 1: Photomicrograph showing malignant trophoblasts and areas of

haemorrhage consistent with Gestational Choriocarcinoma. (Haematoxylin

and eosin stains, X40).
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Figure 2: Photomicrograph showing malignant trophoblastic cells.

(Haematoxylin and eosin stain, X100)

Figure 3: Photomicrograph showing malignant trophoblastic cells having large hyper-

chromatic to vesicular nuclei with prominent nucleoli and moderate eosinophilic cytoplasm

consistent with Gestational choriocarcinoma. (Haematoxylin and eosin stain, X400)

4Tropical Journal of Obstetrics & Gynaecology / Vol 38 / Issue 1: Jan. - Apr. 2021

Babatope Lanre Awosusi, et al: Prevalence and Review of Pathological Anatomy of Gestational Choriocarcinoma

UNIV
ERSIT

Y O
F IB

ADAN L
IB

RARY



Discussion

Gestational choriocarcinoma is the most common 
6 gestational trophoblastic tumor. There is a wide 

range in patient age at presentation, but it mainly 
occurs in the reproductive years, with a mean age 

6 of 30 years. The tumor may arise from any type of 
gestational event: 50% after term pregnancy, 25% 
after molar gestation, and 25% after other types of 

7 gestation. The risk of developing choriocarcinoma 
following complete moles is approximately 2% to 
3%. There is a rather low but finite risk (0.1%-
0.5%) of developing choriocarcinoma after partial 

8moles.
In this study, gestational choriocarcinoma was 

the most common gestational trophoblastic 
neoplasia seen accounting for 19.7% of the total 
number of GTD cases seen with an incidence rate of 
1.07 per 1000 deliveries. Most of the cases were 
seen in the third decade of life with a mean age of 
32.3 years and age range of 20 to 50 years. Similar 
studies  done in Nigeria also reported that GCC is 
the commonest of the GTD and GTN cases seen 
with differing incidence rates and age of 

3,4,9 occurrence. A study from Zaria reported a 
similar incidence rate of 1 per 198 deliveries (5 per 

3 1000 deliveries). Different incident rates have also 
been reported from other parts of the 
world;Negussie et al in Ethiopia reported 14 cases 
of choriocarcinoma out of 93 cases of GTD seen 
over the study period accounting for 15%of the 
GTD cases seen.[10] It was reported as the second 
most common form of GTD seen after complete 
hydatidiform mole, while most were found in the 

10 third decade of life. Moodley in South Africa 
reported 34 cases of GCC out of a total of 112 GTD 
cases seen, with a prevalence rate of 0.5 per 1000 

11 deliveries. How-ever, Charlotte et al reported a 
higher prevalence rate of 3.1 cases of GCC per 

12100,000 deliveries in Netherlands.
High levels of serum human chorionic 

gonadotropin (HCG) are invariably present in all 
6 patients. however we didn't estimate the serum 

HCG levels in our patients at the time of diagnosis. 
Gestational choriocarcinomas generally present 
with bulky, destructive uterine masses with 

13 extensive hemorrhage and necrosis. Deep myo-

metrial invasion is quite common and may result in 
6 uterine perforation. Primary gestational choriocar-

14 cinoma can also arise from the cervix, fallopian 
15 16-18 tube, or other sites of prior ectopic pregnancy.

In our study, one of the cases occurred in the 
anterior vaginal wall.

Histologically, choriocarcinoma displays 
diffusely infiltrative or solid destructive growth 

19 involving endomyometrium. The proliferating 
tumor cells differentiate towards chorionic villous 
trophoblasts of various types which are disposed in 
sheets and cords of mononuclear tumor cells and 
arranged in biphasic and triphasic growth 

6 patterns. This histological features is also consis-
tent with what we found in our study. 

In situ or intra-placental choriocarcinoma has 
been well documented to occur in full-term 

20,21 placentas. Gestational choriocarcinoma must 
also be separated from its non-gestational counter-
part of germ cell or somatic origin. Nongestational 
choriocarcinomas commonly occur in children and 
young adults before they reach their forties and are 

22 unrelated to a prior gestation. Distinguishing 
choriocarcinoma from intermediate trophoblastic 
tumors (PSTT and ETT) is of clinical importance 
because they have different management plans. 
Unlike choriocarcinoma, Placental Site Tropho-
blastic Tumour (PSTT) and Epithelioid Tropho-
blastic Tumour (ETT) are not chemosensitive and 

23,24 instead require hysterectomy. Recent history of 
hydatidiform mole, high-levels of serum â-hCG, 
histo-pathologic characteristics, and diffuse hCG 
immunostaining are distinguishing features of 

23 choriocarcinoma. Nevertheless, an otherwise 
typical choriocarcinoma may contain minor foci of 
PSTT or ETT differentiation, and a diagnosis of 
mixed gestational trophoblastic tumor may then be 

6considered.

Conclusion

Gestational choriocarcinoma is still the most 
common gestational trophoblastic tumor seen in 
this environment. Awareness of this tumour with a 
high index of suspicion is needed for an accurate 
diagnosis and patient management because of their 
overwhelmingly good response to chemotherapy.
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