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Ahstract - Gestational Trophoblpstic Neaplesie (TN} is one
af the most commen gynecoligic fumars in our country. Despite
development of effective  chemotferupy; some  coses  remain
resistant amd if there ix only one focus of fumar, resection worlk!
be indiculed,

We present a young woman with stage 1 persistant GTN
showimp no response to chemotferapy, Tronsvagingl sonograplo
revealed trophoblwstic Gvege in the wterny, Metostatic week up
was negative, Tumor was resecied by Rysteroresectoscopy, and
there way npo need for sufsequent  chemotheropy, BHOG
remained negative after 26 monthy of follow up.
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INTRODUCTION

Gestational Trophohlastic Neoplasia is among the
rarest human tumors that can be cured even in the
presence of widespread metastasis (1,2), This tumor is a
feral allograft in maternal (issue,

Choriocarcinoma s the most malignant form of
trophablastic tumor  and  although it s a
choriocarcinoma of the chorionic epithelium, but in its
orowth and metastasis it often behaves like a sarcoma
(3

In the carlier years of chemotherapy, 1t was not
uncommon to find residual discase in the wlerus buot
this has beecome infrequent as chemotherapy  has
improved.  Stll - hysterectomy  may  be  required in
patients with metastalic disease 1o control utering
hemorrhage or sepsis (4).

In this report we describe a voung patient wha bad
chariocarcinoma stage 1 with wmor confined w the
uterus and unresponsive fo chemotherapy. She was
treated by hysteroscopic ablation. Since then BhC has
been negative after 26 months of follow up.

Case summary

A 19 years old primigravida was admitred w our
hospral in Aupust 1996, She was 18 weeks pragnan
and complzining of wvaginal bleeding along with the

s
b

passage of wvesicles. Ulrasound  confirmed  molar
[regnaney.
A curetage  was  performed  and  BIOG was

measured through weekly basis. [t was negative for 2
months but then there was a rise in BHCG (13700
milu/mly.

CAT sean of brain, chest and abdomen  were
negative, other metastatic work up such as accult blood
and liver and kidney function tests were also negative.

She recieved metotrexate 50 mgim? weekly (6,7).
After 100 wecks of chemothrapy  BHOG became
negative (8.7 miwml). She received 6 more weekly
courses of metothrexate 1o consolidate the treatment
unitil February 1997.

Fleven months later in Japuary [99H; there was a
slight rise in BUCG {12 mlU) 50 we treated her with £
more courses of MTX/C, F; two months later there was
another rise in BHOCG (13 miUmil). Transvaginal
ultrssound showed a localised arca of echogenic mass
wilth a diameter of 10 mm in the endometrium. A
diggnostic bysiroscopy showed a localised mass in the
posterior and inferior parts of endometrium, and thus
we started MAC  (Methotrexate,  Acunomycin-I
Cyelophosfamide) in July 1998, She received 2 courses
of MAC but BHCG continued to rise and reached 68
mil/ml; so we performed a bystrocopic resection and
ablated all trophoblastic tissue, basc of tamor was
cautherised by roller ball clectrode,

She dido't received any chemotherapy since then,
BHCG soon became negatrve and alter 26 months of
follow up, it is still negative. Transvaginal altrasound
showed normal endometrivm.

DISCUSSION

The role of surgery in the treatment of persistant
trophoblastic disease is somewhat lmited hecause ot
the advent of effective  chemotherupy  agamst
trophoblastic tissue (3). However surgical resection may
be beneficial in patients with malignant  gestational
trophoblastic  disease  who  become  resistant 1o
chematherapy.  Surgical  removal of  Bsolated
chmoresistant foci of GTN, when no other tumor has
heen detected elswehre, renders the patignt free of
disease. If the patient is a candidate [or resection, it is



Chaoriscarcinema resistant do chemotherapy

importand o elinmate the possitility of active disease ol
other sites including multiple pulmunary nodules,

Complete reevaluation with 7T sean of e brain,
therax amd abdomen or pelvis 10 scarch for oceult
melastate disease should be performed.

This procedure s successiul only o when oo single
lowus ol the discuse s identiicd and no ofher evidence
al systemic spread s suspected, [n conclusien, in young
patients wilh chemoresistant CF1N confined o wieres,
Fysteraseopic resection of lumor will save fertility.
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