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Letters to Editor

non‑availability of medical staff. In one of the study, it was 
indicated that 143 public facilities found absenteeism of 45% 
doctors from PHCs with 56% of time found to be closed with 
an unpredictable pattern of closure and absenteeism during 
regular hour visit.[2] A survey report from Madhya Pradesh in 
2007 states that out of 24,807 qualified doctors and 94,026 
qualified paramedical staff mapped in the survey in the state, 
18,757 (75.6%) and 67,793 (72.1%) were working in the private 
sector respectively highlighting the government failure to provide 
basic infrastructure to doctors and other health care workers 
in rural areas.[7] This could be tackle by focusing on skill up 
gradation, capacity development and capability reinvigoration 
and limiting the scope for practice of illicit and unqualified 
practitioners. Thus, primary health care in India needs to be 
re‑evaluate and immediately warrants reforms and concrete 
steps to be taken, otherwise this tug of war between growth 
and human resource development remains will continue forever.
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Choriocarcinomatous differentiation in 
rectal adenocarcinoma: A rare occurrence
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Dear Editor,
Choriocarcinomatous differentiation of tumor 
cells in rectal adenocarcinoma is an extremely 
rare phenomenon.[1,2] The histological features with 
immunohistochemical identification of beta‑hCG expression 
confirms the diagnosis.[1] We report one such rare 
occurrence in a patient with adenocarcinoma of the rectum.
A 54‑year‑old female patient presented with pain in the 
abdomen with passage of blood and mucous in the stools 
since 8 months. She also complained of loss of weight and 
appetite since 6 months. On computed temography scan, 

a circumferential asymmetric thickening of the wall of 
rectum with maximum thickness of 17 mm was seen with 
narrowing of the lumen measuring 10 cm in craniocaudal 
extension. There were multiple homogeneous enhancing 
lymph nodes with the largest one measuring 11 × 9 mm. 
Radiological diagnosis of carcinoma rectum with pelvic 
lymphadenopathy was made. Peroperatively, there was a 
hard nodular growth present at the junction of the rectum 
and sigmoid colon measuring about 7 × 5 cm. On gross 
examination, an ulceroinfiltrative growth measuring 7 × 2 cm 
was identified 10 cm away from the anal verge. Cut section 
of the growth was yellowish with involvement up to the 
serosa [Figure 1]. On microscopic examination, sections from 
growth showed a biphasic tumor. Moderately differentiated 
adenocarcinoma constituted a minor component of the 

PHCs and CHCs a far of distance from rural areas procures 
a heavy daily loss of wages. This leads the rural people 
accessing facilities of private health care practitioners, 
usually unregistered at affordable charges in their villages.[3]

Government reluctance toward the health care appears in 
that the roughly 0.9% of the total gross domestic product 
is allocated for health care. Spending average 14% of 
the household income on health care by the poor house 
hold varying from 1.3% in Tamil Nadu to about 37% in 
Jalore (Rajasthan) suggests people’s reluctance toward 
health care putting it in a side corner then other priorities.[3] 
Only 0.5% of the rural enjoy basic sanitation facilities with 
a major population affected by the various health ailments 
owing to lack of sanitation coupled with polluted waters.[4] 
Felling seriously ill they either head toward the urban 
setup or the backward communities look for the witchcraft 
and hermits, placing them in the grip of lechers (money 
lenders), creating a physical.
Ineffectiveness of the primary health care created a breach 
in referral system which should serve as an entry point for 
the individual and continuous comprehensive coordination at 
all level of health care.[5] Utilization of services has shown 
to be residence and educational level dependent with 70% 
of illiterate availing no ANC care when compared with 15% 
of literate with rural women (43%) less likely to receive the 
ANC services when compared with urban women (74%).[6]

Dearth of men power, reluctant community participation 
and intersectoral coordination make the condition nastiest. 
There is a threat to collapse of the higher health care 
machinery owing to overcrowding by health care seekers 
which are bypassing the first level of contact and this is 
the major problem Indian health care system is facing. Low 
faith in public health services could be a reason for this by 
pass evident from the existing data.
The only way which could lead to the goal of health inclusion 
is by incorporating impoverish needy rural population through 
community participation. It is a common complaint of 
people that government health functionaries are struck with 
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Figure 1: Histologically, most of the tumor is composed 
of choriocarcinoma along with a moderately differentiated 
adenocarcinoma (H and E, ×200)

Figure 2: Human chorionic gonadotropin (hCG) is expressed in 
choriocarcinomatous component (immunostaining for anti‑β‑hCG 
antibody, ×400)

tumor. Predominant component of the tumor comprised 
highly pleomorphic, bizarre tumor giant cells having single 
to multiple vesicular nuclei with conspicuous eosinophilic 
nucleoli. The cytoplasm was abundant, vacuolated, and 
deeply eosinophilic [Figure 2]. Diagnosis of moderately 
differentiated adenocarcinoma with choriocarcinomatous 
differentiation was given. Immunohistochemically the tumor 
cells showing trophoblastic differentiation and were positive 
for Beta hCG Serum hCG checked postoperatively was 
elevated at 4,568 IU/L, but the serum carcinoembryonic 
antigen was normal.
Trophoblastic differentiation can occur focally in 
colorectal adenocarcinomas, as it does in stomach and gall 
bladder.[3] Such tumors are more common in the age range 
of 28‑‑74 years, with a median age of 45 years. There 
is female predominance. Most of the lesions have been 
reported in the rectosigmoid area. The tumors range in size 
from 2 to 10 cm. Histologically, most are combinations 
of choriocarcinoma and adenocarcinoma. All of the cases 
reported were rapidly fatal, with a median survival of 
4.5 months from the development of symptoms. All of the 
patients died within 12 months.
Verbeek et al.[4] used comparative genomic hybridization 
and fluorescence in situ hybridization to elucidate the 
genetic relationship of adenocarcinoma and choriocarcinoma 
in this neoplasm. They found genetic changes characteristic 
of colorectal adenocarcinomas, a loss of chromosomal 
regions 8p21‑pter as well as 18q21‑pter, and a gain of 
5p and 20q, in both tumor parts. This provides evidence 
for the common origin of both components. A differential 
pattern of additional genetic changes suggests a clonal 
evolution from a common ancestor cell.
There are reports of adenocarcinoma of the colon 
which showed choriocarcinomatous differentiation in 
the metastastic deposits.[5] This and other similar cases 
of mixed tumors suggest that unexpected trophoblastic 

differentiation may result from aberrant differentiation of 
locally proliferating cells, rather than originating in ectopic 
germ cells or in foci of embryonic totipotent cells.
Choriocarcinomatous differentiation of adenocarcinoma 
of the colon or the rectum is very aggressive. Although 
radical resection was performed and aggressive 
chemotherapy with 5‑flurouracil and Leucovorin was given 
in fifth postoperative week, the clinical outcome was very 
disappointing and the patient died on 50th day.
Even though rare, these tumors should be considered in the 
differential diagnosis of a colorectal carcinoma. Despite the 
rarity of the condition and the obscurity of the histogenesis, 
reports of similar cases and the occurrence of the tumors 
in the digestive tract suggest that the condition constitutes 
a clinical entity of a digestive tumor.
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