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Gestational trophoblastic neoplasia (GTN) is a spectrum of diseases including partial and

complete hydatidiform moles, placental site trophoblastic tumor, and choriocarcinoma.

One of the most important considerations is recognition of the possibility of GTN after

molar pregnancy or even normal pregnancy. It is common practice to use chest x-ray for

the detection of pulmonary metastasis. Computed tomography imaging of the lungs is

ordered if lung lesions are noted on chest x-rays. However, understanding the limitations

of chest x-rays is important for detecting smaller pulmonary lesions. We present a patient

with GTN and pulmonary metastasis after having received 2 negative chest x-rays.

© 2017 the Authors. Published by Elsevier Inc. under copyright license from the University

of Washington. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Gestational trophoblastic neoplasia (GTN) is a spectrum of

diseases including partial and complete hydatidiform moles,

placental site trophoblastic tumor, and choriocarcinoma. One

of the most important considerations is recognition of the

possibility of GTN after molar pregnancy or even normal

pregnancy [1e3]. It is a common practice to use chest x-ray for

the detection of pulmonary metastasis. Computed tomogra-

phy (CT) imaging of the lungs is ordered if lung lesions are

noted on chest x-rays. However, understanding the limita-

tions of chest x-rays is important for detecting smaller

pulmonary lesions. We present a patient with GTN and pul-

monary metastasis after having received 2 negative chest

x-rays.
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Case

A 32-year-old indigent Hispanicwoman, gravida 2 para 1-0-1-1,

status post Suction, Dilation and Curettage (SD&C) 3 months

before for molar pregnancy presented with heavy vaginal

bleeding to the emergency department. Surgical pathology

from the SD&C had revealed a complete hydatidiform mole

with atypical trophoblastic epithelium. The chest x-ray at the

time of the surgical evacuation 3 months before was unre-

markable. Before the surgery, the beta-human chorionic

gonadotropin (hCG) level was 248,270 milli-international

units/milliliter (mIU/mL). One week after the surgery, the

beta-hCG level had decreased to 971 mIU/mL, but there was

inconsistent follow-up of the beta-hCG titers due to multiple

social issues. Immediately after the SD&C, she received
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Fig. 2 e Middle lung.
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postmolar contraception of 150 milligrams (mg) depo

medroxyprogesterone intramuscularly. Of note, her obstet-

rical history included an uncomplicated vaginal delivery

7 years before.

On examination in the emergency room, she was somno-

lent, but alert and oriented. Her heart rate was 117 beats per

minute, and remaining vital signs were normal. She appeared

pale, and capillary refill was 3 seconds. Vaginal examination

revealed red, thick, mucinous discharge with clear, jelly-like

substance, and no active bleeding. The uterus was 10 weeks

in size and tender to palpation. There were no palpable

adnexal masses.

The patient was admitted to the gynecology service. Her

beta-hCG level was 4512 mIU/mL and hemoglobin level was

6.2 grams/deciliter (g/dL). Pelvic ultrasoundwas interpreted by

radiology as no evidence of intrauterine pregnancy with an

11 � 5 � 7 centimeters (cm) sized uterus. The endometrium

was distended with hyperechoic material with low resistance

waveform measuring 3 � 4 cm. The right ovary was normal

and the left ovary was not visualized. Her admission chest x-

ray was unremarkable.

The patient continued to experience vaginal bleeding and

her repeat hemoglobin level was 4.8 g/dL. She received 2 units

of packed red blood cells. Because of her elevated beta-hCG

without evidence of intrauterine pregnancy on ultrasound,

additional testing was ordered for possible metastasis of GTN.

CT imaging of her chest revealed small nodules, some

with ground glass halos, scattered throughout both lungs

(Figs. 1 and 2). These findings were interpreted by radiology

as consistent with metastatic lung disease from

choriocarcinoma.

The patient continued to have vaginal spotting and

received a total of 8 units of packed red blood cells for acute

blood loss anemia. After the patient hemodynamically stable,

the Hematology & Oncology team was consulted for further

management of her disease. She was assigned a stage 3

favorable low risk prognosis according to the International

Federation of Gynecology and Obstetrics criteria [4]. Based on

this staging, decision was made to treat her with 50 mg

methotrexate intramuscularly on days 1, 3, 5, and 7 and 7.5mg

folic acid orally on days 2, 4, 6, and 8 for rescue therapy. We

monitored her hematologic, hepatic, and renal indices during

her chemotherapy. The patient followed-up with Hematology

& Oncology for subsequent chemotherapy and further beta-

hCG monitoring. The patient has since been in surveillance

with Hematology & Oncology. Vaginal bleeding had
Fig. 1 e Upper lung.
completely subsided and her most recent beta-hCG level was

less than 5 mIU/mL.
Discussion

The patient's elevated beta-hCG level was not due to a new

pregnancy because she received postmolar depo medrox-

yprogesterone after her SD&C. The patient received 2 chest

x-rays 3 months apart that were both unremarkable for

pathology. We could have collected biopsy samples of the

pulmonary lesions for histological review; however, this was

not performed because of the patient's history, clinical pic-

ture, and CT confirmation of scattered small nodules in both

lungs. The CT imaging was sufficient for the diagnosis of

metastatic disease. A histological diagnosis would not have

altered our management and a biopsy could have resulted in

excessive bleeding. No further metastases were found on

additional testing. The patient's noncompliance with post-

molar surveillance may have contributed to the delay in

diagnosis. However, she was compliant with subsequent

outpatient chemotherapy treatments. Post-treatment imag-

ing was not obtained because her vaginal bleeding had

completely subsided and her beta-hCG levels were decreasing

appropriately.
Conclusion

The risk for developing GTN is 0.1% in the general female

population. The common presentation is persistent vaginal

bleeding after either a normal or molar pregnancy along with

an elevated beta-hCG level [5]. It is a common practice to cease

further evaluation of pulmonarymetastasis when initial chest

x-rays are negative and patients do not exhibit significant

respiratory distress. Although chest x-rays may be a good

initial step for evaluation of pulmonary metastases, they may

miss smaller lesions in the setting of someone whose beta

hCG levels have plateaued or continued to rise. Three cases

described by Moodley and Moodley [6] involved women with

normal chest X-rays and subsequent CT imaging-confirmed

pulmonary metastases. This case highlights the need of ob-

stetricians and gynecologists to use CT imaging to evaluate

patients with postmolar persistently elevated beta-hCG levels,

especially if their clinical picture indicates a possibility of

malignant GTN. In these cases, despite a normal chest x-ray, it

is imperative to complete a full metastatic survey and order
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CT imaging of the head, chest, abdomen, and pelvis if avail-

able. By increasing this practice, pulmonary metastasis of

GTN may be diagnosed earlier and more accurately.
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