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CHORIOCARCINOMA PRESENTING AS A SPONTANEOUS
RUPTURE OF AN ADRENAL METASTASIS : A CASE REPORT

. . 1 . . 1 . . 1
Fumiaki Hosurvama ', Yukinari Hosokawa ', Hiromi Kumamoro ',

Yoshiki Havasmr', Kiyohide Fuymoro® and Yoshihiko Hirao®
YThe Department of Urology, Tane General Hospital
*The Department of Urology, Nara Medical University

A 20-year-old woman, who had a history of childbirth, was admitted to the emergency room with

an acute abdomen. An abdominal enhanced computed tomography (CT) revealed retroperitoneal
hemorrhage, leading to life-threatening, and multiple tumors in the liver. Additionally, chest CT also
revealed multiple coin lesions in the lung. These findings strongly indicated a spontaneous rupture of
adrenal tumor. We performed exploratory laparotomy. An examination during surgery showed a
rupture of adrenal tumor. En bloc resection of adrenal gland, tumor, and the kidney was performed.

Pathological finding revealed the adrenal tumor was choriocarcinoma.
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(Hinyokika Kiyo 54 : 281-284, 2008)

Ht 23.2% & EIMURAETH - 72, MBI L 7-1HE &
LT, BHCG 3,030 ng/ml & 5 %780 7275, AFP
1. 5ng/ml, NSE 8.6ng/ml, CA19-9 2. 1 ng/ml, SCC
l.4ng/ml & ZDOMOMEL~— I —IFEHHETH-
7z.

WGARTERT AL« BEEBER CT <k, A8 s R
b DR DBREBERE~ ORI % 72072 (Fig. 1). F
72, AR ITERS % St b B S5Ol b R 7.
EHIHER CT T AIIGE R - S EiR DR
x#Bo 7z (Fig. 2).
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3)
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Fig. 1. Abdominal enhanced CT shows retroperitoneal hemorrhage from adrenal
gland. (A) early phase. (B) delayed phase.

Fig. 4. The tumor was composed of syncytiotro-
phoblast and cytotrophoblast (HE stain X

Fig. 2. Chest CT shows multiple nodular space- 00)

occupying lesions and infiltration.
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Fig. 3. Macroscopic findings : The tumor was 45

X30X30 mm in diameter (arrow heads). . s A e |
Fig. 5. There are mainly HCG stain positive
MFNEF AR LT\ 728s, itk 7 H B ICseAsH syncytiotrophoblast (HCG stain X 400).
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(At e AR R & 7% o 72, ToO B LIRS N, Ok, FERICTREICRE



B, 13 R - BIEER 283

Table 1. #RTENERE ORI
T JulR#& MG hydatidiform mole
1) 2faIR#HE (&774) total hydatidiform mole

a  FERALEE non-invasive total mole

b BALZNE invasive total mole
2) 4R RF e (BB 43 4 R) partial hydatidiform
mole
a  IFR AL A non-invasive partial mole
b B A FIE invasive partial mole
I #EJHE choriocarcinoma
1) IFURMEMENE gestational choriocarcinoma
a  FEMENE uterine choriocarcinoma
b FEIMETEN extrauterine choriocarcinoma
¢ JREENHENE intraplacental choriocarcinoma
2 ) FEUEURMEREHRE non-gestational choriocarcinoma
a M #EHE choriocarcinoma of germ cell
origin
b flHE D ALEE 2L S D D choriocarcinoma
derived from differentiation of other carcinoma
Il placental site trophoblastic tumor
IV fFHiEIE persistent trophoblastic disease
1) #ha# hCG 7 post-molar persistent hCG
2) BRIRMWEBEAFIE D 5 VTR EFIE clinical
invasive mole or metastatic mole

3) FEPRAYHTENE clinical choriocarcinoma
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WMERICEEINS, JELIRMER BRSNS - BH %
EOIEET AT &, Al - - 228
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LY AHNEBEEZ bR

BB O S A T H MBI 50, 14~1. 1% L 5
bhTwsY. ZoEREE LT Kawashima 5% 13 2

Table 2. WHO scoring system based on prog-
nostic factors
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PHRSIERE 4> 46 712 12<

JRAFERCG (IU/D) <10® 10%-10* 10%-10°  10°<

ABO I it %I (3% OXA B (%)
g & 2o AXO AB (%)

ARHERE (em) <3 3-5 5<

SR Bl B P m
R AL 18 48 8<
e wH 2AIBLE

AFtAa7  =4:low-risk, 5-7: middle-risk, =8 high-risk

ML A, HIMEN, BAERA ML A, IS, %
PG L T A, Tz, HIE & 723 BB ES R
ZELTRBEMEEIS R LZVwERESINTE
D7, AIEGIO L S ICEIE O BRI & EEE IS S
N7MEREIL, bbNAC ERARZ 2R, #BF%
WS IZRRO S o 7.

WA T ICEE AR L, ZOiBEhL &4
Bk, M (80%), e (30%), B N (20%), MK
(10%), F (10%) THH?, ZOHEEH S ARG
FERELVEHORBEE L E2 5 L0 b, MR
POHEIBICEE L ZEE ThoTTREELDEZ N
7z.

F72, WMEBBZOWHRBEIZOVWTIE, MEETHEA
a7 (Table2) 12 &% risk 3% T-729 2T, #Y)
LK EN D, WMEROTIRA 2 7 I134FEH - 5
ATIRIR DA - SEATIHAR D HAbaR F CoMM - IR
i HCG - ABO I %Y - e RIE B - SR 50 - B2
L - BbFRELR SICL Y, 4 AT 2K 22
M, S L7 AUTER ) A2, S LEEEY
AZREERIEL T A, REFNI RO MERE 2 EAGE
DSBS, Ll EbI3mEEm) AZHITEL
72 B A7 BEORRILHEY) 22 3R L A A O
I L 7ALSEEE S LB TH 525, — I EMA/CO
#E: (etoposide + MTX + ActD + cyclophosphamide +
VCR) 5 —#RTH Y, ZDOEMEIITT8.6%
LGSR T AN 7 BB E O E I
HCG OHIE EREDFISIZ &L > TITH . & 5 I
HCG a7 v b 7MEU T % 4 B FHE L, WO
HEPRDOONLGEE R L T 5. KAEF T
#KARDS a2 AP L 7225, MELREHEHT T
b % G O L CHiAT LB 2155 2 &8
T&E7-.
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W3R HCG OJIERITIR - ANIE 2 &5
W7 RiEE & 5 2 & QTP % FAER L 7.
e £
BB % BRI S I 7TERE O | ) % R L
7z.
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