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I.  Introduction :

Infantile choriocarcinoma is an exceptional and poorly understood malignant trophoblastic tumour that
can occur in the neonatal period. It is most often due to the transmission to the newborn of metastases from a
placental choriocarcinoma. The organs most frequently invaded are the liver (90%, 29 cases) and the lungs (60%,
19 cases). Other organs more rarely affected include the ovary.

The origin of ovarian choriocarcinoma is either gestational or non-gestational. Gestational ovarian
choriocarcinomas (GOCC) are more common [3,4]. Non-gestational choriocarcinomas (NGC) are rare in their
pure form. They are often associated with other germ cell tumours such as immature teratomas, dysgerminomas
and embryonal carcinomas because their embryological origin is identical [3].

Ovarian choriocarcinomas are malignant germ cell tumours. They are defined by the presence of
malignant cells, both cyto- and syncitiotrophoblastic, which are closely intertwined and have no associated villous
formation [1,2].

Il.  Observation :

The patient was 9 years old and had suffered from appendicitis 6 months previously. She was admitted
with an abdominopelvic mass which was fixed deep in the left flank, measuring 13*11 cm in diameter, with
diffuse abdominal tenderness, and had been evolving for 2 months in a context of apyrexia and preservation of
her general condition

Radiological findings :

Abdominal ultrasound: Large solid cystic abdomino-pelvic tumour with regular contours and
heterogeneous echostructure, taking colour Doppler.

CAT scan: large latero- and supravesical tumour mass measuring 145*87*153 mm, raising suspicion of
an ovarian mass.
There were no other suspicious abnormalities on the other floors.

MRI : Large, well-limited, encapsulated, intraperitoneal, supravesical and left latero-uterine, solid cystic mass
with T2-hyposignal wall, diffusion-restricted peripheral tissue portion and non contrast-enhanced, containing
heterogeneous cystic areas, some of which are fluid and some of which are T1-hypersignal, measuring 125 x 75
x 125 mm (T x AP x H).
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Topographically, this mass has the following relationships:

-Anteriorly: in contact with the anterior abdominal wall.

-Externally: it pushes the left colon posteriorly.

-medially: it comes into contact with some of the small intestines on the right, with no signs of invasion.

- Posteriorly: it comes into contact with the abdominal aorta and its bifurcation, creating a mass effect on the left
iliac ureter, causing moderate upstream DUPC with a pyelone measuring 18 mm.

Biological findings :

CBC: Anaemia 8.3 VGM: 79 CCMH: 33
WBC 11600 PNN 9500 Ilym 1000 Mono 730
Platelets: 450,000

Renal and haemostasis tests normal CRP: 118
ALPHA fetoprotein normal 0.901 ng/ml

Beta HCG elevated to 25428

LDH elevated to 1200

Metabolic and tumour lysis panels normal

At the end of this work-up, it was found to be a non-metastatic right ovarian germ cell tumour, and was
treated according to the TGM 95 protocol, with a good response to treatment after 6 sessions of chemotherapy.
Regression of tumour size on control CT from 8*6 cm to 14*9*15 cm.

With a BHCG level of less than 2.
The patient was then scheduled for right salpingo-oophorectomy.

Intraoperative examination revealed a 7 cm mass over the right ovary, involving the entire ovary and
adherent to the greater omentum, with a small contralateral ovary. Right adnexectomy was performed.

Pathology of the surQicaI specimen was consistent with non-metastatic right ovarian choriocarcinoma.

I11.  Discussion :

The origin of childhood choriocarcinoma remains uncertain. When choriocarcinoma appears in the
neonatal period or in a young infant, it is accepted that it is the result of the transmission of a placental tumour
developed during pregnancy. Gestational choriocarcinoma follows hydatidiform mole in a third of cases.

Ovarian choriocarcinoma is a rare and aggressive tumour that forms from the cells that produce the
placenta during pregnancy. Although it is more common for this type of tumour to develop in the placenta during
pregnancy, it can sometimes develop in the ovaries, even in women who are not pregnant.

Ovarian choriocarcinoma is a rare form of ovarian cancer, but it is generally more aggressive than other
types of ovarian cancer.

Symptoms of ovarian choriocarcinoma may include abnormal vaginal bleeding, pelvic pain, enlargement
of the abdomen, nausea and vomiting.

Diagnosis of ovarian choriocarcinoma often involves a combination of medical imaging (such as
ultrasounds and scans), blood tests to measure levels of certain hormones and sometimes a biopsy to confirm the
type of cancer cells.

DOI: 10.9790/0853-2305112426 www.iosrjournals.org 25 | Page



Ovarian Choriocarcinoma In Girls

Treatment for ovarian choriocarcinoma may include surgery to remove the tumour, chemotherapy and,
in some cases, radiotherapy. The choice of treatment often depends on factors such as the size of the tumour, the
stage of the cancer and the patient's general health.

The prognosis for ovarian choriocarcinoma depends on a number of factors, including the stage of the
cancer at diagnosis and the response to treatment. As it is an aggressive cancer, early diagnosis and prompt
treatment are important to improve the chances of survival.

IV.  Conclusion :

Ovarian choriocarcinoma remains an exceptional malignant germ cell tumour that deserves to be
recognised as potentially curable.
Treatment is based on chemotherapy combined with surgery to remove the tumour.

In both children and mothers, the tumour appears to be extremely chemosensitive, and its poor prognosis
often seems to be linked to delayed diagnosis and treatment.

Follow-up of the mother is important, as she may also develop a choriocarcinoma in the months following
the discovery of the child's choriocarcinoma.
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