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Solitary Pulmonary Metastasis of Gestational Choriocarcinoma

- Three Cases of Different Types -

Se Hwa Yoo, M.D., Zin Mock Yoo, M.D., Jae Yeon Cho, M.D. and Kwang Ho in, M.D.

Department of Internal Medicine, Korea University Medical College, Seoul, Korea

Gestational choriocarcinoma is a highly malignant tumor which arises from the trophoblast of
human pregnancy. This tumor develops early pulmonary metastasis and the most common pattern of
pulmonary metastasis is discrete multiple nodules. But occasionally solitary pulmonary metastasis
occurs. Authors presented three cases of choriocarcinoma presented with different types of solitary
pulmonary metastases with review of literatures. We emphasize the importance of careful obstetric
history taking and screening of serum gonadotropin level in differential diagnosis of solitary pulmo-
nary lesion especially among women who are from areas of high prevalence of trophoblastic neo-

plasia.
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Fig. 1. Chest PA: Increased homogeneous dens:ity in the

left lung. 8 3
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Fig. 2. Chest PA: The well defined, oval density isseen  Fig. 3. Chest PA: The lobulated mass is seen in the left
near left hilum. (Dec. 11, 1983) lung. (Feb. 6, 1984)
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Fig. 4. Chest PA: The huge mass is noted on left lower
lung field.

Fig. 5. Chest CT: The soft tissue mass with in-
homogenous increased density is seen in left
lower lung.
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