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Introduction

Gestational Trophoblastic diseases is heterogeneous group of

interrelated lesions that arise from abnormal proliferation of

placental trophoblast .

It is a common complication of pregnancy with calculated incidence

of 0,5 -2,5 / 1000 live birth .

GTN is rare human tumors, cured even in the presence of

widespread dissemination .

WHO Classification of GTD

1- Premalignant Diseases : -

a. Complete Hydatidiform Mole (CM)

b. b -Partial Hyadatidiform Mole (PM)

2- Malignant Diseases (Gestational Trophoblastic Neoplasia)

a. Nonmetastatic

i. Invasive Mole

ii. Placental site trophoblastic tumor (PSTT)

iii. Epitheloid tumour

b. Metastatic .

Persistent trophoblastic disease is presented elevation of HCG

level in gestational trophoblastic tumor whether the tumor is

metastatic or not .

Calculated Incidence of complete mole is 1 in 1945 pregnancies while

partial mole is 1 in 695 pregnancies .

Hydatidiform Mole

Epidemiology

1- It is common in oriental countries- Philippines, China,

Indonesia, Japan, India, Central and Latin America and Africa .

2- Age : it is most common at the extremes of reproductive age , the

incidence of it rises from. 1:1000 to 1:76; 1:6.5 in subsequent

pregnancies.
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CM is the most common antecedent to Chorio CA. But it can occur

after any type of pregnancy . 3% after invasive mole; 16% after CM .

Pathogesis

Pathogenesis of complete H Mole

Complete HFM usually arise when an ovum without maternal

chromosomes is fertilized by one sperm which then duplicates its DNA

resulting in a 46 xx androgenic karyotype in which all the

chromosomes are paternally derived .
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Complete HEM

Complete HEM is characterized by:

1- 1-generalized marked villous swelling with diffuse trophoblastic

hyperplasia (cistern formation)

2- Absence of fetal tissues (or embryonic)

3- Kayotyping is diploid (andragenically derived) but they are 95%

female (46xx). (Both X-chromosomes derived from the Father) .

This is either haploid sperm duplicating its own chromosome after

meiosis or 2 sperms fertilize an empty egg leading to 46xy.

Partial HEM

❖ Partial HEM: Charactenzed by *

1- focal Villous hydrops & focal trophoblastic hyperplasia.

2- nuclear atypia is infrequent .

3- presence of embryonic or fetal tissues The fetus presented with

features of triploidy (Miscarriage, IUGR & multiple Congenital

malformations)

4- The Karyotyping is usually triloidy,( 2 Sperms having fertilized

an ovum (69 xxx, 69 xxy, 69 xyy)) .

❖ Invasive mole : The chorinic villi within the myometrium or its

vascular space which usually regress spontaneously , but not

always. Its diagnosis can only by histopathology of hysterectomy

Specimen.

The complete HFM 90% Cure Completely, while 10 % develop persistent

trophoblastic discase which is either :-

1- Benign invasive  mole in 15-20% .

or

2- Malignant chonocarcinoma (2-4%) .

3



While partial HFM ,5-10 % continue as PTD .

Epidemiology of GTD & RISK factor

The estimated incidence of complete HFM is 1/1000 – 2000 while

partial mole incidence is in 700 pregnancies, both may be aborted

spontaneously during the first trimester & it's incidence has been

extracted to be 2% of all  miscarriages.

Risk factors

1- extreme maternal Age < 18 years & >40 years .

teenager a incidence 1.5 folds .

>40 year a incidence 10 folds.

2- previous history of  HFM ( 20 fold) increase .

▪ previous mole 2% recurrence rate .

▪ previous 2 mole risk to 15 % recurrence .

▪ previous 3 mole risk to 50 % recurrence .

3- Diatry causes, those with diet Carotene deficient & law fat .

4- certain ethnic groups: Asian , Japanese

5- Genetic factors

6- ABO bl. group : Bl.group A is more susceptible.

Symptomalology & clinical features :

1- abnormal uterine bleeding which is similar to that of threatened

miscarriage, either intermittent or continuous , occurs in 90 %

of cases of HFM .

2- lowers abdominal pain .

3- uterine enlargement larger than expected for gestational age in

50% of HFM .similar 25% smaller for GD in 25% of patients .

4- abnormally high HCG level .

5- typical presentation at 12 -14 wk .gestations .

6- Absent fetal parts or pole .

A

CLINICAL FEATURES & SYMPTOMOLOGY

Complete Mole

✔ Vaginal bleeding .

✔ Uterus is larger than POG .

✔ Hyperemesis Gravidarum .
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✔ PET 10-15% .

✔ hyperthyroidism 7% .

✔ Theca lutein cysts .

✔ Beta HCG levels .

✔ Passage of grapes like vesicle .

Diagnosis & Investigation of HFM :

1- History & physical examination .

2- Investigations .

a. CBP & ESR (HB % , platetal count, WBC) .

b. renal & liver function test .

c. pretreatment HCG titer (for DX. follow up & treatment). It is

tumor marker  .

d. pelvic ultrasound .

(snow storm appearance & absence of fetal tissues in Complete HFM )

e. CXR to exclude metastasis .

f. electrolytes & coagulation profile .

g. CT- scan of brain .

Ultrasound Features of :-

1- Complete HFM : Multiple small Sonolucentfoci . (snow storm

appearance) .

2- partial HFM: Multiple cystic spares in normally apparent placenta

with presence of fetal tissues

3- invasive mole , increased echogenic area see in Myometrium .

HCG level normally return to  baseline value :

After NVD or 3-4 wk

After HFM 4-6 wk

After ectopic 12 days — 3 wk

After  abortion 2 weeks

The role of HCG in GTD :

1- Allow estimation of tumor bulk .

2- Assess patient disease risk .

3- Follow the response to treatment .

Management of HFM
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The evacuation of a mole by suction curettage is a method of

choice. After moderate amount of tissues has been removed ,

Intravenous oxytocin is given .

When suction curettage has been completed, involution has begun

to occur, a sharp curettage is then performed & this tissues

submitted separately for pathological evaluation.

In partial mole pregnancies, where the size of fetal parts

delivered , the use of suction cartage & medical termination can be

used .

The oxytocia infusions are only commenced once evacuation has

been completed .If the patient experienced significant hemorrhage

prior to evacuation, then use oxytocin . PG therapy only resaved for

cases where oxytocin therapy is ineffective .

Oxytocin, PG, Medical induction of labour & Medical termination

or hysterotomy have no role in the management. Medical methods of

uterine evacuation are associated with higher rate of chemotherapy

because of higher rate of in – complete evacuation & dismenation of

trophoblastic tissue through venous system. Evacuation of complete

HFM with Mife priston (Ru 486) should be advised since it increase

uterine sensitivity to PG .

TAH may be selected as a method for evacuation in patient with

HFM & complete family with preservation of both ovaries even if has

bilateral carpal luteal cysts since then will regress to normal as

HCG decline . Even if TAH done the patient must be followed up by

HCG level .

There are no clinical indication for routine & second uterine

evacuation in management of molar pregnancy expect :-

1- Persistent vaginal bleeding after 2 weeks of evacuation.

2- Persistent high HCG level after 4-6 wk .

The woman should advise not to conceive until they had 6m of

normal HCG level after partial HFM & lyr. after complete HFM

The COCP & HRT can be safely used after HCG level had returned to

normal for 3 consecutive months .
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Anti D is not given after treatment of Complete HFM Since there

is no fetal blood but should be given for patient with partial mole.

Follow up patients with HFM

1- 1-B-HCG level every 1-2wk until negative (3x) HCG titer Should be

done every 2 wk. for 3m then monthly for 3month then every 6 m

2- Contraception For 1 yr.

3- pelvic examination every 2wk. until remission then every 3m for 1

yr.

4- CXR initially & if HCG titer plateau or increase .

5- chemotherapy Started immediately if :-

a. HCG titer rises plateau .

b. metastasis detected .

Twin & HFM pregnancy

In the situation of a twin pregnancy

1-if one viable & partial HFM the pregnancy Should be allowed to

proceed .

2-if twin pregnancy is associated with complete molar pregnancy,

the pregnancy may proceed after counselling because risk of IUD,

PE, ApH, preterm labour, & persistent GTD.
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High Risk For Developing Post molar tumor

❖ HCG Levels > 100,000 mIU/L

❖ Excessive Uterine Enlargement

❖ Theca leutin cyst 6cm or larger

Certain Molar pregnancies complication are:

1- Anaemia .

2- Hyperemesis gravidarum (25%) .

3- Early onset pregnancy induced hypertension .

4- Large bilateral ovarian Corpus luteal cysts Which account for 20%

of cases, may be complicated by torsion or rupture or persistent

for months after successful treatment of HEM.

5- pelvic infection & uterine perforation.

6- DIC .

7- Thyrotoxicosis is particular if HCG level > 100 000 mIU / L which

is rare, account for 7% of  molar pregnancy.

8- Adult RDS .

9- partial mole, many of these symptomes are absent .

Second uterine evacuation

There is no clinical indication for the routine use of second

uterine evacuation. It may be useful for symptom control in selected

patients with heavy bleeding or curative if the recurrent molar

tissue is confined to the uterine cavity .

FOLLOW UP

HCG

weekly determination of B-HCG until these levels are normal for

3 consecutive weeks, followed by monthly values until normal for 6

consecutive months. Average time for first normal HCG post

evacuation is 9 ,weeks .

Contraception

Should not conceive until follow up is complete
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❖ Use Barrier method until HCG revert to normal (COCPs may act as

growth factor for trophoblastic tissue) .

❖ Once HCG has normalized, the combined oral contraceptive pill may

be used .

❖ IUCD should not be used until HCG levels are normal to reduce the

risk of uterine perforation .

Role of prophylactic chemotherapy

The long term prognosis for women with a H. Mole is not improved

with prophylactic chemotherapy. Because toxicity-including death-

may be significant.

It may be useful in the high-risk cases when follow up are

unavailable or unreliable .

Role of hysterectomy

If the patient desires surgical sterilization, a hysterectomy .

may be performed with the mole in situ .

Hysterectomy does not prevent metastasis; therefore, patients

will require follow up with assessment of HCG levels . The ovaries

may be preserved at the time of surgery, even in the presence of

prominent theca luiten cysts .
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