International Journal of Reproduction, Contraception, Obstetrics and Gynecology
Singh S et al. Int J Reprod Contracept Obstet Gynecol. 2013 Sep;2(3):480-481

WwWw.ijrcog.org pISSN 2320-1770 | elSSN 2320-1789

DOI: 10.5455/2320-1770.ijrcog20130953
Case Report

Invasive mole presenting as pain abdomen
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ABSTRACT

Gestational trophoblastic neoplasms (GTN) are proliferative as well as degenerative disorders of placental elements
and include complete or partial mole (90%), invasive mole (5.8%), choriocarcinoma (1-2%) and placental site tumor
(1-2%). 15% of complete mole can develop into invasive mole. Very rarely (2-4%) partial mole can develop into
invasive one presenting with features of incomplete abortion, mixed abortion and sometimes as obstetric emergencies
like intraperitoneal hemorrhage. So, proper diagnosis and timely intervention can prevent mortality and reduce the

morbidity of the patients.
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INTRODUCTION

Gestational trophoblastic disease (GTD) varies widely
among various populations with figures as high as 1 in 20
pregnancies in some areas of Asia and South America
compared with 0.6-1.1 per 1000 in the United States. It
comprises of partial mole, complete mole, invasive and
metastatic mole, choriocarcinoma, placental site
trophoblastic tumor and epitheloid trophoblastic tumor.
About 92% of hydatiform mole resolve spontaneously
after evacuation.? However, rest of them may develop
gestational trophoblastic neoplasia. Low risk disease is
treated by single agent chemotherapy while high risk is
treated by multi-agent chemotherapy. The overall cure
rate is more than 90% and most of the patients can
preserve fertility and anticipate normal pregnancy
outcomes.

CASE REPORT

A 21 year old women, POLO presented to our hospital
with complaints of pain in abdomen on and off since 6
months. She was diagnosed as having a partial mole and
underwent dilatation and curettage on 5" Sept., 2011.
After this, patient had amenorrhoea and about 3 months
after curettage beta-HCG based was 2926.45mIU/ml.
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On admission, her vitals were stable and respiratory and
cardiovascular examination revealed no abnormality.
Bimanual examination revealed a bulky uterus with
tenderness in left fornix. UPT was positive. Her baseline
investigations were within normal limits except a raised
serum B-hCG (774.65mIU/mL). The patient was
diagnosed left adnexal cyst of size 5.cm on USG. On
TVS, no e/o intrauterine/extrauterine gestational sac was
seen. Chest X-ray was normal. She was treated with
single agent chemotherapy i.e. methotrexate (1mg/kg
body weight) and folinic acid for 7 days. Patient showed
improvement by reduction in serum [B-hCG values
(66.14miu/mL) and slight reduction of size of altered area
in  myometrium on USG. After two weeks of
chemotherapy, there is more reduction in B-hCG value
i.e. 8.56miu/mL. About 1 month later patient came for
follow up and then B-hCG value was <2mlU/mL and on
USG there was reduction in vascularity and hypoechoic
area in uterus, when compared with previous USG.

DISCUSSION
Gestational trophoblastic disease (GTD) are a group of

disorders that arise from fertilization of an empty egg by
two spasm or normal ovum with two sperms leading to

Volume 2 - Issue 3 Page 480



Singh S et al. Int J Reprod Contracept Obstet Gynecol. 2013 Sep;2(3):480-481

formation of either complete or partial mole, invasive
mole or choriocarcinoma. There is increased risk in
teenager and women over 35 years and rate increase 10
fold after the age of forty.?

An invasive mole results from myometrial invasion of a
complete or partial mole, which without exhibiting the
histological features of malignancy can even metastasize
to other organs like vagina and lungs.* Typically, patient
presents with persistent vaginal bleeding following a
molar pregnancy or abortion. The demonstration of the
complete hydatiform mole invading the myometrium or
the presence of villi in the metastatic lesion. Myometrial
invasion is difficult to document on pelvic USG and also
or uterine curetting unless there is sufficient myometrium
to demonstrate invasion. So, correlation of clinical
findings, quantitative B-hCG and ultrasound is necessary
for diagnosis.” Other diagnostic modalities include CT
scan of chest, brain, liver and MRI.?

Clinical staging of GTD has been evolved for selection of
treatment. Homonds system is the most commonly used.®
Women with low risk GTD com usually be cured with
single agent chemotherapy,”® while those with high risk
can be managed with multi-aged chemotherapy. Serial
close monitoring of serum B-hCG is mandatory because
gestational trophoblastic disease persists and progress
even in women at low risk. Therefore, a protocol consists
of a monitoring serum B-hCG weekly until normal for 3
consecutive weeks, followed by monthly serum -hCG
until normal for 6 consecutive months and yearly for one
to three years.’
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