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Case Report

Invasive mole: a rare cause of postmenopausal bleeding
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ABSTRACT

Gestational trophoblastic disease (GTD) describes a number of gynaecological tumours that originate in the
trophoblast layer, including hydatidiform mole (complete or partial), placental site trophoblastic tumour,
choriocarcinoma and invasive mole. Invasive moles are responsible of most cases of localized gestational
trophoblastic neoplasia (GTN). Invasive mole is a condition where a molar pregnancy, such as a partial hydatidiform
mole or complete hydatidiform mole, invades the wall of the uterus. It is an extremely rare condition. As GTN is not
considered in the differential diagnosis of postmenopausal uterine malignancies, its preoperative diagnosis is
challenging. We report a case of invasive hydatidiform mole in a postmenopausal woman discovered in a context of
postmenopausal bleeding. She underwent hysterectomy and followed up till her beta hCG levels were within normal

limits. The patient is in complete remission in the first postoperative year.
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INTRODUCTION

Postmenopausal gestational trophoblastic  neoplasia
(GTN) is extremely rare and its definite pathogenesis is
unknown.! Invasive mole is a condition where a molar
pregnancy, such as a partial hydatidiform mole or
complete hydatidiform mole, invades the wall of the
uterus, potentially spreading and metastasizing to other
parts of the body.?* It is an extremely rare condition. As
GTN is not considered in the differential diagnosis of
postmenopausal uterine malignancies, its preoperative
diagnosis is challenging. We report a case of invasive
hydatidiform mole in a postmenopausal woman
discovered in a context of postmenopausal bleeding. She
underwent hysterectomy.

CASE REPORT

A 51-year-old woman, postmenopausal for 1 year and
half was admitted to the gynaecology unit with heavy
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vaginal bleeding. She was 9 gravida, 9 para. According to
the medical history, her last menstrual period was 1 year
and half ago. Her parturitions were spontaneous vaginal.
The patient had no history of GTN during her
reproductive years, postmenopausal bleeding, or hormone
therapy. She was sexually active.

Abdominal examination confirmed a large mass arising
from the pelvis, reaching about three fingers breadth
below the umbilicus. Speculum and vaginal examination
confirmed the uterine origin of the bleeding.

Abdominal and pelvic CT showed an enlarged uterus
(141mm), globular, seat of an active bleeding. There was
no evidence of myometrial invasion (Figure 1).
Abdominal sonography, posterior- anterior lung X-ray,
and thoracic and abdominal tomographic examinations
were performed to find possible metastases in lung and
liver. No metastatic lesions were found in the
examinations performed. It was decided to perform
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hysterectomy because of the persistence of the bleeding
and the long time it takes to have histologic data in our
country. No positive pelvic or intra abdominal findings
were seen in the peri-operative observations. Total
abdominal  hysterectomy and bilateral salpingo-
oophorectomy were performed. Specimen was sent to the
pathology department.

Aquilion

Figure 1: Globular uterus measuring 141mm
containing a mass with a relatively well-defined
margin with active bleeding.

The total abdominal hysterectomy specimen consisted of
a 12.8 cm x 13.1 x 10.5 cm uterus with bilateral fallopian
tubes and ovaries. Macroscopic examination revealed an
enlarged endometrial cavity containing blood clots and
hemorrhagic and edematous villi with multiple grapelike
transparent vesicles. Microscopic examination of the
endometrial tissue specimens revealed generalized
hydropic villi with cisterns and circumferential
proliferation of trophoblastic cells. The histomorphology
findings were consistent with invasive mole.

According to these results, in the postoperative period,
the patient was followed by weekly B-HCG. Initial -
HCG was 258 U/ml on postoperative day 28, and
decreased to normal range during the 5th postoperative
week. The patient is in complete remission in the first
postoperative year.

DISCUSSION

Gestational trophoblastic disease (GTD) describes a
variety of gynaecological tumours originating in the
trophoblast layer, including hydatidiform mole (complete
or partial), placental site trophoblastic tumour,
choriocarcinoma and gestational trophoblastic neoplasia
(GTN). Complete and partial hydatidiform moles are
non-invasive and account for 80% of gestational
trophoblastic diseases (GTD) cases. Invasive moles that
have malignant potential for local invasion and distant
metastasis cause most cases of localized GTN.*
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Some degree of myometrial trophoblastic invasion is
probably present in most moles; indeed, myometrial
invasion is not exclusive to molar pregnancies. Hertig®,
borrowing the terminology used for myometrial
placentation, classified invasive moles into accreta,
increta and percreta. Since hysterectomy is rarely
performed in current practice in the treatment of moles,
the few specimens seen are usually in unmonitored and
often unsuspected pregnancies and, sometimes, are
paradoxically percreta moles presenting as acute
abdomen due to uterine perforation.®

Spontaneous ovulation followed by defective fertilization
may be the inciting event in the development of GTN.
The pathogenesis of GTNs in postmenopausal women is
controversial. In contrast to moles occurring during the
reproductive years, postmenopausal GTNs seem to
evolve independently of gestation. A latent GTN that
remains dormant for long periods and becomes clinically
evident in the postmenopausal period is thought to be
another mechanism’® but our patient had a short
postmenopausal  period, which suggests probable
spontaneous ovulation followed by defective fertilization
in the development of the invasive mole.

Invasive mole appears histologically benign having a
similar appearance to complete molar pregnancy. Despite
this appearance, the clinical course of invasive mole is a
malignant one, with predominantly invasion of the
trophoblastic tissue into the myometrium and spread of
molar tissue through pelvic veins. If left untreated,
invasive mole can result in heavy bleeding, uterine
rupture or other symptoms from local invasion.®*® The
presence of villi in the trophoblastic tissue differentiates
an invasive mole from choriocarcinoma.®

The use of chemotherapeutic agents in invasive mole is
controversial.®> Although the beta hCG in this case
showed a downward trend.

While hysterectomy was performed in the present case
with another diagnosis in mind, this is the generally
accepted management for women with molar disease in
this age group owing to the increased incidence of
invasive malignancy.

In conclusion, although gestational trophoblastic disease
is extremely rare in postmenopausal women, the
diagnosis of hydatidiform mole must be considered when
evaluating bleeding in patients who are in
postmenopausal period.
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