
Gestational trophoblastic neoplasms include
the tumor spectrum of hydatidiform mole, invasive
mole (chorioadenoma destruens) and choriocarci-
noma (1-3). The exact etiology still remain unclear.
It is a pathological change that appears to be caused

by abnormal gamatogenesis, fertilization and ma-
lignant transformation of trophoblastic tissue (3-8).
Recent methods of treatment are very successful,
but risks are still present (9-11). The predisposing
factors which are known to influence gestational
trophoblastic disease are; menarche, parity, age at
first pregnancy, history of previous pregnancy with
mole, the interval between previous pregnancy, ge-
netic disturbances, malnutrition, viral infection, so-
cio-economic status and Asian descent, as de-
scribed by many authors (3,12-15)
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Summary
Objective: The review of gestational trophoblastic disease cas-

es reported in our clinic during a period between  July
1995 and December 1998.

Method: Gestational trophoblastic disease was encountered in
12 women during a period between July 1995 and
December  1998 were retrospectively studied. During the
same period we had 498 deliveries.

Results: The incidence of gestational trophoblastic disease
was 24.50 Per 1000 deliveries. In histopathological ex-
amination; 11 (91.67 %) cases were diagnosed as hyda-
tidiform mole; and only one (8.33 %) case was diagnosed
as invasive mole. The preferred method of treatment for
cases of hydatidiform mole was termination  with  suc-
tion curettage and oxytocin perfusion under either local
and general anesthesia.

Conclusions: Trophoblastic diseases were common in women
with  five or more pregnancies from rural areas and our
incidence was higher when compared with similar stud-
ies: Moreover; our patients had low socio-economic and
poor educational status.

Key Words: Hydatidiform mole,  Invasive mole,
Trophoblastic disease

T Klin J Gynecol Obst 2000, 10:192-195

Özet
Amaç: Kliniğimizde Haziran 1995 ve Aralık 1998 tarihleri

arasında tespit edilen gestasyonel trofoblastik hastalık-
ların değerlendirilmesi.

Metod: Haziran 1995 ve Aralık 1998 tarihleri arasında, klini-
ğimizde gerçekleşen 498 doğuma karşılık 12 tane gestas-
yonel trofoblastik hastalık tespit edilmiş ve bu olgular
retrospektif olarak değerlendirilmiştir.

Bulgular: Çalışmamızda trofoblastik gestasyonel hastalık insi-
dansı 24.50 / 1000 doğum olarak bulundu. Histopatolojik
incelemeyle 11(91.67%) hastada hidatiform mol ve yan-
lızca bir hastada (8.33%) invaziv mol tanısı konulmuştur.
Molün lokal veya genel anestezi altında, oksitosin per-
füzyonu eşliğinde, vakum küretajla terminasyonu klin-
iğimizce tercih edilen tedavi protokolüdür.

Sonuç: Trofoblastik hastalıkların 5 veya daha fazla gebeliği
olan ve kırsal alanlarda yaşayan kadınlarda daha sık
olduğu gözlendi ve tespit ettiğimiz insidansın benzer
çalışmalarla kıyaslandığında da daha yüksek olduğu
görüldü. Aynı zamanda olgularımızın düşük sosyo-
ekonomik ve düşük eğitim seviyesine sahip oldukları
tespit edildi.

Anahtar Kelimeler: Hydatiform mol,  Đnvaziv mol,
Trofoblastik hastalık
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The incidence rate, recorded in literature, var-
ied between 0.7 to 10 per 1000 pregnancies (2-5).
The incidence appears to be higher in women under
20 years and women over 40 years of age (2,3,12,).
In view of recent diagnostic criteria of ultra-
sonoghraphic examination, pregnancy tests, and
histopathological  examination, it has become easi-
er to diagnose these diseases (9,16).

We reviewed our cases, and compared the re-
sults, which showed differences in clinical charac-
teristics when compared with other reports.

Material and Methods
From the 11'th  July 1995 until the 9'th

December 1998 we identified 12 cases of gesta-
tional trophoblastic neoplasia amongst 498 deliver-
ies in our department. We reviewed age, number of
pregnancies, obstetric history, type of the tro-
phoblastic disease and treatment of these cases. The
patients who attended to our clinic, with a suspi-
cious history, like vaginal bleeding following a
miscarriage or delivery or with an uterine size dis-
cordance with gestational age, were all investigated
for pregnancy and trophpolastic diseases.
Pregnancy tests, chest X-rays, ultrasonography and
histopathological examination were done, after di-
lation and curettage, in order to diagnose possibili-
ty of a trophoblastic disease being present

The patients were hospitalized, after the diag-
noses. Blood counts, bleeding and clotting times
were immediately evaluated and at least two units
of matching blood (correct blood group and croos-
matched) were provided before treatment.

Results
Amongst 498 pregnant women who were de-

livered in our department, the incidence of gesta-
tional trophoblastic disease was 24.50 per 1000 de-

liveries. The frequency of hydatidiform mole was
one in 45 (2.20%), while the frequency of invasive
mole was one in 498 (0.25%). We diagnosed 11
(91.67%) cases of hydatidiform mole and 1(8.33%)
case of invasive mole by clinical examination, lab-
oratory tests and histopathological evaluation. We
had no cases of choriocarcinoma.

The major complaints, of these 12 patients, are
listed in Table 1. In our physical examinations, we
found the uterine size was larger than gestational
dates in 10 (83.30%) patients, normal in 1(8.30%)
patient and  smaller in 1(8.30%) patient with gesta-
tional trophoblastic disease. In the hydatidiform
mole group, two (18.20%) cases were primigravi-
das and seven (63.60%) cases had five or more
pregnancies, as shown in Table 2.

The age distribution of the patients ranged
from 15 to 50 years and the age of case with inva-
sive mole was 22. Mean age was 28.5 in hydatidi-
form mole cases (Table 3). The method of treatment
which we preferred in hydatidiform mole cases was
suction curettage with oxytocin  perfusion, per-
formed under general or local anesthesia. There
was one uterine perforation during evacuation. All
cases were called for monthly controls,  with β su-
bunit human chorionic gonadotropin (β hCG) tests

Table 1. Symptoms of the cases with trophoblastic  diseases 
Major Complaints Mole Hidatidiform Invasive Mole
Vaginal bleeding 8 (72.70 %) --
Vaginal bleeding with expulsion of vesicles 1 (9.10 %) 1 (100%)
Absence of fetal movement 1 (9.10%) --
Abdominal distention with pain and  cramps 1 (9.10%) --
Total 11 (100%) 1 (100%)

Table 2. The gravidity distribution of the cases
with trophoblastic diseases
Number of         Mole  Hidatidiform Invasive Mole
Pregnancies (n) (%) (n) (%)
1 2 18.20 0 00.00
2 0 00.00 0 00.00
3 1 9.10 1 100.00 
4 1 9.10 0 00.00 
5 or more 7 63.60 0 00.00
Total 11 100.00 1 100.00
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for one year, in order to find out the recurrences.
We detected  recurrences in  3 cases.

Discussion
Although great differences in the incidence of

hydatidiform mole have been reported in different
regions (1-3,5), this variation could be attributed to
the genetic factors and problems of collecting reli-
able statistics.  Most reports of high incidence rates
come from single hospital reports. Population-
based reports from North America (2,3) have rates
that are not significantly different from each other.

In USA the estimated  incidence of hydatidi-
form mole, over an eight year period, was 108.4
per 100.000 pregnancies, that was one in every 923
pregnancies (3,5). One report from Latin America,
reported the lowest rate (3,4). Overall, rates in these
population-based studies, range from 0.02 to 0.12
cases per  1000 pregnancies  or  births (3,4,12). The
results of our study showed a frequency 1/45 (inci-
dence 22 per 1000 deliveries) of hydatidiform
mole, and 1/498 (incidence 2.5 per 1000 deliveries)
of invasive mole. These rates considered to be sig-
nificantly high, when compared with the other re-
sults (5,12-14). The age distribution of patients
with hydatidiform mole was found highest between
20 to 30 (3,14, 15). In our series, the incidence of
hydatidiform mole was higher rate in teenagers and
over 30 years old  patients than women who aged
between 20 to 30 years.

The importance of the number of previous
pregnancies was obvious in our cases. In hydatidi-
form mole patients, 18.20% and 63.60% of the cas-
es had parities between two and four, and five or
more, respectively. Our study showed that the inci-

dence of hydatidiform mole was increasing with
high number of parity. 

Recent methods of treatment are very success-
ful, but risks are still present (9-11). We had suc-
cessful results, in treating hydatidiform mole cases,
with suction curettage. There was only one compli-
cation which was uterine perforation during suction
curettage and the mortality rate was zero. We be-
lieve that an adequate curettage with oxytocin  in-
fusion, done under local or general anesthesia, will
be sufficient in the treatment of hydatidiform mole. 

Patients come from rural areas, low socio-eco-
nomic and poor educational status besides multi-
parity were important risk factors. All these factors
seem to be etiologic reasons. We had an frequency
of gestational trophoblastic diseases, 1/41.50 deliv-
eries, which gave us the opportunity to confirm this
conclusive statement  that "trophoblastic diseases
occur more frequently in women of high fertility
with high parity, from low socio-economic class".

The still  remaining uncertainty of etiologic
factors, in this pathology, only leave us the choice
of family planning methods as prophylactic meas-
ures. We believe, a world wide research done by
WHO is necessary for the epidemiological charac-
ters of gestational throphoblastic disease. 
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