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trophoblastic tumor, and choriocarcinoma.5,6 HM is the 
commonest GTD.5,6

The incidence of HM varies greatly throughout the world 
ranging from 0.5 to 8.3 per 1000 live births and occurs more 
frequently in Asia compared with Western countries.1,5,6 
Studies from various parts of Nigeria have reported 
incidence ranging from 1.7 to 6 per 1000 births.1,8-12 
HM presents with amenorrhoea, vaginal bleeding and 
spontaneous passage of grape-like vesicles, high serum and 
urinary β human chorionic gonadotrophin (βHCG) levels. 
There may also be hyperemesis gravidarum, doughy uterus, 
inappropriate uterine size, bilateral theca lutein cyst and 
rarely, features of thyrotoxicosis and pre-eclampsia in the 
first half of pregnancy.13-15

The disease could also present as spontaneous 
abortion which is one of the commonest gynaecological 
emergencies.7,13,14 There have been few reports on HM 
in our environment and none from Jos in over 10 years. 
This study was carried out to determine the incidence of 
hydatidiform mole, the clinical features and management 

INTRODUCTION

The history of  the management of  gestational 
trophoblastic disease (GTD) can be considered as one 
of the success stories of modern medicine as the majority, 
if not all, are potentially curable with the retention of 
reproductive function, once the correct diagnosis is 
made and treatment is commenced early enough.1-4 
GTD constitutes a spectrum of tumors and tumor-like 
conditions characterized by abnormal proliferation of 
pregnancy associated trophoblastic tissues of varying 
propensities for invasion and spread.1,5-7 They include 
hydatidiform mole (HM), invasive mole, placental-site 

ABSTRACT
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only 25 case notes were available for analysis and the mean age of patients was 28±3 years. 
Vaginal bleeding (92%), honeycomb appearance on ultrasound scan (84%), and passage 
of vesicles (60%) were the most common clinical findings while suction curettage was the 
mode of treatment for all the patients in this study. Twenty-eight percent of cases were 
confirmed by histology. No patient came for follow-up after the third month of diagnosis. 
Twenty percent of the patients booked for antenatal care within 9 months of diagnosis 
while 12% of patients presented as gynecological emergencies with features of malignant 
disease within six months of diagnosis. Conclusion: Hydatidiform mole is common in 
Jos, North Central Nigeria, and presents most commonly with vaginal bleeding with over 
10% becoming malignant. Hence all patients who present with vaginal bleeding should be 
screened for HM. None of the patients completed the recommended duration of follow-up 
and only about ¼ had histology reports. Concerted efforts need to be made to address the 
challenges of patients adhering to recommended follow-up protocols and having to pay 
first before investigations are done.

Key words: Follow-up, hydatidiform mole, Jos, malignant, Nigeria

Hydatidiform mole in Jos, Nigeria
Amaka N. Ocheke, Jonah Musa, Alexander O. Uamai1

Department of Obstetrics and Gynaecology, Faculty of medical Sciences, University of Jos, 1NNPC Lagos Medical Zone--1b  
Muri-Okunola street,VI.Lagos, Nigeria

Address for correspondence: 
Dr. Amaka N. Ocheke, 

Department of Obstetrics and 
Gynaecology, Jos University 

Teaching Hospital, PMB 2076, 
Jos, Jos-Nigeria. 

E-mail: amakaocheke@yahoo.com

ORIGINAL ARTICLE

Access this article online
Quick Response Code:

Website: 

www.nigeriamedj.com

DOI: 

10.4103/0300-1652.93792



Nigerian Medical Journal  |  Vol. 52 | Issue 4 | October-December | 2011Page | 224

Ocheke, et al.: Hydatidiform mole in Jos

outcome at the Jos University Teaching Hospital, Jos, 
Nigeria.

MATERIALS AND METHODS

This was a retrospective descriptive study carried out at 
the Jos University Teaching Hospital, Jos, North Central 
Nigeria. The demographic and clinical data as well as 
management outcome of all the consecutive patients with 
hydatidiform mole managed between January, 2001 and 
December, 2005 were retrieved and entered into prepared 
proformas.

Analysis of data was done using simple percentages. The 
number of deliveries during the study period was obtained 
from the labour ward register.

RESULTS

Study charactertistics
During the study period there were 12,129 deliveries 
with thirty-four (0.28%) cases of hydatidiform mole 
managed during the period. This gave an incidence of 1 
in 357 or 2.8 per 1000 deliveries. Adequate information 
for analysis was available in 25 case notes giving a 
retrieval rate of 74%. Data analysis and subsequent 
results and discussions were based on this sample. 
Table 1 shows the age distribution of the patients. Their 
ages ranged between 16 and 42 years with a mean age 
of 28±3 years.

The distribution of patients by parity is shown in Table 1. 
Those of low parity (0-2) constituted 64% while patients 
of high parity constituted 36%. The peak parity was two 
which accounted for 24% of the patients.

Clinical presentation
Twelve (48%) patients had a history of previous 
spontaneous abortions. The clinical presentation of the 
study subjects was as shown in Table 1. Bleeding per 
vaginam occurred in 92%, honeycomb appearance on 
ultrasound scan in 84% and passage of vesicles in 60%; 
they constituted the most common clinical findings in this 
study. Six (24%) patients had anaemia and of these 4 (16%) 
received blood transfusion.

The blood grouping of only 5 patients (20%) was done and 
they were all Group A rhesus D positive. Two of the patients 
(8%) had a previous history of molar pregnancy. Twelve 
(48%) patients had a history of previous spontaneous 
abortions and 44% of the patients presented in the first 
trimester [Table 1].

Treatment and outcome
Two (8%) patients had spontaneous abortion for which 
they had manual vacuum aspiration of retained products, 
while the other 23 (92%) had suction curettage.

Table 1: Clinical characteristics of study subjects
Characteristic No. of subjects Percentage

Age (Years)
15-19 1 4
20-24 7 28
25-29 8 32
30-34 5 20
35-39 3 12
≥40 1 4

Parity
0 5 20
1 5 20
2 6 24
3 2 8
4 3 12
≥5 4 16

Gestational age at presentation 
(weeks)
≤13 11 44
14-20 7 28
≥20 5 20
Not stated/available 2 8

Clinical features
Bleeding per vaginam 23 92
Abdominal pain 6 24
Passage of vesicles 15 60
Hyperemesis 2 8
Anaemia 6 24
Large for dates 11 44
Small for dates 4 16
Preeclampsia 1 4
Positive urine pregnancy test 14 56
Snowstorm appearance 
on ultrasound scan 

21 84

Enlarged cystic ovaries 5 20

Figure 1: Follow-up of patients
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Seventeen (68%) patients came for at least one follow 
up visit within the first three months of treatment. 
However, none of the patients came for follow up after 
three months [Figure 1] and seven (28%) patients had 
histology report.
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detection of hCG and early ultrasonographic examination, 
often before classical signs and symptoms develop.1,7,19 Only 
44% of the patients in our study were diagnosed in the 
first trimester. However, 72% of patients were diagnosed 
before 20 weeks duration as has been reported in previous 
studies though most of them had developed symptoms 
prior to diagnosis.6,13

The measurement of serum βhCG by radioimmunoassay 
is crucial in the diagnosis and follow-up of patients with 
hydatidiform mole and choriocarcinoma.1,6,7 This measures 
the βhCG which is specific and more sensitive for diagnosis. 
In this study, urinary βhCG as determined by pregnancy test 
in neat and dilution was relied upon for lack of facilities for 
radioimmunoassay and 44% of the patients had a negative 
pregnancy test. The low sensitivity of the test could account 
for this. Also, as has been reported with the more sensitive 
serum and urine βHCG immunoassays, false negatives could 
occur when there are extremely high levels of βHCG which 
overwhelms the assay system.20,21 

Suction curettage was the method of treatment in this 
study. This method is currently advocated because it 
allows for rapid evacuation of the uterus irrespective of 
the uterine size with minimal blood loss.1,3,5 It also provides 
specimen for histological assessment of the products of 
conception, reduces the danger of uterine perforation, 
minimizes injury to the blood vessels and therefore reduces 
the chance of trophoblastic tissue embolization.1,5,7 It is 
associated with a low risk of chemotherapy usage for 
gestational malignancy.1,6,7 Because the RhD antigen is 
present in trophoblasts, patients with an Rh-negative blood 
type should receive Rh immune globulin at the time of 
evacuation of the uterus.6,7 Hence, is important to check the 
blood group of these patients but in the study only 20% had 
blood grouping done and they were all rhesus D positive. 

Despite the fact that patients with molar pregnancy are 
strongly advised to avoid pregnancy during the period of 
follow up because the occurrence of new gestation would 
interfere with follow-up testing of hCG levels, at least 20% 
of the patients became pregnant within nine months of 
diagnosis.6,7,13 These patients are likely not to have used 
contraceptives as advised probably not understanding 
the consequences. Mbamara et al. also reported low 
contraceptive compliance amongst women being followed 
up for HM in Nnewi.1

About 20% of patients with complete hydatidiform mole 
would develop malignant sequelae.6,13 In this review, 12% 
of the patients developed this sequelae but this could have 
been more since a large proportion were lost to follow-up. 
The follow-up clinic rate in this study was low as 32% had 
no follow-up visit and no patient continued follow up after 
three months. The findings of other authors in Nnewi, 
Ibadan and Ile-Ife corroborate the fact that follow-up of 
patients in our environment is poor.1,22,23

Three (12%) of the patients lost to follow-up presented 
in the gynaecological emergency unit with persistent 
gestational trophoblastic disease within six months while 
another five (20%) patients lost to follow-up were found 
to have booked for antenatal care within nine months of 
diagnosis.

DISCUSSION

The incidence of hydatiform mole of 1:357 (2.8/1000 
deliveries) in this study further confirms that the condition 
is common in our environment. It is lower than the 
incidence of 1:172 and 1:184 deliveries reported from 
Ibadan and Lagos –both in Nigeria, but comparable to the 
incidence reported from Onitsha and Ilorin.8-11 It is however 
higher than the incidence of 1:588 deliveries reported 
from Ile-Ife.12 The reason for this geographical variation is 
unknown but the fact that these are hospital-based studies 
in tertiary referral centres in an environment with varying 
degrees of hospital utilization may be contributory.

Maternal age has been found to influence the risk of 
hydatidiform mole; the incidence being increased in 
women under the age of 20 years and rising sharply after 
the age of 40 years.5,6,11 The findings in this study do not 
support this; it is however in conformity with experience of 
some other authors.12,14 Those aged less than 20 years and 
40 years and above accounted for just 8% of the patients.

A large proportion of the patients (64%) were of low parity 
(0-2) and this is at variance with reports from some authors 
where most patients were of high parity.11,14 However, other 
authors have reported that hydatidiform mole has no 
significant association with parity.1,6 A previous history of 
molar pregnancy has consistently been shown to influence 
the risk of HM.2,7,15 However, in this study only 8% of 
patients in this study had a previous history of HM. Several 
studies have indicated that a history of previous abnormal 
gestations increased the risk for HM. In this study, 48% of the 
patients had a history of previous spontaneous abortions.

As in many other reports, vaginal bleeding is the commonest 
clinical presentation of hydatidiform mole in this 
study.8,13,14,16 It is therefore necessary for all patients with 
such complaints in early pregnancy to have an ultrasound 
scan which is reliable in the diagnosis of the condition.7,13,14 

Ultrasound scan was used to diagnose 84% of the cases in 
this study. This is similar to other reports where more than 
70% of cases were detected via ultrasound scan. This has 
also aided earlier diagnosis in the first trimester.7,17 Other 
common clinical features include passage of vesicles (60%) 
and excessive uterine enlargement (44%) which is similar 
to findings by some authors.13,15,18

The current trend in developed countries is that most cases 
of molar pregnancy are diagnosed in the first trimester 
due to availability of accurate and sensitive tests for the 
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Histopathological examination of uterine specimen is 
important to confirm diagnosis or make primary diagnosis 
in unsuspected case of molar pregnancy but only 28% of 
patients in this study had histopathology reports.1,6,7,13 At 
the Jos University Teaching Hospital, patients have to pay 
before investigations are done hence financial constraints 
would affect patients’ ability to have such important 
investigations as histopathological examinations, blood 
group etc done. This is not ideal and efforts, such as 
introduction of health insurance, should be made to change 
the practice so that all investigations can be done.

The limitations of this study include the fact that it is a 
retrospective study with its attendant setbacks. There was 
also the poor follow up of patients, small sample size and 
histologic confirmation was possible in only 28% of the 
cases reported.

Hydatidiform mole is common in Jos, North Central Nigeria 
and presents most commonly with vaginal bleeding 
with over 10% becoming malignant. Hence all patients 
who present with vaginal bleeding should be screened 
for HM. Diagnosis is easily made using clinical features, 
ultrasound scan and urinary HCG levels and treatment 
is by suction curettage. None of the patients completed 
the recommended duration of follow up and only about 
¼ had histology reports. Concerted efforts need to be 
made to address the challenges of patients adhering to 
recommended follow-up protocols and having to pay first 
before investigations are done.
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