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ABSTRACT

Background: Hydatidiform mole is a cause of early trimester miscarriages which if not properly treated may
lead to increasing severity of vaginal bleeding and maternal death.

Aim: The aim of the study was to review the demographic characteristics of patients with hydatidiform mole,
and the clinical outcome in the last decade.

Subject, method and material: This was a retrospective review of cases of hydatidiform mole from 1* of
January 2004 to 31" of December 2013, The clinical data were retrieved from patients' folders and
histologically confirmed cases were analyzed using Epilnfo7 and simple percentages. The total number of
deliveries over the study period was obtained from the labour ward register.

Results: There were 72 cases of hydatidiform mole giving a prevalence of 3.6 per 1000 deliveries. However
only 68 folders contained results of histology. Women of age groups 35-39 years (48.5%) and 15-19 years
(26.5%) were those predominantly affected. Vaginal bleeding (85.3%), large for gestational age (57.4%),
anaemia (57.4%), passage of vesicles (55.9%) were the most common presentations. Pregnancy lest was
positive in all the cases, while ultrasononography aided diagnosis in 88.2% of the cases. Suction evacuation
was done in all the cases. About 63% of patients had 1-3 months follow up, while 2.9% continued beyond 1
year. The case fatality was 1.47%. However, 12 patients never came back to the hospital after evacuation.
Conclusion: Molar pregnancy is a common cause of first trimester miscarriages and contributes to maternal
morbidity and mortality in our Centre.
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INTRODUCTION

Hydatidiform mole refers to an abnormal pregnancy _
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previous molar pregnancy.” In addition to age, a

history of prior unsuccessful pregnancies for
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example, previous spontaneous abortion at least
doubles the risk of molar pregnancy.”

This study was conducted bearing in nund that a
similar study had been done in this centre ten years
ago. Has the picture changed?

METHODOLOGY

This was a retrospective study of cases of
hydatidiform mole admitted to the gynaecology
ward of the University of Calabar Teaching Hospital
(UCTH) from 1" of January 2004 to 31" of December
2013. All women who were clinically diagnosed
with hydatidiform mole were recorded but only
folders with histological confirmation were selected
for this review. It was a policy in the department for
all cases of suspected molar pregnancy to have
histologic confirmation. Thorough evaluation of the
clinical notes was done. All cases of Gestational
Trophoblastic Neoplasia(GTN) were excluded.
Anaemia was defined as packed cell volume less
than 30%. Information regarding the demographic
characteristics, clinical features, risk [actors,
treatment options, and follow-up were extracted and
analyzed using Epi Info™ 7 software from CDC
Atlanta Georgia 2014, and simple percentages.
Ethical consent was obtained to review the folders of
the patients.

The number of folders with diagnosis of
hydatidiform mole was 72, however only 68 of them
(94.4 ")
patients were treated by suction evacuation.

had histological confirmation. All the

Total number of deliveries over the study period was

obtained from the labour ward register.

RESULTS

There were 19,918 deliveries over the period of study
and 72 cases of hydatidiform mole, giving a
prevalence of 1:277 or 3.6 per 1000 deliveries.
Tablel shows the gestational age at presentation.
Most of the patients (60.3%) presented in the first

trimester, while 23.5 % presented in the second
trimester of pregnancy. The gestational age was
unknown in 4.4% of the cases.

Table2 shows the age of the patients at presentation
with hydatidiform mole. Most of the patients
(48.5%) were aged 35-39 followed by 26.5% aged
15-19. Only about 11.8% were aged 20-29.

Table 3 shows the index pregnancy frequency. Most
of the patients (54.4%) were pregnant for the 5" or
more times while 14.7% of them were carrying their
first pregnancies.

Table 4 shows that all the patients had a positive
urine pregnancy test, while 88.2% had positive
ultrasonographic findings. Most of the patients
(85.3%) presented with vaginal bleeding, while
55.9% presented with passage of vesicles.
Pregnancy was large for date in 57.4% of the
patients, but small for dates in 27.9%. Anaemia was
noted in 39 (57.4%) of the patients. Of the 39
patients with anaemia, 30(76.9%) received blood
transfusion. Hyperemesis and preeclampsia were
less common, occurring in 17.6% and 14.7% of the
cases respectively.

Table 5 shows the follow-up history of the patients.
Most of the patients (63%) had follow up for 1-3
months only. 12 patients never came back afier the
evacuation, while 2 continued follow up beyond one
year. In seven patients (10.3%), the pregnancy test
in dilution remained positive at >1:200 dilutions and
the vaginal bleeding persisted, four months after
evacuation. The uterus also was bulky with positive
sonographic findings for choriocarcinoma. Six of
them were successfully treated with chemotherapy
while one died of haemorrhagic shock before
chemotherapy could be started. This patient
presented late with severe vaginal bleeding and was
admitted in shock. This gave a case fatality of
1.47%.
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DISCUSSION

The prevalence of hydatidiform mole in this study
was | in 277 or 3.6 per 1000 deliveries. This is lower
than a similar study in this center reported ten years
ago.” In that study, the prevalence was 5.3 per 1000
deliveries. Previous studies in Nigeria have reported
arange of 1.7 to 6 per 1000 deliveries."

The demographic characteristics and the clinical
presentations of hydatidiform mole appear to have
changed since the previous review. Women aged 35-
39 and 15 -19 were more commonly affected. This
pattern, however, is consistent with earlier studies
where extremes of maternal age was a strong risk
factor.”” Gravidity rather than parity was used in this
study as a risk factor because parity does not affect
the risk.” Ahistory of prior unsuccessful pregnancies
increases the risk of gestational trophoblastic
disease. For example, previous spontaneous abortion
at least doubles the risk of molar pregnancy.’

About

primigravidas, this reduced in the secondagravidae

14.7% hydatidiform mole occurred in

to 7.4% and began to rise occurring in about 54.4% of
patients who were pregnant for the 5 time or above.
Age may have been a strong risk factor here as the
disease is commoner among teenagers and those 35-
39 years old. It is also likely that some of these
pregnancies which were aborted were abnormal
trophoblastic proliferations, which increased their
risk of subsequent gestational trophoblastic disease
as gravidity increased. The gestational age at
presentation also differed from the previous study. In
this study, 60.3% of the patients presented in the first
trimester as against 16.2% previously reported in this
centre. First trimester presentation is commonly
reported.”

Vaginal bleeding (85.3%) was the commonest
presentation. This agrees with previous studies
where complete mole most commonly presents with
vaginal bleeding, usually occurring at 6-16 weeks of

gestation in 80-90% of cases.' Anaemia, however,

was the commonest presentation (82.4%) in the
previous study in our centre. It was present in 57.4%
of patients in this study. The criteria for definition of
anaemia in the previous study was (Haemoglobin
less than 11 grams per deciliters), whereas in this
study we used Packed Cell Volume less than 30%.
This difference may explain the lower incidence of
anaemia in this study. Blood was grouped and
cross-matched for all the patients prior to suction
evacuation, only 30 (44.1%) had blood transfusion.
This represented 76.9% of patients who presented
with anaemia.

The

significantly improved the diagnosis and promoted

mcreased use of Ultrasound scan has
prompt uterine evacuation of molar pregnancy.”
Ultrasonography aided the diagnosis of
hydatidiform mole in 88.2% of cases.
Ultrasonography was commonly used in the
evaluation of patients who presented with vaginal
bleeding in early pregnancy, large or small for
gestational age uteri, and abdominal pain.
Ultrasonography plays a critical role in the
diagnosis of both complete and partial mole, and it
has wvirtually replaced all other means of

Lo

preoperative diagnosis. It can be said that
patients with complete molar pregnancy are
increasingly being diagnosed earlier in pregnancy
and treated before they develop the classic clinical
signs and symptoms as a result of widespread use of’
Ultrasonography and accurate tests for hCG.™'

Suction evacuation was the modality of
management of the patients. This method reduces
the risk of uterine perforation, trophoblastic tissue
embolization, and need for prophylactic
chemotherapy.” The use of suction evacuation in the
treatment of these patients may have being
responsible for non-documentation of
complications such as uterine perforation and
uterine infection. Medical induction of labour and

hysterotomy are not recommended for molar
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evacuation. These methods increase maternal
morbidity, such as blood loss, incomplete evacuation
requiring dilation and curettage, and the requirement
for caesarean delivery in subsequent pregnancies.
They also increase trophoblastic dissemination and
the development of postmolar GTN requiring
chemotherapy.""

There was one case of death in this study (a case
fatality of 1.47%). This was due to hypovolemic
shock from severe vaginal bleeding. The patient
presented late and so diagnosis was made late.
Findings were in keeping with metastatic
choriocarcinoma.

Follow up of patients was a problem in this study.
Only 2.9% of the patients had follow up beyond one
year. Poor follow up has been a consistent finding in
our setting™

Definitive follow-up requires serial serum
quantitative hCG measurements every week until 3
consecutive tests show normal levels, after which
hCG levels should be determined at monthly
intervals for 6 consecutive normal levels.” About
17.7% of the patients did not come back for follow up
afier the evacuation, while 63% were seen within 3
months. The cost of investigation may not be
unconnected with their disappearance. We were
unable to trace contraceptive methods in the folders.
Patients for contraception are managed by the family
planning unit, and separate folders are opened for
them there.

One limitation of this study was that some patients
used different names on new folders and are more
likely to conceal information, making it difficult to
actually record recurrence.

CONCLUSION

Molar pregnancy is common in Calabar and
contributes to maternal morbidity and mortality in
our centre. There is need for a high index of

suspicion, adequate treatment and effective

follow-up. Awareness of the disease and its

progression will help reduce the disease sequelae.

Table 1; Gestational Age At Presentation With
Hydatidiform Mole

GESTATIONAL AGE  Frequency  Percent Cum. Percent
13 or less 41 60.29%  60.2%%
14-20 L6 23.53% 83.82%
20 or more & 11.76% 95 59%
Unknown 3 441% LW
Total 68 100.00%  100.00%,

Table 2: Age Of Patients At Presentation With
Hydatidiform Mole

AGE IN YEARS Frequency Percent E'urn. Percent |

| 15-19 ] 26.47% 26.47% i
20-24 3 4.81% 30.88%,
2529 5 7.35% 38.24%,
30-34 @ 8.82% 47.06%,
35-39 33 48.53%, as5.591,
4l or more 3 4.41% 1O0.00%,
| Total 68 100,00 L0 00

Table 3: Gravidity Of Patients With

Hydatidiform Mole
GRAVIDITY Frequency Percent  Cum. Percent
1 ] 14.71% 14.71%
2 5 T11% 22.06%
3 8 [1.76%: 33.82%
4 8 [1.76%: 45.59%,
5 or more 37 54.41% 1 00.00%
Total 68 100.00%, 100.00%,

Table 4: Clinical Features At Presentation

CLINICAL FEATURES Frequency Percentage (%)
Viginal bleeding 38 B5.3
Abdominal pain 32 471
Passape of vesicles iR 559
Hyperemesis 2 17.6
Anacmii 39 574
Large for dates 3% 574
Small for dates 19 279
Positive pregnancy lest 08 1000
Positive ultrasound fndings fl 88.2
Enlarged cystic ovaries 13 9.1
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Table 5: Duration Of Follow Up Of Patients With
Hydatidiform Mole

[DURATION OF
FOLLOW-UP Frequency  Percent Cum. Percent
Zlvear 2 2.94% 2.94%
-1 months 20 I ERYS 3381%
1-3 months 2 32.35% it 1 8%
4-5 months K 1. 7a% T7.04%
fmaonths - Ivear 3 4.41% B2.15%
lost to follow up 12 17.65%  100.00%
Total 67 PO BODO0 %
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