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ABSTRACT 

Objective: the objective of this study was to evaluate the management and follow up of patients 

with H–mole at Al-Salam Saudi Hospital, SadahRepublic of Yemen. Patient and methods: This study 

was performed on 160 women with H-mole at Alsalam Saudi Hospital at Yemen, during the period 

from January 2013 to March 2015. Uterine evacuation & curettage were done for patients below the 

age of 40years and hysterectomy was done for selected patients above the age of 40 years who 

complete her family. Pregnancy was prevented by combined oral contraceptionfor at least one year. 

All patients were followed up for at least one yearby pelvic ultrasound(U/S) and β-hCG. β-hCGwas 

repeated every week till becomes negative for 3 successive weeks and after that monthly for one year. 

Results; the patients of H-mole were presented by, amenorrhea in 100%, uterine bleeding in 78.7% 

and preeclampsia in 14.4%. Pelvic ultrasound was positive in 93%, luteal cysts present in 35.6% and 

histopathology was positive in 100% of the patients.Suctionevacuation and curettage were performed 

formost of the cases (151 cases - 94.4%). Hysterectomywas done for only 9 cases (5.6%) and 

chemotherapy was given for 8 cases (5%). During follow up of cases, uterine bleeding after 3 weeks 

occurs in 27 cases (16.8%), uterine echo by U/S was present in 7 cases (4.4%), rapid regression of the 

level of β-hCG occurs in 141 cases (88%), slow regression occurs in 11 cases (6.9%), persistent in 5 

cases (3%) and rising in 3 cases (1.8%). Conclusion and recommendation: ALarge numbers of 

patients with H-mole come to the hospital so late with high uterine fundal level above the umbilicus 

and may be with preeclampsia. Oxytocinand suction evacuation and uterine curettage were done for 

most cases. The use of ultrasonography in the evaluation of vaginal bleeding in early pregnancy, as 

well as histopathologic evaluation of the products of conception, is an important in early diagnosis and 

treatment of H-mole. There is need for early recognition, timely referral, prompt and proper treatment 

of this condition. Adequate follow-up of the patients should be reinforced. 
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INTRODUCTION 

Hydatidiform mole (H-mole) refers to an 

abnormal pregnancy characterized by varying 

degrees of trophoblastic proliferation (both 

cytotrophoblast and syncytiotrophoblast) and 

vesicular swelling of placental villi associated 

with an absent or an abnormal 

fetus/embryo
1
.Reports of the incidence of molar 

pregnancy vary by geographic region. It is 

generally accepted that the incidence is very 

high in developing countries. The incidence is 

higher in women younger than 20 years and 

older than 40 years of age. It is also higher in 

nulliparous women, in patients of low economic 

status, and in women whose diets are deficient 

in protein, folic acid, and carotene
2
. 

Molar pregnancies represent a significant 

burden of disease on the spectrum of gestational 

trophoblastic diseases. The incidence appears to 

be higher in women from South Asia, including 

a trend towards recurrent molar pregnancies. 

This higher trend in some populations has been 

attributed to “nutritional and socioeconomic 

status” 
3
.There is a wide variation in the 

epidemiology of hydatidiform mole, but there 

are two clearly documented risk factors for an 

increased risk of molar pregnancy: the extremes 

of maternal age and a previous molar 

pregnancy
4
.In addition to age, a history of prior 

unsuccessful pregnancies for example, previous 

spontaneous abortion at least doubles the risk of 

molar pregnancy
5
.Complete hydatidiform mole 

most commonly presents with vaginal bleeding, 

usually occurring at 6-16 weeks of gestation in 

80-90% of cases
1
. 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. 

More than 90% of patients with partial moles 

have symptoms of incomplete or missed 

abortion, and the diagnosis is usually made after 

histological review of curettage specimens
1,6

. 

The Royal College of Obstetricians and 

Gynecologists
7
 recommends that suspected 

complete molar pregnancies should be removed 

by suction evacuation, while suspected partial 

molar pregnancy should generally be removed 

via medical termination as the fetal parts can 

present an obstacle to suction evacuation. 

However, hysterectomy remains an option for 

good surgicalcandidates not desirous of future 

pregnancy and for older women who are likely 
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to develop malignant sequelae
8
.After evacuation 

of H mole,although, in the majority of the cases, 

the residual trophoblast cells are unable to 

continue to proliferate for long and the fall in 

serum hCG level is a very accurate indication of 

their declining activity, follow up is very 

important
9
. 

This is a prospective study was conducted 

to evaluate the management and follow up of 

patients with H –mole at Alsalam Saudi 

Hospital, Sadah, Republic of Yemen. 

PATIENT AND METHODS 

This study was performed on 160 women 

with H-mole attending emergency room, 

obstetrics room and obstetrics and gynecology 

clinic at Al-Salam Saudi Hospital, Sadah, 

Republic of Yemen during the period from 

January 2013 to March 2015. A written consent 

was taken from these women for management 

and follow up of them. 

All patients were subjected to complete 

obstetrics and medical history, complete 

obstetrics and medical examination, laboratory 

investigation includesβ-hCG, CBC, PT, PTT, 

Platelet count, liver and kidney function, 

complete urine analysis, RBS, pelvic U/S, chest 

x-ray and other investigation according to 

situation. After confirmation of the diagnosis of 

H-mole, the patients were prepared foruterine 

evacuation and curettage.The patients was given 

20 unit of oxytocin in glucose 5%  IV drip or 4 

tablet (800 microgram) of prostaglandin E2 

(cytotic) 4 hours before uterine evacuation and 

curettage.Hysterectomy was done for selected 

patients above the age of 40 years who complete 

her family.Magnesium sulphate was given for 

patients with preeclampsia in dose of 4 gram 

slowly in 100 ml glucose 5% within 20 minute 

as loading dose and 4 gram / 6 hours in glucose 

5% drip for 24 hours.The uterine contents or the 

specimen wassends for histopathological 

confirmation.Pregnancy was prevented by 

combined oral contraception for at least one 

year.All patients were followed up for at least 

one yearby history tacking, clinical 

examination,pelvic U/S and β-hCG.β-hCG 

every week till becomes negative for 3 

successive weeks and after that monthly for one 

year. Patientswith persistent high β-hCG(for 

3weeks) or rising (double in 2 weeks) or if β-

hCG becomes positive after being negative was 

referred for chemotherapy.The data was 

collected, computerized, summarized and 

statistically analyzed with Microsoft excel 2007 

 

 

RESULTS 

Table 1:patients’ characters  
Characters mean SD 

Age 26.8 7.4 

Parity 3.7 2.5 

BMI 27.3 12.9 

GA 14.8 8.3 

The patient’scharacters arechosen in table 

1. The mean age for the study patients was 

26.8±7.4, the mean parity was 3.7±2.5, the 

mean BMI was 27.3±12.9 and the mean 

gestational age was 14.8±8.3. 

Table 2: diagnosis of H mole 
Diagnosis number % 

Amenorrhea 160 100% 

Uterine bleeding 126 78.7% 

Preeclampsia 23 14.4% 

Pelvic UlS 149 93% 

Luteal cysts 57 35.6% 

Histopathology 160 100% 

During the diagnosis of H-mole, 

amenorrhea was present in 100%, uterine 

bleeding occurs in 78.7%, preeclampsia occurs 

in 14.4%, ultrasound was positive in 93%, luteal 

cysts present in 35.6% and histopathology was 

positive in 100% of the patients (table 2).  

Table 3: Treatment of the patients 
Treatment  numbe

r 
% 

Uterine suction evacuation and curettage 

(D&C) 
151 

94.4

% 

Oxytocin before (D&C) 
113 

70.6

% 

Prostaglandin before (D&C) 
38 

23.7

% 

Hysterectomy  9 5.6% 

Chemotherapy   8 5% 

Uterine suctionevacuation and curettage 

were performed for 151 cases 

(94.4%).Oxytocinwas given for 113 cases 

(70.6%) and prostaglandin was given for 38 

cases (23.7%) before uterine evacuation and 

curettage. hysterectomy was done for 9 cases 

(5.6%) and chemotherapy was given for 8 cases 

(5%) table 3. 

Table 4: Follow up of the patients 

follow up numbe

r 
% 

uterine bleeding after 3 

weeks 
27 

16.8

% 

Uterine echo by UlS 7 4.4% 

HCG 
  

-   Rapid regression 141 88% 

-  Slow regression 11 6.8% 

- Plateau 5 3% 

- Rising 3 1.8% 

- Lowrisk 152 95% 

- High risk 8 5% 
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During follow up of cases, uterine 

bleeding after 3 weeks occurs in 27 cases 

(16.8%), uterine echo by U/S was present in 18 

cases (11%), rapid regression of β-hCG occurs 

in 141 cases (88%), slow regression occurs in 

11 cases (6.9%), persistent in 5 cases (3%) and 

rising in 3 cases (1.8%) table 4. 

DISCUSSION 
This study was performed on 160 women 

with H-mole attending emergency room, 

obstetrics room and obstetrics and gynecology 

clinic at Alsalam Saudi Hospital, Sadah, 

Republic of Yemen during the period from 

January 2013 to March 2015. 

During the diagnosis of H-mole, 

amenorrhea was present in the all cases 100%, 

uterine bleeding occurs in 78.7% and most of 

the patients came to hospital for follow up of 

pregnancy and for U/S. Because large number 

of patients came late for checking antenatal 

care, preeclampsia was the clinical presentation 

in 14.4% of cases.Ultrasoundwas positive for H 

mole in 93% and most patients came because of 

vaginal bleeding or for antenatal care. During 

U/S examination luteal cysts was present in 

35.6%of cases of the patients. As in the policy 

at Alsalam Hospital, all patients with H-mole 

must be confirmed by histopathological 

examination which was positive in all 

cases(100% of the patients). 

Besides amenorrhea, this study revealed 

that the most common clinical manifestation of 

molar pregnancy is abnormal vaginal bleeding. 

This agrees with documentations in the literature 

where more than 90% of patients with molar 

pregnancies presented with abnormal uterine 

bleeding, usually during the first trimester
8
. 

Secondary amenorrhea and vaginal 

bleeding were the most presenting symptom, 

this was also noted to be the commonest 

symptom by a large series by Goldstein where it 

was present in 97% of their patients; and also in 

a series from China were it was present in 

83.2% of the patients with hydatidiform 

mole
10.11

.This also agrees with others studies 

where complete mole most commonly presents 

with vaginal bleeding, usually occurring at 6-16 

weeks of gestation in 80-90% of cases
12,13

. 

This study was showed that mean 

gestation age of the patients was 14.8 ±8.3 

weeks. This data is similar to the result of others 

studies and documentations in the literature
8,
. 

This reflects the fact that there is need for early 

ultrasound examination in all pregnancies. In 

addition, there should be an evaluation of all 

patients with history of amenorrhea, since with 

routine first trimester Ultrasonography, a 

significant proportion of patients has been 

identified, even though they may be 

asymptomatic at the time of diagnosis
14

. 

The increased use of Ultrasound scan has 

significantly improved the diagnosis and 

promoted prompt uterine evacuation of molar 

pregnancy
15

. 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. Ultrasonography plays 

a critical role in the diagnosis of both complete 

and partial mole, and it has virtually replaced all 

other means of preoperative diagnosis
15.16

. 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
1,13

. 

During U/S scan, luteal cysts were present in 

35.6 of the cases.Mahrukhet al
17

 found ovarian 

cysts in 39% of their study and this consistent 

with this study. Igwegbe and Eleje
18

found 

ovarian cysts in 29% andIklaki et al
12

 found 

ovarian cysts in 19% in their study.  Care must 

be taken during abdominal, vaginal or U/S 

scanning as these cysts may be large and may be 

rupture.   

Approximately 14.4% of the studied 

patients had pre‑eclampsia. This agrees with 

findings of other studies
13,19

. In explaining this, 

Aghajanian observed that pre-eclampsia in the 

first trimester or early second trimester – an 

unusual findingin normal pregnancy – is 

pathognomonic for hydatidiform mole
13

. 

As in the policy at Alsalam Hospital, all 

patients with H-mole must be confirmed by 

histopathological examination, histopathology 

was done and positive in all cases (100% of the 

patients).Mahrukhet al
17

 confirm histopathology 

in 100% of their study. 

Uterine suctionevacuation and curettage 

were the preferred surgical treatment and were 

performed for 151 cases (94.4%).Oxytocin was 

given in113 cases (70.6%) before uterine 

evacuation and curettage to control uterine 

bleeding during the 

procedure.Prostaglandin(cytotic) was used in 38 

cases (23.7%) to prepare unripe cervix before 

suction evacuation &curettage. Hysterectomy 

was done for 9 cases (5.6%) and chemotherapy 

was given for 8 cases (5%). 
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Uterine 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
20

. Medical induction 

of labour and hysterotomy are not 

recommended for molar 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
1,20

. Both suction and 

sharp curettage specimens were submitted to the 

department of pathology for histopathological 

examination and confirmed the diagnosis in all 

of our cases. 

Post suction evacuation all patientswere 

given contraception, and combined oral 

contraceptives were the most common 

contraceptive method used by the patients. 

These findings differ from those presented in 

other studies
13

.  Following evacuation of the 

uterus, the use of contraceptive is recommended 

so that pregnancy is avoided for 12 months to 

minimize any deleterious effects on the 

developing oocytes and to minimize the 

confusion over disease relapse from hCG 

produced in pregnancy
2,7,14

. 

Hysterectomy was done for 9 cases 

(5.6%), 8 cases asan elective hysterectomy as 

primary therapy for intacthydatidiform mole (H 

mole) and only 1 case as emergency case for 

post evacuation hemorrhage.  From these 

patients 5 cases underwent hysterectomy with 

bilateral salpingo-oophorectomy (BSO) and 4 

with unilateral salpingo-oophorectomy. All 

these patients were noted to be older than 40 

and had complete their family planning. In 

patients who underwent salpingo-

oophrectomies, reason was noted to be the large 

size of associated ovarian cyst on one and/or 

both sides.Mahrukhet al
17

 were performed 

elective hysterectomy in 14% of his cases and in 

other study hysterectomy was done only for 

emergency cases
18

. 

During follow up of cases, 11 cases were 

not came back and missed.Uterinebleeding after 

3 weeks occurs in 27 cases (16.8%), uterine 

echo by U/S was present in 7 cases (4.4%) from 

who only 2 cases need another uterine 

evacuation and curettage for uterine mass. 

Histopathology of these patients reveal invasive 

mole.Rapidregression of β-hCG occurs in 141 

cases (88%), slow regression occurs in 11 cases 

(6.9%), persistent in 5 cases (3%) and rising in 3 

cases (1.8%). Patients with persistent high β-

hCG (for 3weeks) or rising (double in 2 weeks) 

or if β-hCG becomes positive after being 

negative were referred to others centers for 

chemotherapy as the policy in theAlsalam 

Hospital, referral of patients who need 

chemotherapy to specialized centers but these 

patients were still followed up also atAlsalam 

Hospital. 

CONCLUSION AND 

RECOMMENDATION 

A Large numbers of patients with H-mole 

came to the Hospital so late with high uterine 

fundal level above the umbilicus and may be 

with preeclampsia. Uterine suction evacuation 

and uterine curettage were done for most cases. 

The use of Ultrasonography in the evaluation of 

vaginal bleeding in early pregnancy, as well as 

histologic evaluation of products of conception, 

is important in early diagnosis and treatment H-

mole. There is need for early recognition, timely 

referral, prompt and proper treatment of this 

condition. Adequate follow-up of the patients 

should be reinforced. 
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 الملخص العربي

تقيين التشخيص والعالج والمتابعة بعذ العالج لحاالت الحمل العنقودى بمستشفي السالم السعودى بذولة اليمن 

القطب حسن القطب 

مييت اىطب صبٍؼت االصهش  –قسٌ اٍشاض اىْسبء واىخىىيذ 

 ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ

مبُ اىهذف ٍِ هزٓ اىذساست هىحقييٌ اىخشخيص واىؼالس واىَخببؼت بؼذ اىؼالس ىحبالث اىحَو اىؼْقىدي بَسخشفً اىسالً 

اىسؼىدي بذوىت اىيَِ 

سيذة حبٍو بحَو ػْقىدي ٍِ اىحبالث اىَخشددة ػيً ٍسخشفً اىسالً اىسؼىدي بذوىت اىيَِ فً  160ٓ اىذساست ػيً اصشيج هز

اسيخ اىَشظً حٌ حشخيصهِ بىاسطت ػَو اىَىصبث فىق صىحيت ، حٌ اخز اىج ،2015اىً شهش ٍبسط  2013اىفخشة ٍببيِ شهش يْبيش 

اىفحىصبث  حٌ ححعيش هزٓ اىحبالث الصشاء ىهِ اىؼالس اىضشاحً بؼَو  ،واىفحص االمييْينً وػَو ححييو اىهشٍىُ اىَشيًَ

صىسة دً مبٍيت وػَو سشػت ّضف  وحضيط و مزاىل حٌ ػَو وظبئف اىنبذ ووظبئف اىنيً وػَو سنش ببىذً  اىعشوسيت ٍزو ػَو

. وواشؼت ػيً اىصذس وسسٌ قيب وػَو اىخحبىيو االخشي ػْذ االحخيبس اىً راىل

 40ىيزيِ يخضبوص اػَبسهٌ  ىبؼط اىحبالث حفشيغ ومحج ىَؼظٌ هزٓ اىحبالث وحٌ ػَو ػَييت اسخئصبه اىشحٌحٌ ػَو ػَييت 

حٌ اػطبء وسييت ٍْغ اىحَو ىيحبالث اىخً حٌ ػَو ىهِ  حٌ ػَو اىخحييو اىببرىىىىً ىَحخىيبث وػيْبث اىشحَى .ػبٍب ٍغ امخَبه اىؼبئيت

شهشػيً االقو بىاسطت ػَو اىهشٍىُ اىَشيًَ  وػَو ٍىصبث فىق صىحيت، حٌ  12ىَذة  ػَييت حفشيغ ومحج وحٌ ٍخببؼت صَيغ اىحبالث

 ة ػبً، و حٌ ححىيو اىحبالث اىخً ظهشفيهبىل مو شهش ىَذاسببيغ رٌ بؼذ را 3ىَذة  اقيبط اىهشٍىُ اىَشيًَ  مو اسبىع حخً اصبح سبىب

اوي ٍغ اسخَشاس اىَخببؼت ػذً اّخفبض او اىضيبدة فً ٍسخىي اىهشٍىُ اىَشيًَ  ىيؼالس اىنيٌ

ٍِ % 100اّقطبع اىذوسة اىشهشيتفً  شخيص حبالث اىحَو اىؼْقىدي مبُ هْبكاىبحذ اُ ارْبء ث هزا وقذ اظهشث ّخبئش

ووصىد اميبط ػيً  ٍِ اىحبالث %93واُ اىَىصبث فىق صىحيت مبُ ايضببً فً % 78.8اىضبالث واُ حذود اىضيف اىَهبيىفً 

حسٌَ اىحَو فً  ٍشض مبُ هْبكو الثاٍِ اىح %100ىيحَو اىؼْقىدي فً  اححييو اىببرىىىصً مبُ ٍىصباهاُ و%  35.6اىَبيط فً 

يت اىخفشيغ ببىشفط ومحج حٌ ػَو ىهب ػَو%( 94.4) (حبىت 151)مَب اظهشث حيل اىذساست اُ ٍؼظٌ اىحبالث . ٍِ اىحبالث 14.4%

 ىيؼالس اىنيَبوي ٍغ اسخَشاس اىَخببؼت%( 5) حبالث 8وحٌ ححىيو  ، %( 5.6)حبالث فقط  9ػَييتاسخئصبه اىشحٌ  هػٌ ً اىشحٌ وث

اىخشاصغ اُ ٍِ اىحبالث و% 88مَب وصذ ارْبء ٍخببؼت حيل اىحبالث اُ هْبك حشاصغ سشيغ فً ٍسخىي اىهشٍىُ اىَشيًَ فً . ببىَسخشفً

 اىضيبدة فً اىَسخىياُ و ٍِ اىحبالث %3فً   حذد ػذً اىخشاصغ واىىقىف ػْذ اىَسخىياُ ٍِ اىحبالث و% 6.9فً  حذد اىبطيئ

ػذً اىخشاصغ او اىضيبدة فً ٍسخىي اىهشٍىُ اىَشيًَ  ىيؼالس  االث ، و حٌ ححىيو اىحبالث اىخً ظهشفيهبٍِ اىح% 1.8فً  حذرج

.   اىنيَبوي ٍغ اسخَشاس اىَخببؼت

اىؼْقىدي حٌ حشخيصهٌ ٍخبخشا ىؼذً اىَخببؼت وحْصح هزٓ اىذساست ببىَخببؼت اىَبنشة ىيحَو الُ هْبك ػذد مبيش ٍِ حبالث اىحَو 

بؼذ  ٍبنشا، مَب حْصح هزٓ اىذساست ببسخخذاً اىَىصبث فىق صىحيت ىخشخيص ٍزو هزٓ اىحبالث ٍبنشا وٍخببؼت هزٓ اىحبالث ٍخببؼت صيذة

.    اىؼالس

 

 

 

 

 

 


