
Abstract:

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. Here is a case 
who presented with history of evacuation for molar pregnancy. She presented with irregular P/V bleeding on and off 
and after admission silent perforation with massive haemoperitoneum was detected for which emergency laparotomy 
was done. She recovered and was followed up till her β-hCG levels were within normal limits. As patient presented to 
us with haemoperitoneum and on laparotomy, there was invasion into whole of the uterus, it could not be saved and 
hysterectomy was done. 
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Introduction:

Invasive mole is a condition where a molar pregnancy 
such as a partial hydatidiform mole or complete 
hydatidiform mole invades the wall of uterus, 
potentially spreading and metastasizing to other parts 
of the body (such as vagina or lungs)1. Invasive mole 
occurs in about 20% of molar pregnancies but are more 
common in complete molar pregnancies than in partial 
molar pregnancies2-4. Invasive moles can develop both 
before and after treatment by Dilatation, Evacuation & 
Curettage (D, E & C)5. Treatment of an invasive mole 
may include chemotherapy6.

Case report:

Mrs. Humaira, 25 years old, housewife of a middle 
class family hailing from Boalmari, Faridpur got 
herself admitted in Diabetic Association Medical 
College Hospital with the complaints of severe lower 
abdominal pain and vomiting for 1 day with H/O 
fainting attack and P/V bleeding for few days and H/O 
suction, evacuation and curettage for molar pregnancy 
4 months back. After admission her emergency USG of 
whole abdomen was done and revealed mixed echoic 
materials associated with huge collection in peritoneal

cavity. Her general condition was deteriorating and 
emergency laparotomy was done within 2 hours of her 
admission. 

After opening of abdomen there was huge peritoneal 
collection with clotted blood. Uterus was perforated in 
multiple sites by invasive mole and bleeding was 
present in all the perforating sites. Total abdominal 
hysterectomy was done with conservation of both 
ovaries. After counting mops and instruments abdomen 
was closed in layers. Her chest X-ray revealed no 
metastasis. She gave H/O suction, evacuation and 
curettage for molar pregnancy 4 months back. At that 
time she presented with 8 weeks amenorrhea which 
was confirmed by strip test with irregular P/V bleeding. 
Her USG report revealed hydatidiform mole. Her pre 
evacuation serum β-hCG was >5000 mIU/ml. After 
evacuation endometrial histopathology revealed 
hydatidiform mole with no evidence of malignancy. 1 
week after evacuation serum β-hcg was 2151 mIU/ml. 
Patient was advised to come 2 weeks later with report 
of serum β-hCG but she did not come. Regarding her 
obstetric history she was married for 7 years, mother of 
2 babies. All were normal vaginal delivery. Age of her 
last child was 5 years. Histopathology confirmed the 
diagnosis of an invasive mole. As patient presented to 
us with haemoperitoneum and there were multiple 
perforations in whole of the uterus, hysterectomy was 
done.

Discussion:

Gestational trophoblastic neoplasia (GTN) arises when 
the normal regulatory mechanism controlling the 
proliferation and invasiveness of trophoblastic tissue 
are lost. These are rare and constitute less than 1% of 
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all gynecologic malignancy. They are characterized by 
a distinct tumor marker β-hCG and have varying 
tendencies toward local invasion and distant 
metastasis5. Vascular invasion and metastasis rarely 
occur in invasive mole6. Demonstration of myometrial 
vascular mass without the evidence of fetal material on 
USG in the context of an elevated β-hCG is highly 
suggestive of GTN7-10. An invasive hydatidiform mole 
is a form of GTN that occurs due to abnormal 
proliferation of placental trophoblast11.

It most commonly occurs after the evacuation of 
Gestational trophoblastic disease (GTD). It is 
characterized by the presence of edematous chorionic 
villi with trophoblastic proliferation that invades into 
the myometrium of the uterus or to adjacent structures 
such as the vagina, vulva, broad ligament and can also 
invade into the uterine vessels12. Invasive mole is 
unlike choriocarcinoma, where chorionic villi pattern is 
lost. It is important to distinguish between invasive 
mole and choriocarcinoma as the former has a more 
favorable outcome13.

The clinical presentation of an invasive mole includes 
vaginal bleeding, an enlarged uterus and high urinary or 
serum β-hCG level, typically after the evacuation of a 
molar pregnancy. The interval from an antecedent 
molar pregnancy is usually less than 6 months12. 
Choriocarcinoma can occur after a hydatidiform mole 
or even after a normal pregnancy with an interval of 
more than 6 months, sometimes nearly 10 years. β-hCG 
levels are much higher in choriocarcinoma than 
invasive mole12. Approximately 8% of patients with 
complete moles will develop a malignant tumor after 
evacuation11. Therefore, serial values of β-hCG should 
be obtained after evacuation, which if presently 
elevated, should raise the suspicion of GTN13.

Conclusion:

Malignant GTN can develop as invasive mole, 
choriocarcinoma and placental site trophoblastic tumor. 
Ovarian theca luteal cysts usually follow malignant 
GTN. Early diagnosis and treatment according to 
accepted protocols could preserve reproductive health 
in patient with malignant GTN. Serum chorionic 
gonadotrophine is of a great value for early diagnosis 
as well as in follow up the effects of treatment.
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