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INTRODUCTION TABLES AND FIGURES DISCUSSION

Gestational trophoblastic disease (GTD) is a rare abnormal proliferation 

of the trophoblast of the placenta. GTD occurs in 1 pregnancy out of 

1,000 in the United States. It comprises of a spectrum of both benign 

and malignant tumors. This includes hydatidiform mole (complete and 

partial), invasive mole, choriocarcinoma, placental site trophoblastic 

tumor, and epithelioid trophoblastic tumor. The latter four are referred to 

as gestational trophoblastic neoplasia (GTN). Overall, gestational 

trophoblastic tumors account for less than 1% of female reproductive 

cancers. 

Gestational trophoblastic disease (GTD) is a spectrum of disease 

characterized by overgrowth of the trophoblast of the placenta. 

Hydatidiform moles (HM) are the most common form of the disease. 

HMs moles may be partial or complete depending on their 

histopathology, gross appearance, and karyotype. HMs are commonly 

diagnosed via ultrasound. HM should be surgically evacuated via D&C 

as soon as possible. Management post evacuation entails weekly β-hCG

levels until the levels become undetectable. Once the levels become 

undetectable, 2 more levels should be obtained at weekly intervals, then 

patient should be tested monthly for 6 months, and then should be 

tested every 2 months for 6 months to ensure β-hCG levels remain 

undetectable.

However, if β-hCG levels continue to rise for more than 2 weeks, the 

diagnosis of gestational trophoblastic neoplasia (GTN) is made. FIGO 

staging and WHO risk factor scoring system is used to determine the 

treatment plan. Treatment is determined by low risk versus high risk. 

Low risk GTN is nonmetastatic neoplasia where WHO score is 6 or less 

in FIGO stage I-III. Single agent chemotherapy with methotrexate or 

actinomycin D is used. High risk GTN is classified as FIGO stage I-III 

with WHO score 7 or greater or FIGO stage IV. These patients are 

treated with combination chemotherapy, commonly etoposide, 

methotrexate, actinomycin D, cyclophosphamide, and 

vincristine/oncovine (EMA-CO). 

In conclusion, gestational trophoblastic neoplasia (GTN) is a rare but 

curable disease. GTN can result in significant morbidity and mortality if 

left untreated, therefore, early diagnosis of GTD is essential for 

successful management.  Which in turn, prevents complications as well 

as subsequent malignant sequelae. In approximately 50 percent of the 

cases, GTN arises after a molar pregnancy. Complete moles have a 

higher risk than partial moles. As with our case, it is important to monitor 

β-hCG levels as described above after evacuation of a molar pregnancy. 

If β-hCG levels continue to trend upward, it is important to consider 

treatment for GTN based on FIGO and WHO Scoring. 

CASE PRESENTATION

A 37 year old G2P1011 female presented for confirmation of pregnancy. 

Prenatal labs were ordered for the patient as well a dating ultrasound. 

Ultrasound showed no intrauterine gestation. However, there was a 

heterogenous mass within the uterus with the appearance of a molar 

pregnancy (Figures 1 & 2). Serum β-hCG level was drawn at this time 

and found to be more than double the expected level at that gestational 

age. Patient was sent to OB for further evaluation. She had a dilatation 

and curettage (D&C) and pathology confirmed a complete mole. She 

received depo injection for contraception at the time of her D&C to 

ensure no pregnancy. 

Patient was getting weekly serial β-hCG levels that were initially 

trending down; however, a week later it was noticed that the β-hCG

levels were rising (Graph 1). A CT abdomen and pelvis with and without 

contrast was done and showed an enlarged uterus concerning for 

gestational trophoblastic neoplasia along with a complication of an acute 

left ovarian vein thrombosis and enlargement of left internal iliac chain 

lymph nodes. She was started on therapeutic lovenox for the acute 

thrombosis. She was seen by gynecology/oncology and considered to 

be FIGO stage 2 with WHO score 1 and recommended she be started 

on a single agent chemotherapy - methotrexate. 

She completed cycle #1 of methotrexate and presented to the ED with 

vaginal bleeding. A repeat D&C was done and the lovenox was held. 

Final pathology was consistent with predominantly benign endometrium 

with gestational changes and benign cervical mucosa. However, given 

the rising β-hCG levels an invasive mole could not be excluded just 

based on curettage and the fact that diagnosis requires presence of 

myometrium which was not sampled in the curettage. Therefore, due to 

her clinical picture and rising β-hCG levels she was restarted on 

methotrexate as well as her anticoagulation. She completed 5 cycles of 

methotrexate and her β-hCG levels after treatment were undetectable. 

CONCLUSION
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FIGO Scoring 

Grade I Persistently elevated human chorionic gonadotropin (hCG) levels; 

tumor confined to the uterine corpus

Grade II Tumors extending to the adnexa or to the vagina, but limited to the 

genital structures

Grade III Pulmonary metastases on chest radiograph, with or without uterine, 

pelvic, or vaginal involvement

Grade IV Metastatic disease outside of the lungs and pelvis and/or vagina

Graph 1: β-hCG Levels of Patient: Levels after the initial D&C. 

Figures 1 & 2: Transvaginal Ultrasound 

Findings. Heterogeneous mass within uterus 

showing molar pregnancy.  

Table 1: FIGO Scoring for GTN

Table 2: WHO Scoring system based on prognostic factors.
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