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Background: Molar pregnancy, also known as hydatidiform mole, is a type of gestational trophoblastic disorder that normally
arises from disorders of placental trophoblastic tissue proliferation. If not properly managed, it can be an important cause of
maternal morbidity and mortality. Objective: This study was to determine the prevalence and clinical outcome of molar
pregnancies in Nnamdi Azikiwe University Teaching Hospital, Nnewi, Nigeria. Materials and Methods: This is a
retrospective study of all cases of molar pregnancies managed in Nnamdi Azikiwe University Teaching Hospital (NAUTH),
Nnewi, South-east Nigeria, from January 1, 2012 to December 31, 2021 (ten-year period). Folders of patient managed for
molar pregnancy during the study period served as source of data. Data were analyzed using Statistical Package for the Social
Sciences (SPSS) 26.0 IBM Corporation. Result: A total of 56 cases of molar pregnancies were diagnosed and managed within
the 10-year review period, with a total delivery of 8194 giving a prevalence of 0.7% or 7 per 1000 deliveries. Within the same
period, there were 5892 gynaecological admissions and molar pregnancy accounted for 1%. The mean age of the patients was
29.4 £ 4.4 years, however, most of the patients (73%) were within the age range of 26-35 years. Most of the patients managed
presented in their first trimester (73%) with the commonest presenting complaints being amenorrhoea (100%), vaginal
bleeding (94%) and abdominal pain (77%). The commonest complication recorded was anaemia (92%) while ultrasonography
was instrumental in the diagnosis of 92% of cases. Majority of the patients (96%) were treated through suction evacuation
while 4% were offered hysterectomy. More than 80% of those treated for molar pregnancies used contraception afterward with
most of them favouring the male barrier method. Only 69% of the patients were followed up for at least 6 months, while 8%
of the patients were followed up for more than 6 months and 21% of the patients were lost to follow up. The case fatality rate
for this study was 2%. Conclusion: Molar pregnancy accounted for 1% of all gynaecological admissions with an incidence of
7 per 1000 deliveries. It continues to be a significant contributor to maternal mortality and morbidity at our facility. Early
recognition, immediate referral, and appropriate management will go a long way to curb the maternal mortality and morbidity
from molar pregnancy. Proper patient education and adequate patient follow-up should also be reinforced.
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Introduction

Molar pregnancy, also known as hydatidiform mole, is a type of gestational trophoblastic
disorder that normally arises from disorders of placental trophoblastic tissue proliferation®-22,
Complete and partial hydatidiform moles are the two subtypes of molar pregnancy*®. Though
typically regarded as benign and noninvasive, hydatidiform moles are actually premalignant
and have the potential to develop into invasive, malignant lesions®.

The incidence of molar pregnancy varies widely?>*® however, Asian nations have long reported
substantially greater incidence of molar pregnancy than European or North American nations?.
The incidences in the United States, United Kingdom and Japan are 1 per 1000, 1.5 per 1000
and 2 per 1000 respectively while in Nigeria, the incidences for North-western and South-
eastern region are 3.8 per 1000 deliveries and 4.7 per 1000 deliveries respectively®4.

The risk factors of molar pregnancy include: maternal age (greater than 35 years and younger
than 20 years), positive history of molar pregnancy in the past, previous miscarriage and
infertility, lack of vitamin A in diets?>®,

A history of amenorrhea, vaginal bleeding, and spontaneous passing of grape-like vesicles,
uterine size greater than date, hyperemesis gravidarum, pre-eclampsia, hyperthyroidism and
symptomatic theca lutein cysts are common clinical features of hydatidiform mole?®.

Though this diagnosis should be suspected in any woman of reproductive age with abnormal
vaginal bleeding, it is typically not diagnosed until after uterine evacuation is done for an
abnormal pregnancy?. If any of the typical clinical signs of molar pregnancy are present, the
index of suspicion should be raised. With sensitive serum hCG assay and ultrasonography,
usually in the first trimester, a diagnosis of hydatidiform mole can be made. On ultrasound, a
complete molar pregnancy can be distinguished by the absence of fetal components, an unusual
gestational sac, and a core heterogeneous placental mass with numerous anechoic gaps or holes
most commonly referred to as a "snowstorm" appearance?*°.

The line of management is determined by the histopathological type. The most common
treatment for hydatidiform moles is suction evacuation. Others are chemotherapy,
hysterectomy, radiotherapy, or a combination of these. According to the Royal College of
Obstetricians and Gynaecologists, complete molar pregnancies should be treated by suction
evacuation while for partial molar pregnancies, medical termination is advised as fetal parts
present might obstruct suction evacuation®.

The American College of Obstetricians and Gynecologists recommends serial quantitative
hCG monitoring at the following intervals in all patients with molar pregnancy: 48 hours after
uterine evacuation, once every 1-2 weeks when raised, and then once a month for an additional
6 months once standardized (usually 5 mlU/mL)%.

Despite the maternal morbidity and mortality linked to molar pregnancy, it is highly
understudied hence the reason for this study which aims to identify the prevalence and clinical
outcomes of molar pregnancy in Nnamdi Azikiwe University Teaching Hospital, Nnewi.

Materials and Methods

This is a retrospective study of all cases of molar pregnancies managed in Nnamdi Azikiwe
University Teaching Hospital (NAUTH), Nnewi, South-east Nigeria, from January 1, 2012 to
December 31, 2021 (ten-year period). The details of all the cases of molar pregnancy managed
in NAUTH over the study period were obtained from the gynaecology ward and operating
theatre registers. The total number of gynaecological admissions and deliveries were also
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obtained from the gynaecology ward and labour ward registers respectively. The data collected
included the folder number, age, parity, marital status, highest level of education and
gestational age at presentation, the risk factors, clinical presentations, laboratory results,
treatment, follow-up and the complications of molar pregnancy. Data were analyzed using
SPSS 26.0 IBM Corporation and presented in tables.

Study population: The study was among all women who were managed in NAUTH who had
a diagnosis of molar pregnancy in the last 10 years.

Study site: The Obstetrics and Labour ward of Nnamdi Azikiwe University Teaching
Hospital, Nnewi was the study site. This is an accredited residency training center with the
requisite staff to offer optimal obstetric care. The staff ranges from many consultant
obstetricians and resident doctors (registrars and senior registrars). It serves as a referral
center for hospitals within Anambra, parts of Imo, Enugu and Delta state.

Inclusion criteria: Women that had molar pregnancy and were managed in NAUTH, Nnewi.

Exclusion criteria: Those without complete clinical data were excluded

Ethical approval: Approval was obtained from the NAUTH, Nnewi Ethics committee. No
written informed consent was required.

Result

Within the 10-year review period from January 1, 2012 to December 31, 2021, there were a
total of 8194 deliveries and 5892 gynaecological admissions. A total of 56 cases of molar
pregnancies were diagnosed and managed within the 10-year review period however, only 52
folders (93%) were retrieved from the Medical Records Department of NAUTH. This gave a
molar pregnancy incidence of 0.7%. Also, within the review period, molar pregnancy
accounted for 1% of all gynaecological admissions.

The mean age of the patients was 29.4 + 4.4 years. 73% of the cases were within the age of 26-
35 years while the age range of 21-25 and 36-40 accounted for 19% and 8% respectively. This
is shown in table 1.

TABLE 1: Age Distribution of the 52 Cases of Molar Pregnancy Studied

S/N AGE (YEARS) FREQUENCY PERCENTAGE
1 21-25 10 19
2 26 — 30 21 40
3 31-35 17 33
4 36 —40 4 8
TOTAL 52 100

The parity distribution of the patients managed for molar pregnancy in the study period ranged
between 0 and 6. Majority of the cases were primipara accounting for 33%, followed closely
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by nulliparas who accounted for 29%. The para 2 and para 3 accounted for 11% each while P4
accounted for 6%. The grand multiparas accounted for the remaining 10%. This is shown in
table 2.

TABLE 2: Parity Distribution of the 52 Cases of Molar Pregnancy Studied

S/N PARITY FREQUENCY PERCENTAGE

1 0 15 29
2 1 17 33
3 2 6 11
4 3 6 11
5 4 3 6

6 >4 5 10

TOTAL 52 100

Most of the patients reviewed in this study were in their first trimester (73%) while the rest
were in their second trimester. This is illustrated in table 3

TABLE 3: Gestational Age (Weeks) Distribution of the 52 Cases of Molar Pregnancy
Studied

SIN PRESENTING COMPLAINTS FREQUENCY PERCENTAGE
1 First trimester 38 73
2 Second trimester 14 27
TOTAL 52 100

As shown in table 4, amenorrhoea was the commonest presenting complaint as 100% of the
patients presented with amenorrhoea. Abnormal vaginal discharge was the 2" most common
complaint and as 94% of the patients presented with that complaint. 77% of the patients
presented with abdominal pains while 63% presented with symphysiofundal heights greater
than the estimated gestational age. Finally, 37% presented with hyperemesis gravidarum.
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TABLE 4: The Distribution of the Clinical Presentation of the 52 Cases of Molar
Pregnancy Studied

S/N PRESENTING COMPLAINTS FREQUENCY PERCENTAGE
1 Amenorrhoea 52 100
2 Vaginal bleeding 49 94
3 Abdominal pain 47 77
4 Symphysiofundal height > estimated GA 33 63
5 Hyperemesis gravidarum 19 37

The most common complication was anaemia (92%). Other complications seen were
hypertension (37%), pre-eclampsia (10%), hyperthyroidism (6%) and shock (4%). This is
shown in table 5.

TABLE 5: Distribution of the Common Complications among the 52 Cases of Molar
Pregnancy Studied

SIN COMPLICATIONS FREQUENCY PERCENTAGE
1 Anaemia 48 92
2 Hypertension 19 37
3 Pre-eclampsia 5 10
4 Hyperthyroidism 3 6
5 Shock 2 4
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Ultrasonography was instrumental in the diagnosis of hydatidiform mole in 92% of cases
reviewed

Of all the patients, 96% were treated through suction evacuation while 4% of the patients were
offered hysterectomy. This was because of the refractory bleeding encountered. Only 1 of the
patients studied was offered chemotherapy. This is shown in table 6.

TABLE 6: Treatment Modality of the 52 Cases of Molar Pregnancy Studied

S/N TREATMENT FREQUENCY PERCENTAGE
1 Suction evacuation 50 96
2 Hysterectomy 2 4
TOTAL 52 100

As shown in table 7, only 36 (69%) of the patients were followed up for at least 6 months,
while 4 (8%) of the patients were followed up for more than 6 months and 11 (21%) of the
patients were lost to follow up.

TABLE 7: Follow up for the 52 Cases of Molar Pregnancy Studied

S/N FOLLOW UP FREQUENCY PERCENTAGE
1 Less than 6 months 36 69
2 6 months or more 4 8
3 Lost to follow up 11 21

More than 80% of those treated for molar pregnancies used contraception afterward with most
of them favouring the male barrier method.

There was 1 maternal mortality from molar pregnancy within the period of the study giving a
case fatality rate of 2%.

Discussion

It is challenging to estimate the incidence of molar pregnancy, which varies greatly in different
parts of the world2#67891011 The incidence of molar pregnancy in this study was 0.7% or 7 in
1000 deliveries. This was exactly in keeping with a study done in Iran*? but was however
marginally higher than incidences in studies done in lle-Ife (3.5 per 1000 deliveries)®, Calabar
(3.6 per 1000 deliveries)® and Anambra (4 per 1000 deliveries)*®. However, the incidence
gotten in this study was way higher than the incidence of molar pregnancy in developed
countries; Italy (2.08 per 1000 deliveries)'® Denmark (1.98 per 1000 deliveries)'®, South Korea
(1.1 per 1000 deliveries)'*. Our Center is the biggest tertiary hospital in Anambra state and as
such is the point of referral for most hospitals. This might have contributed to the higher
incidence in this study.
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The study revealed that most of the patients managed within this 10-year review were in their
first trimester (73%). This is in keeping with previous studies®?, and further emphasizes the
need for early ultrasound examination in all pregnancies as a significant number of patients
with molar pregnancy can be identified even without the presence of symptoms?6:17,

The commonest presenting complaint was amenorhoea (100%), vaginal bleeding (94%) and
abdominal pain (77%). This is similar to findings in literatures*>#1018-20 and highlights the
importance of proper investigations and management for cases of vaginal bleeding especially
in first trimester.

The commonest complication revealed by this study was anaemia (92%) and this was not
surprising as almost all the patients presented late and with vaginal bleeding. Anaemia was also
the commonest complication in the previous literatures*817:1820,

Majority of the patients (96%) were treated with suction evacuation of the uterine contents and
only 2 (4%) of the patients reviewed were offered hysterectomy. This was because of the
refractory bleeding encountered in those patients. The Royal College of Obstetricians and
Gynaecologists recommends that suction evacuation is the recommended line of management
for molar pregnancies except in cases of partial molar pregnancies where size of fetal part might
obstruct suction?!. Most literatures reviewed also offered suction evacuation as the first line of
management in their centers*81%18.18 One of the patients was offered chemotherapy secondary
to post evacuation bleeding. Studies have shown that the incidence of post-molar gestational
trophoblastic disease may be decreased with prophylactic chemotherapy. In high-risk group
of women, preventive chemotherapy is also known to be helpful as it lowers morbidity and
avoids metastases®®. The failure of beta hCG to return to normal by the stipulated time of 10—
12 weeks, re-elevation of beta hCG post—evacuation, and evidence of metastases regardless of
beta hCG level are the other indications for prophylactic chemotherapy in hydatidiform mole.

Unfortunately, in this study there was only one fatality (a case fatality of 2%). This resulted
from acute hypovolemic shock from severe uterine bleeding. Similar finding was noted in
Calabar by Christopher U et all who noted a case fatality rate of 1.47%?

While 21% of the patients were lost to follow up, 69% of them had less than 6 months follow
up and just 8% were followed up for 6 months or more. American College of Obstetricians and
Gynecologists (ACOG) recommends serial quantitative hCG monitoring in all patients with
molar pregnancy at the following intervals: within 48 hours of uterine evacuation, every 1—
2 weeks while elevated and every month for an additional 6 months once normalized. This
study was not in keeping with the ACOG recommendation. However, poor follow up has been
noted in our locality®1°,

Limitations

Being a retrospective study, one of the limitations of this study was the fact that all the folders
of the patients could not be retrieved and this weakened the strength of the study.

Conclusion

Molar pregnancy accounted for 1% of all gynaecological admissions with an incidence of 7
per 1000 deliveries. Early recognition, immediate referral, and appropriate management will
go a long way to curb the maternal mortality and morbidity from molar pregnancy. Proper
patient education and adequate patient follow-up should also be reinforced.
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