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ORIGINAL ARTICLE
Frequency of gestational trophoblastic disease at GMMMC Teaching
Hospital, Sukkur.

Maria Abbasi', Safia Maqsood?

ABSTRACT... Objective: To determine the frequency of gestational trophoblastic disease at GMMMC Teaching Hospital, Sukkur.
Study Design: Descriptive Cross-sectional study. Setting: Department of Obstetrics and Gynecology, GMMMC Teaching
Hospital, Sukkur, Pakistan. Period: June 2024 to May 2025. Methods: All clinically or ultrasonographically suspected cases with
histopathological confirmation of gestational trophoblastic disease were included. Unconfirmed cases, non-gestational trophoblastic
tumors, and records with insufficient data were excluded. Data were collected on a structured proforma and analyzed using IBM
SPSS version 26. Frequency was calculated from the total obstetric workload and reported with a 95% confidence interval. Results:
Among 4,865 obstetric patients, gestational trophoblastic disease was diagnosed in 68 women, giving a frequency of 1.40%
(95% CI: 1.10-1.77), equivalent to approximately 1 in 71 obstetric patients. The mean age was 26.7 + 5.4 years. Most patients
were 20-30 years of age (61.8%) and 55.9% were multigravida. Complete hydatidiform mole was the predominant diagnosis
(67.6%), followed by partial hydatidiform mole (25.0%) and gestational trophoblastic neoplasia (7.4%). Vaginal bleeding was the
commonest presentation (89.7%). A snowstorm appearance on ultrasonography was noted in 64.7% of cases. Suction evacuation
was performed in 92.6% of patients; three women received methotrexate-based chemotherapy and two underwent hysterectomy.
No maternal death was recorded. Conclusion: The frequency of gestational trophoblastic disease at GMMMC Teaching Hospital,
Sukkur was 1.40%. Early ultrasound assessment, routine histopathological confirmation, timely uterine evacuation, and documented
beta-human chorionic gonadotropin surveillance are essential for safe management and follow-up.
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INTRODUCTION

Gestational trophoblastic disease (GTD) comprises
a spectrum of pregnancy-related disorders caused
by abnormal trophoblastic proliferation. It includes
complete hydatidiform mole, partial hydatidiform
mole, and gestational trophoblastic neoplasia
(GTN), which ranges from invasive mole to
choriocarcinoma and other rare malignant forms.'®
Although uncommon, GTD is highly curable
when recognized early, evacuated appropriately,
and followed with serial beta-human chorionic
gonadotropin surveillance.?®

The presentation of GTD has changed with increased
availability of early pregnancy ultrasonography.
Some women still present with vaginal bleeding,
excessive vomiting, anemia, uterine size discrepancy,

abdominal pain, passage of vesicles, or early
preeclampsia, whereas others are detected before
classic symptoms develop.?® Histopathological
examination remains important because ultrasound
alone may not reliably differentiate complete and
partial mole, and persistent trophoblastic activity
may become evident only during follow-up after
evacuation.”'°

The reported frequency of GTD varies between
regions and also depends on the denominator
used, such as pregnancies, deliveries, pathology
specimens, or hospital admissions.""'"* Recent
registry and hospital-based studies continue to show
a meaningful burden of molar pregnancy in low- and
middle-income settings, including Pakistan.'""
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GMMMC Teaching Hospital, Sukkur receives a
large referral obstetric workload from urban and
rural areas, where delayed antenatal registration
and limited early imaging may influence clinical
presentation. Local frequency data are therefore
useful for counseling, triage, pathology coordination,
and follow-up planning. This study was conducted to
determine the frequency of gestational trophoblastic
disease at GMMMC Teaching Hospital, Sukkur.

METHODS

This descriptive cross-sectional study was
conducted in the Department of Obstetrics and
Gynecology, GMMMC Teaching Hospital, Sukkur,
Pakistan, from June 2024 to May 2025. The
hospital is a tertiary care teaching center receiving
both direct admissions and referred obstetric cases
from urban and rural areas. Ethical approval was
obtained from the Ethical Review Committee (Ref:

563 GMMC/SUK/OBGD.

All women with clinically or ultrasonographically
suspected gestational trophoblastic disease who
had histopathological confirmation were included.
Unconfirmed cases, non-gestational trophoblastic
tumors, and records with insufficient data were
excluded. Non-probability consecutive sampling
was used. The denominator for frequency estimation
was the total number of obstetric patients assessed
during the study period (n = 4,865). The final sample
comprised 68 histopathology-proven GTD cases.

Clinical information was collected on a structured
proforma from admission notes, imaging reports,
operative records, pathology documentation, and
discharge records. Variables included age, parity,
presenting symptoms, uterine size, hemodynamic
status, ultrasound findings, serum beta-human
chorionic gonadotropin at presentation where
available, histopathological diagnosis, and immediate
management.

Pelvic  ultrasonography was performed by
transabdominal and/or transvaginal approach.
Evacuated tissue was submitted for histopathology
and classified as complete hydatidiform mole, partial
hydatidiform mole, or gestational trophoblastic
neoplasia. Suction evacuation was the preferred
treatment for women wishing to preserve fertility.

Hysterectomy was reserved for selected cases with
clinical indications and completed family. Patients
with gestational trophoblastic neoplasia were
managed according to unit protocol, with referral
and methotrexate-based chemotherapy for low-risk
disease. Counseling for serial beta-human chorionic
gonadotropin surveillance and contraception was
routinely provided.®#€:15.16

Data were analyzed using IBM SPSS version 26.
Quantitative variables are presented as mean =
SD, whereas categorical variables are shown as
frequencies and percentages. Frequency was
calculated as the number of histopathology-
confirmed GTD cases divided by the total obstetric
workload and was reported with a 95% confidence
interval.

RESULTS

Among 4,865 obstetric patients seen during the
study period, 68 were diagnosed with gestational
trophoblastic disease, giving a frequency of 1.40%
(95% Cl: 1.10-1.77), equivalent to approximately 1
in 71 obstetric patients. Mean age was 26.7 + 5.4
years. The commonest age group was 20-30 years
(61.8%), and 55.9% were multigravida (Table-D.

Complete hydatidiform mole accounted for 46 cases
(67.6%), partial hydatidiform mole for 17 cases
(25.0%), and gestational trophoblastic neoplasia
for 5 cases (7.4%) (Table-). Vaginal bleeding
was the leading clinical presentation, followed
by hyperemesis and abdominal pain. A classic
snowstorm appearance was documented in 64.7%
of cases and theca lutein cysts in 17.6% (Table-ID.

Management was predominantly uterine suction
evacuation, performed in 63 women (92.6%). Three
women with gestational trophoblastic neoplasia
required  methotrexate-based = chemotherapy,
whereas hysterectomy was performed in two
selected women because of clinical indications and
completed family (Table-IID. No maternal death was
recorded during the study period. No case was
included without histopathological confirmation,
ensuring diagnostic consistency across the study
sample.
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TABLE-I

Age, parity, and disease spectrum of gestational
trophoblastic disease cases (n = 68).

Variable n %
Age <20 years 8 11.8
Age 20-30 years 42 61.8
Age >30 years 18 26.5
Primigravida 30 441
Multigravida 38 55.9
Complete hydatidiform mole 46 67.6
Partial hydatidiform mole 17 25.0
Gestational trophoblastic neoplasia 5 7.4

Clinical presentation and ultrasound findings (n = 68).
TABLE-II

Variable n %

Vaginal bleeding 61 89.7
Hyperemesis 31 45.6
Abdominal pain 21 30.9
Uterus larger than dates 14 20.6
Passage of vesicles 10 14.7
Early preeclampsia 6 8.8
Snowstorm appearance on ultrasound 44 64.7
Theca lutein cysts 12 17.6
TABLE-III
Management and summary statistics.

Parameter Value
'(Ie'(\)/;eliLIJ;)tk;sdtetric patients 4.865
Gestational trophoblastic 68

disease cases

Frequency of gestational

0 0 . _
trophoblastic disease 1.40% (95% Cl: 1.10-1.77)

26.7+54
63 (92.6%)

Mean age (years)

Suction evacuation

Methotrexate-based

0,
chemotherapy 3 (4.4%)
Hysterectomy 2 (2.9%)
Maternal deaths 0
DISCUSSION

This study found that the frequency of gestational
trophoblastic disease at GMMMC Teaching
Hospital, Sukkur was 1.40%, or approximately 1
in 71 obstetric patients. The finding indicates that
GTD remains an important obstetric condition in

this tertiary care setting. The rate is comparable
with hospital-based reports from referral centers,
although direct comparison between studies should
be made cautiously because different denominators
and case ascertainment methods are used.'"
'* Hospital-based data are particularly useful for
service planning because tertiary centers often
receive complicated and referred cases.

Complete hydatidiform mole was the commonest
subtype in the present study, whereas vaginal
bleeding was the leading clinical presentation.
These findings are consistent with the classical
clinical profile of molar pregnancy and support the
need for a high index of suspicion in early pregnancy
bleeding.?® Although extremes of maternal age are
recognized risk modifiers, the clustering of cases in
women aged 20-30 years in this series may reflect
the underlying pregnancy distribution in the local
reproductive-age population.?# 14

The findings also underline the importance of
correlating ultrasound with histopathology. Although
a snowstorm pattern was common, recent evidence
shows that ultrasound and routine morphology may
be insufficient for exact subclassification in every
case, particularly for partial moles that can mimic
non-molar pregnancy loss.”*'""'® Therefore, routine
submission of evacuated tissue for histopathological
examination is important, especially in settings
where follow-up may be inconsistent.

From a management perspective, suction
evacuation remained the mainstay of treatment,
and most women received fertility-preserving care.
Methotrexate-based chemotherapy was used for
selected low-risk GTN cases according to unit
practice, while hysterectomy was limited to women
with clinical indications and completed family.
Current recommendations emphasize standardized
protocols, beta-human chorionic gonadotropin
surveillance, contraception  during  follow-up,
and timely referral for persistent or metastatic
disease'3,6,10,15,16,19-22

For local practice, improving discharge instructions,
recall systems, and a GTD follow-up registry
may reduce delays and improve completion of
surveillance. Management of GTD is not limited
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to uterine evacuation; it requires a documented
pathway from suspicion to confirmation, treatment,
counseling, and follow-up. Effective liaison between
emergency obstetric care, ultrasound services,
operating theater teams, pathology, and follow-up
clinics is therefore essential.

The limitations of this study include its single-
institution design and reliance on available hospital
records. Advanced ancillary tests such as p57
immunohistochemistry and short tandem repeat
genotyping were not available for diagnostically
difficult cases. However, the study provides recent
institutional data from a large referral center and
identifies practical areas for service improvement,
including early ultrasound access, routine
histopathology, and organized beta-human chorionic
gonadotropin surveillance.”#17:21-23

CONCLUSION

The frequency of gestational trophoblastic disease
at GMMMC Teaching Hospital, Sukkur was 1.40%.
Complete hydatidiform mole was the predominant
subtype, and vaginal bleeding was the commonest
presentation.  Early ultrasound assessment,
histopathological  confirmation, timely uterine
evacuation, and structured beta-human chorionic
gonadotropin follow-up are important for safe
diagnosis, treatment, and surveillance.

ETHICAL APPROVAL
Ethical approval was obtained from the Ethical
Review Committee (Ref: 563 GMMC/SUK/OBG).

CONFLICT OF INTEREST
The authors declare no conflict of interest.

SOURCE OF FUNDING

This research received no specific grant from any
funding agency in the public, commercial, or not-for-
profit sectors.

Copyright© 21 Oct, 2026.

REFERENCES

1. Gonzalez J, Popp M, Ocejo S, Abreu A, Bahmad HF, Poppiti
R. Gestational trophoblastic disease: complete versus
partial hydatidiform moles. Diseases. 2024; 12(7):159.

Ngan HYS, Seckl MJ, Berkowitz RS, Xiang Y, Golfier
F, Sekharan PK, et al. Diagnosis and management of
gestational trophoblastic disease: 2025 update. Int J
Gynaecol Obstet. 2025; 171(Suppl 1):78-86.

Lok C, van Trommel N, Braicu El, Planchamp F, Berkowitz
R, Seckl M; EOTTD-ESGO-GCIG-ISSTD Guideline
Committee. Practical guidelines for the treatment
of gestational trophoblastic disease: Collaboration
of the European Organisation for the Treatment of
Trophoblastic Disease (EOTTD)-European Society of
Gynaecologic Oncology (ESGO)-Gynecologic Cancer
InterGroup (GCIG)-International Society for the Study
of Trophoblastic Diseases (ISSTD). J Clin Oncol. 2025;
43(18):2119-28.

Soper JT. Gestational trophoblastic disease: Current
evaluation and management. Obstet Gynecol. 2021;
137(2):355-70.

Horowitz NS, Eskander RN, Adelman MR, Burke WM.
Epidemiology, diagnosis, and treatment of gestational
trophoblastic disease: A Society of Gynecologic
Oncology evidenced-based review and recommendation.
Gynecol Oncol. 2021; 163(3):605-13.

Tidy J, Seckl M, Hancock BW, on behalf of the Royal College
of Obstetricians and Gynaecologists. Management of
gestational trophoblastic disease. Green-top Guideline
No. 38. BJOG. 2021; 128(3):e1-e27.

Zhao Y, Cai L, Huang B, Yin X, Pan D, Dong J, et al.
Reappraisal and refined diagnosis of ultrasonography
and histological findings for hydatidiform moles: A
multicentre retrospective study of 821 patients. J Clin
Pathol. 2025; 78(7):483-94.

Bahutair SNM, Dube R, Kuruba MGB, Salama RAA, Patni
MAMF, Kar SS, et al. Molecular basis of hydatidiform
moles: A systematic review. Int J Mol Sci. 2024;
25(16):8739.

Laviola GM, Fortini AS, Salles D, Lourenco CS, Ribeiro
DA, Sun SY, et al. Complementary tool in diagnosis of
hydatidiform mole: Review. Pathol Res Pract. 2022;
237:154041.

. FisherRA, Maher GJ. Genetics of gestational trophoblastic

disease. Best Pract Res Clin Obstet Gynaecol. 2021;
74:29-41.

. Joneborg U. Epidemiology of gestational trophoblastic

disease. Hematol Oncol Clin North Am. 2024; 38(6):1173-
90.

. Joyce CM, Wakefield C, Chen-Maxwell D, Dineen S,

Kenneally C, Downey P, et al. Appraisal of hydatidiform
mole incidence and registration rates in Ireland following
the establishment of a National Gestational Trophoblastic
Disease Registry. J Clin Pathol. 2025; 78(12):822-29.

. Gonzélez Marino MA. A cross-sectional analysis of the

incidence of hydatidiform mole in Colombia. Obstet
Gynecol Int. 2025; 2025:8899358.

. Sikandar B, Rasheed A, Aslam M, Ashfaq A. Frequency

of molar pregnancies in a tertiary care hospital: A review
of pathology department records. Pak J Med Sci. 2026;
42(1):115-20.

2394

NOVEMBER 2026 The Professional Medical Journal 33(11):2391-2395



Gestational Trophoblastic Disease

5

15.

16.

17.

18.

19.

Braga A, Chagas M, Asrani M, Soares JP, Sun SY,
Araujo Junior E, et al. Diagnosis and surgical treatment
of hydatidiform mole. Diagnostics (Basel). 2025;
15(16):2068.

Mclnerney C, McNally O, Cade TJ, Jones A, Neesham D,
Naaman V. Low-risk gestational trophoblastic neoplasia -
20 years experience of a state registry. Aust N Z J Obstet
Gynaecol. 2024; 64(3):223-29.

Chawla T, Bouchard-Fortier G, Turashvili G, Osborne R,
Hack K, Glanc P. Gestational trophoblastic disease: An
update. Abdom Radiol (NY). 2023; 48(5):1793-1815.
Gullo G, Satullo M, Conti E, Ganduscio S, Chitoran E,
Kozinszky Z, et al. Gestational trophoblastic disease:
Diagnostic and therapeutic updates in light of recent
evidence: A literature review. Medicina (Kaunas). 2025;
61(9):1642.

Shahzadi M, Khan SR, Tariq M, Baloch SS, Shahid A,
Moosajee M, et al. Review of current literature on
gestational trophoblastic neoplasia. J Egypt Natl Canc
Inst. 2023; 35(1):37.

21.

22.

23.

Swift BE, Coopmans L, Singh K, Coyle C, Wilkes EH,
Jabbar |, et al. Monitoring complete hydatidiform molar
pregnancies after normalisation of human chorionic
gonadotrophin: National retrospective population study.
BMJ Med. 2025; 4(1):e001017.

Ngu SF, Ngan HYS. GTN diagnosis and staging. Hematol
Oncol Clin North Am. 2024; 38(6):1161-71.

Ngan HYS, Seckl MJ, Berkowitz RS, Xiang Y, Golfier
F, Sekharan PK, et al. Diagnosis and management of
gestational trophoblastic disease: 2021 update. Int J
Gynaecol Obstet. 2021; 155(Suppl 1):86-93.

Braga A, Berkowitz R, Horowitz N. Etiology, natural
history, and management of recent advances in molar
pregnancy. Obstet Gynecol. 2025; 146(4):451-65.

AUTHORSHIP AND CONTRIBUTION DECLARATION

1

Maria Abbasi: Study design, data collection, drafting.

2

Safia Magsood: Supervision, methodology, critical revision.

NOVEMBER 2026 The Professional Medical Journal 33(11):2391-2395

2395



