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 المصلي عقب الرحى العدارية في عينة من B – HCGيجابية قيم إ تراجع راسة د
  )2009 – 2007( بين المدةشفى دار التوليد الجامعي بدمشق في ست ميضاتمر
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 الملخص
 فـي   HCGرتفاع مـستوى    ا الحملية هي عبارة عن شذوذات تتصف ب        الغاذية الأرومة أمراض: وهدفه  البحث خلفية

 أمـراض و سليمة أمراض الغاذية  الحملية إلى      الأرومة أمراض وتصنف   ،المصل ومجموعة من الأعراض السريرية    
عينة من مريضات  في الجزئية و الرحى العدارية التامةيضاتعند مر B-HCGتقويم منحنى التراجع لمستوى   .خبيثة

   .دار التوليد بدمشقشفى ستم
ت المحـولات  وية مـن جميـع المريـضا   أخذت عينات دم )دراسة مستقبلية(في هذه الدراسة  :هقائوطر ثالبحمواد  

 المـدة  بـين   النساء الجامعي بدمـشق أمراضلتوليد وستشفى ام في  الغاذيةالأرومة أمراضشعبة  ى  إل والمراجعات
 Enzyme Linked Fluorescent بطريقـة الإفـراغ في المصل بعد  B-HCG اس مستوى وذلك لقي؛)2009 - 2007(

Assay (ELFA).  
  الرحـى العداريـة   وأربعين حالة من مريـضات تسعٍ  المصلي في   B-HCG التراجع العفوي لمستوى     جرى :جائالنت

  مستوى شخصت على أسـاس  %) 18.3(لعدارية  ـة من الرحى ا   حال ةإحدى عشر  التجريف، وهنـاك    بعد%) 81.7(
B-HCGة المستمر الغاذية الأرومة أمراض المتتابع ب.  
 واحدة لبية سأن في زمن المتابعة بين الرحى العدارية التامة والرحى العدارية الجزئية، كما اختلاف لا يوجد:اجالاستنت

   . الرحى العداريةيضات في مر التراجعكافية لتأكيد متابعة بعد التجريف B-HCGلمستوى 
، الرحى العدارية التامة، الرحى     الإنسانية الحملية، الحاثه النخامية المشيمية      غاذية ال الأرومة أمراض :كلمات مفتاحية 

  .العدارية الجزئية
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Study of Serum B-HCG Positivity Regression after Hydatidiform 
Mole in a Sample from the Department of Obstetrics & 

Gynecology at Damascus University Hospital  
 
 
 
 
 

Mohammad A. Bashabsheh*                           Bashar Al-Kurdi** 

Abstract  
Background & Objective: Gestational trophoblastic disease is a group of disorders characterized by 
elevated HCG, a constellation of clinical symptoms, and may be classified into benign and malignant 
conditions . 
To evaluate spontaneous regression curves of B-HCG in patients with complete mole and partial mole. 
Materials & Methods: This prospective study conducted between the period 2007-2009 at the Obstetrics 
and Gynecology hospital at Damascus University. 
Blood samples were obtained from all patients referring or presenting to Obstetrics and Gynecology 
hospital at Damascus University to measure the levels of serum B-HCG by Enzyme linked Fluorescent 
Assay (ELFA). 
Results: 49 hydatidiform moles (81.7%) presented spontaneous remission of the disease. 
There are 11 cases of hydatidiform mole (18.3%) diagnosed as persistent trophoblastic disease based on 
serial levels of B-HCG. 
Conclusion: In this study there is no different follow up time for complete mole and partial mole, and a 
single undetectable HCG level post evacuation is sufficient follow up to ensure remission in patients with 
Hydatidiform mole. 
Key words :Gestational trophoblastic disease, Human chorionic gonadotropin, complete mole and Partial 
mole. 
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Introduction & Literature review 
The hydatidiform mole is classified into two types 
based upon gross morphology, histopathology and 
chromosomal pattern [1].  
Complete mole is characterized by diffused swelling 
of the chorionic villi with diffused trophoblastic 
hyperplasia, and is not associated with fetal tissues. 
The most karyotype of complete mole is 46XX and 
about 10 % have a 46 XY [2, 3]. Partial mole is 
characterized by focal swelling of the chorionic villi 
with focal trophoblastic hyperplasia, and is associated 
with fetal tissues [4].  
Since the reports by Delfs [5] and Brewer et al [6], the 
importance of human chorionic gonadotropin (HCG) 
determinations following evacuation of a hydatidiform 
mole to detect trophoblastic disease has been 
universally recognized. The recent development of 
serum radioimmunoassay specific for the B subunit of 
HCG provides a sensitive, specific and economic 
means of performing follow up [7].  
This marker (HCG) can be used effectively to 
diagnosed post molar gestational trophoblastic 
neoplasia (GTN), assess treatment response, and 
detect recurrent disease. 
After evacuation, HCG levels are monitored at least 
every two weeks until they are undetectable. 
The American College of Obstetrician and 
Gynecologists currently recommends HCG follow up 
evaluations at monthly intervals for 6 months 
thereafter [8].       It was found that the risk of GTN for 
patients whose HCG level declined     below 50 
mIU/ml during third to seventh week following molar 
evacuation was < 3.4%. An HCG level >2.000 
mIU/ml at any point during week 3-8 after molar 
evacuation conferred at least a 50% risk of GTN and 
an HCG  level >200 mIU /ml during the same period 
conferred at least a 35% risk. An HCG level >50 
mIU/ml after the fourth week following molar 
evacuation conferred a GTN risk of at least 25% [9].  
The duration of human chorionic gonadotropin 
surveillance for partial hydatidiform moles had been 

studied and the results support the suggestion that a 
single undetectable human chorionic gonadotropin 
level after evacuation is sufficient follow up to ensure 
remission in patients with partial hydatidiform moles 
[10].  
It was found that women whose HCG level declined 
below 50 mIU/ml during their follow up were found to 
be at no more than 1.1% risk for developing persistent 
gestational trophoblastic neoplasia, irrespective when 
this level was reached, women whose HCG levels 
were below 200 mIU/ml in the fourth week after 
evacuation (59.8% of all women), or below 100 
mIU/ml in the sixth week after evacuation (65.8 % of 
all women), had a risk of persistence below 9%  HCG 
levels below 2,000 mIU/ml in the fourth week after 
evacuation (13.3%  of women) were associated with a 
63.8% risk of developing persistent disease. 
 It was concluded that these data may allow clinicians 
to evaluate the risk of persistence disease of their 
patients with complete molar pregnancy have based on 
early HCG results after molar evacuation; in the fourth 
week after evacuation 59.8% of women may be 
counseled that their risk of developing persistent GTN 
is substantially reduced form their base line. Whereas 
13.3% of women may be warned that their risk of 
developing persistent GTN is greater than 50% [11].  
 It was reported that spontaneous regression in (HCG) 
positivity in serum is more rapid in patients with 
partial hydatidiform mole and slower in complete 
hydatidiform mole and invasive mole. There is no 
significant change in malignant potential regarding 
early detection and treatment [12]. 
Materials and Methods 
Between the period 2007 - 2009 at the Obstetrics and 
Gynecology Department of Damascus University 
Hospital, 60 cases of hydatidiform mole were 
followed histological specimens and analysis for all 
cases. 
Hydatidiform mole was classified as complete mole or 
partial mole according to gross and microscopic 
criteria table 1 [13, 14].  

Table 1: Hydatidiform mole (2007-2009) 
Total patients observed N = 60    % 
Complete mole 24 40% 
Partial mole 36 60% 
Persistent gestational trophoblastic disease  11 18.3% 
Post complete mole 7 29.2% 
Post partial mole 4 11.1% 

 
After evacuation of the mole, all patients were 
followed by serial B-HCG with Enzyme Linked 
Fluorescent assay (ELFA), monitoring of  B-HCG  

started every two weeks after evacuation of the mole 
until B-HCG was undetectable three times running, 
then monthly for 6 months, then every two months for 
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the remaining period (which is 6 months) if  remission 
was spontaneous. 
All patients, who were evacuated by suction curettage 
and sharp curettage, must      use barrier or natural 
contraceptive methods until B-HCG is no longer 
detectable. 
After that, those who wish to use contraceptive 
methods prescribed the bill or IUD. When the B-HCG 
is no longer detectable for a year, pregnancy is 
allowed again. 

Results 
49 hydatidiform moles (81.7%) presented spontaneous 
remission of the disease. 
The B-HCG levels fell below the sensitivity of the 
assay method in 36 patients (73.5%) within 60 days of 
evacuation, and in 6 patients (12.2%) between         61 
– 90 days and in 7 cases (21.9%) between 91 – 120 
days. 

 

Table 2: Time intervals until B-HCG titers returned to normal levels in 49 cases with spontaneous 
remission (2007 – 2009) 

Interval Complete mole  
remission % 

Partial mole  
remission % 

30 – 60 days 17       70.8% 22      88.8% 
61 – 90 days 3         17.6% 3        9.4% 
91 – 120 days 0         % 7       21.9% 

In 11 (21.9%) cases a diagnosis of persistent gestational trophoblastic disease based on the B-HCG profile table 
3. 

Table 3: Indications of chemotherapy treatment during follow up period 
Indication Complete mole  

N = 7% 
Partial mole 
N = 4% 

Raised B-HCG 2      28.6%    -----    
B-HCG plateau 5      71.4% 4      100% 
Total 7 4 

All cases of persistent gestational trophoblastic 
disease received chemotherapy, 9 cases received 
methotrexate and folinic acid, 4 (low risk) cases of 
partial mole and 5 (low risk) cases of complete mole 
[14]. Two patients of complete mole (high risk) 
received EMA - CO regimen [15] because their B-HCG 
showed increase or plateau in the HCG levels during 
the follow up period. 
Discussion 
The findings of this study confirm that Hydatidiform 
mole patient which has a limited number of patients 
11 (18.3%) need to be given chemotherapy according 
to the follow up of serum B-HCG. 
In contrast, no treatment was given to patients with 
detectable B-HCG but constantly diminishing levels 
of B-HCG. 
After evacuation of complete mole, 15 – 20 % has 
been reported to develop persistent tumor [16, 17] in 
contrast, post molar tumor occurs after partial mole in 
4 – 9 % [18, 19]. 

After evacuation of a complete mole, HCG levels may 
predict the risk               of persistent disease; levels of 
HCG after evacuation may be employed             by 
clinicians to either reassure patients that they are low 
risk of persistence,           
Or to identify patients at high risk of persistent 
disease. If patients are at high risk of developing 
persistent disease and are at high risk of in complete 
follow up, they may benefit from empiric 
chemotherapy [11].  
Deaths from this disease are very rare today among 
patients included in             a program of post molar 
biochemical surveillance and are encountered almost 
exclusively in countries where no such organization 
exists [20, 21].  
Conclusion 
In this study there is no different follow up time for 
complete mole and partial mole, and a single 
undetectable HCG level post evacuation is sufficient 
follow up to ensure remission in patients with 
Hydatidiform mole. 
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