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ABSTRACT

Background: Hydatidiform mole is part of gestational trophoblastic disease that commonly occurs in women 

of reproductive age. Its occurrence in perimenopausal women is rare and often poses diagnostic challenges due 

to atypical clinical presentation, a long interval since the last pregnancy, and low suspicion of pregnancy. This 

condition carries a risk of delayed diagnosis and progression to gestational trophoblastic neoplasia (GTN) if not 

recognized early.

Case Illustration: A 52-year-old woman, G7P5A1, presented with vaginal bleeding for three months prior to 

admission. Examination revealed elevated β-hCG levels, characteristic ultrasound �ndings of a molar pregnancy 

with suspected myometrial invasion, Doppler hypervascularization, and no evidence of metastasis. The patient 

underwent stabilization, blood transfusion, and molar evacuation via curettage. Histopathological examination 

con�rmed partial hydatidiform mole with excessive trophoblastic proliferation. The patient was then scheduled for 

periodic β-hCG level evaluation through serial examinations.

Conclusion: Hydatidiform mole in perimenopausal women requires high clinical vigilance. The integration of 

clinical �ndings, β-hCG testing, ultrasound, and Doppler plays an important role in establishing the diagnosis 

and early detection of suspected malignancy. Adequate post-evacuation monitoring is key to preventing delayed 

diagnosis of GTN and achieving an optimal prognosis.
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INTRODUCTION 

Gestational trophoblastic disease (GTD) 
is a group of neoplasms originating from 
abnormal proliferation of trophoblasts, 
cells that form the main part of the placenta.1 

Histologically, GTD includes premalignant 
forms such as partial hydatidiform mole 
and complete hydatidiform mole, as 
well as malignant forms such as invasive 
mole, choriocarcinoma, placental site 
trophoblastic tumour (PSTT), and 
epithelioid trophoblastic tumour (ETT). 
�e latter three forms are classi�ed 
as gestational trophoblastic neoplasia 
(GTN), which can arise a�er various 
types of pregnancy.2 Although most cases 
of gestational trophoblastic disease have 
an excellent prognosis with appropriate 
management, delayed diagnosis and 
inadequate follow-up can increase 
morbidity and the risk of malignancy.3,4

Hydatidiform mole and GTN in 
premenopausal or perimenopausal 
women are rare, but clinically signi�cant. 
In this age group, abnormal uterine 
bleeding is more commonly associated 
with other gynaecological malignancies 
such as endometrial carcinoma or uterine 
sarcoma, leading to low suspicion of 
gestational trophoblastic disease and 
delayed diagnosis.5,6 Additionally, the 
long interval since the last pregnancy, 
nonspeci�c symptoms, and patients’ 
limited awareness of the possibility of 
pregnancy further complicate diagnosis. 
Advanced maternal age itself is known as 
a risk factor for abnormal fertilization and 
an increased risk of hydatidiform mole 
and progression to GTN.7

�is case report presents a 
perimenopausal woman with partial 
hydatidiform mole accompanied by 
Doppler ultrasound �ndings suggestive of 
malignancy, severe anaemia, and delayed 

post-evacuation monitoring. �is case 
aims to highlight the diagnostic challenges 
of gestational trophoblastic disease in 
perimenopausal women, evaluate the 
role of Doppler ultrasound as an early 
predictor of malignancy, and discuss the 
implications of surgical and chemotherapy 
management on patient prognosis.

CASE ILLUSTRATION

A 52-year old woman was referred to 
Hasan Sadikin Hospital with suspected 
gestational trophoblastic tumour 
accompanied by severe anaemia. �e 
patient complained of vaginal bleeding for 
the past three months, which worsened four 
days before admission with the amount 
of bleeding soaking about two sanitary 
pads per day. �e patient also admitted to 
passing vesicle-like tissue resembling �sh 
eggs. She denied complaints of abdominal 
pain and fever. �e patient knew she had 
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been pregnant for three months based on 
an examination by a midwife, but did not 
seek further evaluation from a physician.

Physical examination revealed that 
the patient’s general condition and vital 
signs were within normal limits, with a 
body mass index of 17.5 kg/m², concluded 
as underweight. Examination of the 
conjunctiva revealed anaemia and the 
uterus was palpably enlarged, consistent 
with a gestational age of approximately 
10–12 weeks. 

Laboratory evaluation on November 
17, 2025 showed the hemoglobin level 
was 5.8 g/dL and hematocrit was 18.6%, 
indicating severe anemia. �e leukocyte 
count was 7,600/µL and platelet count was 
244,000/µL, both within normal limits. 
Quantitative β-hCG level was 56,826.7 
mIU/mL, consistent with pregnancy.

An ultrasound examination displayed 
the uterus in an ante�exed position with 
inhomogeneous density, measuring 7.51 × 
7.29 × 4.60 cm, and no visible endometrial 
line (Figure 1). A vesicular pattern was 
seen within the uterine cavity invading 
the myometrium with a color score of 
+4. No masses were seen in both adnexa. 
No free intra-abdominal �uid was seen. 
�e conclusion of the examination was 
a suspected invasive mole. Additional 
supporting examinations in the form of 
X-rays showed no visible intrapulmonary 
metastasis. However, cardiomegaly was 
found.

A�er clinical and supporting 
examinations, the patient was diagnosed 
with suspected invasive mole with 
severe anemia. Management included 

improving the patient’s general 
condition, administering packed red 
cell (PRC) transfusions to achieve a 
target hemoglobin level of >10 g/dL, 
administering 500 mg of tranexamic 
acid three times a day intravenously, 
and planning for mole evacuation. �e 
procedure yielded approximately 70 grams 
of retained conception tissue. Bleeding 
during the procedure was controlled, with 
intraoperative bleeding approximately 50 
cc.

On December 2, 2025, the patient 
underwent a follow-up visit to the 
Oncology Clinic, and a quantitative β-hCG 
examination showed 31,288.8 mIU/mL. 
�e anatomical pathology examination 
concluded a partial hydatidiform mole 
with excessive trophoblast proliferation. 
Further management includes regular 
quantitative β-hCG examinations and 
education to the patient and family 
regarding the disease, monitoring plans, 
and adherence to follow-up checks.

DISCUSSION

In this case, the patient presented with 
three months of increasingly severe 
vaginal bleeding, accompanied by the 
passage of tissue resembling a “�sh egg 
vesicle”, a classic feature of hydatidiform 
mole. �e β-hCG level, which reached 
56,826.7 mIU/mL, was relatively high 
and inconsistent with the presentation 
of a normal pregnancy at the expected 
gestational age, thus raising suspicion of 
gestational trophoblastic disease.

Gestational trophoblastic neoplasia 
(GTN) is a spectrum of malignancies 
arising from abnormal trophoblastic 
proliferation and classically associated 
with women of reproductive age a�er 
molar or non-molar pregnancies. GTN in 
perimenopausal women is rare and o�en 
presents a diagnostic challenge due to its 
atypical clinical presentation, long time 
interval since the previous pregnancy, 
and overlap with other more common 
gynecologic malignancies. Abnormal 
uterine bleeding in this age group is more 
o�en attributed to endometrial carcinoma, 
leiomyosarcoma, or benign structural 
abnormalities, so suspicion of GTN and 
appropriate diagnostic processes are o�en 
delayed.8

Doppler ultrasonography has 
emerged as a valuable adjunct imaging 
modality in the evaluation of gestational 
trophoblastic disease, particularly GTN, 
due to its ability to assess tumor-related 
neovascularization. GTN is characterized 
by intense angiogenesis and the formation 
of arteriovenous shunts, resulting in a 
hypervascular appearance with low-
resistance blood �ow on Doppler 
examination. Several studies have shown 
that a decreased uterine artery resistance 
index (RI) and pulsatility index (PI), as well 
as a disorganized intramyometrial vascular 
pattern, are closely associated with invasive 
disease and malignant transformation. 
�ese Doppler abnormalities can appear 
early in the disease course and, in some 
cases, precede biochemical progression 
detected by serial β-hCG measurements.9

�e role of Doppler ultrasonography as 
an early predictor of GTN is particularly 
relevant in post-molar monitoring and in 
patients with poor compliance or delayed 
biochemical follow-up. Persistence of 
low-resistance blood �ow in the uterus 
or intramyometrial lesions a�er uterine 
evacuation has been reported to correlate 
with the development of GTN, while 
normalization of the Doppler index is 
associated with spontaneous remission. 
Furthermore, in non-malignant cases, 
improvement in Doppler �ndings has 
been reported to occur earlier than 
normalization of β-hCG levels, supporting 
the potential of Doppler as an early 
warning marker. In perimenopausal 
women, who physiologically have a 
lower uterine vascularity, the discovery Figure 1. 	 Gynecologic Ultrasound
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of marked hypervascularity is an unusual 
�nding and should raise suspicion of 
trophoblastic malignancy rather than 
benign processes or age-related changes.9 

Despite its advantages, Doppler 
ultrasonography cannot be used as a sole 
diagnostic tool. Overlapping vascular 
features can occur in other conditions 
such as retained gestational tissue, uterine 
arteriovenous malformations, and other 
uterine malignancies. Furthermore, the 
Doppler parameters used vary between 
studies, and there is no universally 
agreed-upon threshold value, limiting 
the reproducibility of results. �erefore, 
Doppler �ndings must be interpreted 
comprehensively in conjunction with the 
clinical presentation, serum β-hCG levels, 
and histopathological con�rmation.10,11

Evacuation of hydatidiform mole is 
most recommended by suction dilation 
and curettage (D&C), preferably using 
ultrasound guidance, regardless of 
uterine size, especially in patients who 
wish to preserve their fertility. �e use 
of prostaglandins for cervical ripening is 
not recommended, as they can stimulate 
uterine contractions and increase 
the risk of trophoblastic embolism 
to the lungs. Hysterectomy is rarely 
recommended, unless the patient desires 
permanent sterilization or is approaching 
menopause.12

�e main challenge in surgical 
management is the risk of massive bleeding, 
which is related to the highly vascularized 
mole tissue. �is is particularly relevant 
in this patient, who presented with severe 
anemia (Hb 4.9 g/dL) due to chronic 
vaginal bleeding. �is condition requires 
prior hemodynamic stabilization with 
packed red blood cells (PRBC) transfusion 
before safe evacuation can be performed.13 

Approximately 15–20% of patients with 
complete moles and 4–6% with partial 
moles may develop GTN a�er evacuation. 
Because there are no early clinical signs 
to predict this, regular monitoring of 
β-hCG levels is the gold standard. Tests are 
performed every 1–2 weeks until β-hCG 
levels become undetectable, to detect the 
presence of persistent trophoblastic tissue 
that characterizes GTN.12

A study by Desmarais et al. analyzed 
the e�ect of initial management with 
hysterectomy compared with uterine 
evacuation on the incidence of post-

molar GTN and the need for further 
chemotherapy in women aged ≥ 40 years 
with complete hydatidiform mole. �e 
results showed that hysterectomy was 
associated with a signi�cantly reduced 
risk of GTN and a lower chemotherapy 
requirement compared with uterine 
evacuation. �ese �ndings indicate 
that hysterectomy can be considered 
as an alternative initial therapy in this 
patient group, especially in women who 
no longer desire to preserve fertility. 
However, although the oncological 
outcomes between the two approaches 
are relatively comparable, consideration 
of the surgical aspects is still necessary 
because hysterectomy is associated with 
procedural complications, particularly an 
increased need for concentrated red blood 
cell transfusions.14

CONCLUSION 

Hydatidiform mole in perimenopausal 
women is a rare condition and o�en 
di�cult to diagnose due to atypical 
symptoms and low suspicion of pregnancy. 
A combination of clinical �ndings, β-hCG 
levels, ultrasonography, and Doppler are 
essential for early detection of possible 
trophoblastic malignancy. Doppler 
examination can help raise the suspicion 
of malignancy in perimenopausal women. 
Close post-evacuation β-hCG monitoring 
is essential to ensure timely diagnosis and 
a good prognosis.
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