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Objective: This study investigated the incidence of gestational trophoblastic disease (GTD) in Tokat province, Turkey.

Material and Methods: The medical records of patients who had been diagnosed and treated at one university hospital, six government hospi-
tals, and one specialist hospital in Tokat province between January 2005 and December 2012 were evaluated retrospectively.

Results: During the study period, there were 59,754 births and GTD was diagnosed in 73 cases. The calculated GTD incidence was 1.22/1000.
The mean age of the patients diagnosed with GTD was 28.6+7.3 (range 17-51) years. In GTD, complete moles occurred in 26%, partial moles in
74%, and no invasive moles, choriocarcinomas, or placental site trophoblastic tumours were found. Only two patients received chemotherapy
(methotrexate). There was no mortality associated with the disease during follow-up.

Conclusion: The incidence of GTD in Tokat province was 1.2 per 1000 births. Early diagnosis, treatment, and follow-up play a critical role in pre-
venting the morbidity and mortality associated with disease. The incidence of GTD, which has a high recovery rate with adequate treatment and

follow-up, can be determined from regional and community-based research. (J Turk Ger Gynecol Assoc 2014; 15: 22-4)
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Introduction

Gestational trophoblastic disease (GTD) is classified histo-
pathologically as complete or partial mole, invasive mole,
placental site trophoblastic tumour, and gestational chorio-
carcinoma (1). Menarche age, parity, first pregnancy age,
mole pregnancy history, time interval between previous preg-
nancies, genetic factors, malnutrition, viral infections, and
socioeconomic level all predispose to GTD (2). The aetiology
is not clear, but the disease is characterised by abnormal
gametogenesis, fertilisation, and malignant transformation of
trophoblastic tissue.

The incidence of GTD differs across geographic regions. The
reported GTD incidence was 0.3-16 per 1000 pregnancies in
Turkey, 0.6-1.2 in Europe and North America, 0.2-4.6 in Latin
America, and 3.2-5.8 in Middle East countries (3, 4). This study
determined the incidence of GTD in Tokat province, Turkey.

Material and Methods

This study was performed between January 2005 and
December 2012 and patients were collected from one univer-
sity hospital, six government hospitals, and one private hospi-
tal in Tokat. The study protocol was approved by the Medical

Ethics Committee and informed consent was taken. The
patients diagnosed with GTD were confirmed histopathologi-
cally. Epidemiological data, laboratory and pathology results,
and follow-up examination findings were obtained from the
patients’ records. Some information was obtained by tele-
phoning patients when it was missing from the records. GTD
was classified as complete and partial mole, invasive mole,
placental site trophoblastic tumour, and gestational chorio-
carcinoma. Patients diagnosed with GTD were evaluated
according to their age, pregnancy, birth, abortion number,
and histopathology. All data were analysed using “PASW
Statistics version 18.0” (PASW, Chicago, IL, USA). Data were
given as mean=SD (standard deviation) and n (%).

Results

Between January 2005 and December 2012, there were
59,754 births in Tokat province. During this period, 73 cases
were diagnosed as GTD histopathologically. The calculated
GTD incidence was 1.22 per 1000 births. The mean age of
the diagnosed patients was 28.6+7.3 (range 17-51) years.
Many patients were aged 20-29 years (Figure 1). The mean
numbers of pregnancies, births, and abortions were 3.5+2.9
(range 1-15), 1.3%=1.4 (range 0-5), and 1.1+2.3 (range 0-13),
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respectively. There was no history of molar pregnancy in any
case. Comparing blood types, 45.9% were type A, 21.3% were
type B, 31.1% were type O, and 1.6% were type AB. Vacuum
curettage was performed in all patients for diagnosis and treat-
ment. Histopathologically, 26% were complete moles, 74%
were partial moles, and there were no invasive moles, chorio-
carcinomas, or placental site trophoblastic tumours (Figure 2).
Two patients were treated for non-metastatic disease with
single-agent chemotherapy (methotrexate) (Emthexate; Med
llac, istanbul, Turkey) and were cured. No hysterectomy was
performed in any patient and there was no disease-dependent
mortality during the follow-up period.

Discussion

Gestational trophoblastic disease, which arises from the abnor-
mal proliferation of trophoblasts, is seenin 0.6-11.5 per 1000 preg-
nancies; however, this ratio differs among communities (2, 5, 6).
The suggested GTD incidence is 0.3-16 per 1000 gestations (4).
The incidence of GTD also differs among regions in Turkey. The
incidence is 12.1 per 1000 births in Sanhurfa, 8.1 in Van, 1.78
in Ankara, 3.35 in Konya and 5.9 in Istanbul (7-11). The reason
for the increased GTD incidence in these cities might be the
fact that these studies were performed in referral centres (10).
Ozalp et al. (12) conducted a society-based study, and found
an incidence of 0.8 per 1000 live births and 0.6 per 1000 preg-
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nancies. Our study is the first conducted in Tokat and the GTD
incidence was 1.22 per 1000 live births. It is apparent that the
GTD incidence is lower when studies are based on large com-
munities.

Cetin et al. (13) found that the incidence of GTD was 6.60 per
1000 births in Sivas province, so the incidence differs among
regions. This rate is approximately six-fold higher than in our
study. In comparison, Malatyalioglu et al. (14) reported a GTD
incidence of 0.3 per 1000 pregnancies in Samsun. Unlike other
studies, however, they calculated the incidence using the num-
ber of pregnancies, not births. Given the differences among
regions, the incidence can differ between two cities, possibly
because the calculation can be based on the number of preg-
nancies or births.

In our study, GTD was most common in the third decade of life
and the mean patient age was 28.6+7.3 (range 17-51) years. In
the literature, the disease is usually seen during the early and
late fertility periods, i.e. younger than 20 and older than 35 years
(15, 16). GTD in Turkey usually occurs at ages from 19-35 years
(11, 17). We found that blood type A (45.9%) was the most fre-
quent, and this is the most common maternal blood type A in
the literature (8, 11).

Vacuum curettage, hysterectomy, and chemotherapy are usu-
ally used to treat GTD. In our study, vacuum curettage was
performed in all patients, while no hysterectomies were done.
In the literature, hysterectomy is usually used to treat old grand
multiparity patients because malignant degeneration increases
with age and the risk decreases from 20% to 3-10% with hyster-
ectomy (18, 19).

Chemotherapy is given if the 3-hCG level plateaus or increases
or stays high for more than 6 months, choriocarcinoma is
diagnosed histologically, or metastatic disease is present (20).
Chemotherapy is based on the anatomical staging of the Inter-
national Federation of Gynecology and Obstetrics (FIGO) and a
prognostic scoring system devised by the World Health Organ-
isation and modified by FIGO. Methotrexate or actinomycin is
usually used as a single agent, while methotrexate, actinomycin-
D, and cyclophosphamide (MAC) or etoposide, methotrexate,
actinomycin-D, cyclophosphamide, and vincristine (EMA-CO)
combinations are used as multiple treatment modalities (21).
Cures are obtained in 100% of the low-risk group and 80-90% of
the high-risk group (20, 22, 23). In our study, only two patients
were treated with methotrexate because of persistent $-hCG.
No chemotherapy-dependent morbidity occurred.

In conclusion, the incidence of GTD in Tokat province was 1.22
per 1000 births. Early diagnosis, treatment, and follow-up are
important to prevent morbidity and mortality. We believe that
sufficient treatment and follow-up will facilitate the cure of
GTD and the incidence can be calculated more accurately by
performing broad community-based studies.
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