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Case Report

A case report of medical management prior to surgical intervention in Molar
pregnancy with SVT
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Abstract

Case report

Gestational trophoblastic diseases comprise a
spectrum of premalignant and malignant diseases,
including hydatidiform mole (complete or partial),
placental site trophoblastic tumor, choriocarcinoma
and gestational trophoblastic neoplasia.
Hydatidiform mole is the most common form of
these (1). We report a case of 35-year-old women
in her 5th para with the POA of 12 weeks presented
with the features of thyrotoxicosis complicated
with multiple episodes of SVT found to have molar
pregnancy. She underwent medical cardioversion
and thyroid suppressive treatment in order to
stabilize and prevent perioperative complications.
She underwent surgery and complete recovery
was noted. Even though the definitive treatment
is surgical its essential to consider the medical
management first to stabilize the patient prior to
the surgery.

A pregnant 35-year-old gravida 3 para 5 woman
was admitted with the history of lower abdominal
pain and mild PV bleeding at POA of 12 weeks.
At presentation, she was normotensive, anxious,
tachycardic and diaphoretic. ECG showed
supraventricular tachycardia.
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She was initially managed with adenosine followed
by verapamil. The rhythm was reverted following
verapmail. USS reveled that her uterus filled with
heterogeneous echoic material suggestive of
hydatiform mole. Her serum beta human chorionic
gonadotropin (β-HCG) level measured which
was >600,000 mIU/L. Her serum free T4 level
came as 6.09mIU/ml (0.40 - 4.50) with TSH of
<0.015mIU/L (0.4 and 4.0). She was managed
as H.Mole related thyrotoxicosis and started on
carbimazole and metoprolol. Urgent surgery was
performed as she developed recurrent SVT during
the stay and her thyroid status came back to normal
during the follow up investigations.

Hydatiform mole, Supraventricular tachycardia Discussion
(SVT), Thyrotoxicosis, period of amenorrhea GTD presents with a combination of symptoms
(POA)
such as uterine enlargement greater than gestational
dates, vaginal bleeding, hyperemesis, pregnancyIntroduction
induced hypertension and hyperthyroidism.
Gestational trophoblastic disease (GTD) is a group Clinical diagnosis is based on history, physical
of disorders that may develop following abnormal examination, pelvic ultrasound and serum β-HCG
fertilization (2). The definitive treatment for quantification (>100,000 mIU/mL). Treatment
GTD is surgical evacuation of the trophoblastic is urgent surgical evacuation and curettage, and
tissue (3). In cases of advanced GTD, patients pathologic examination of the curettage specimen
must be evaluated for hyperthyroidism, and their confirms the diagnosis (5).
hypermetabolic status and thyroid function must be The patient’s initial presentation can be explained
optimized prior to surgery to prevent intraoperative by hyperthyroidism, secondary to high secretion
complications (4).
of β-HCG from the trophoblastic tissue. There are
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well-documented evidences of molecular mimicry
between the hCG and TSH subunits.
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