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The clinical significance of detecting serum hyperglycosylated hCG in gestational trophoblastic disease
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[Abstract] Objective To investigate the clinical significance of hyperglycosylated human chorionic
gonadotropin (hCG)/invasive trophoblast antigen (ITA) in diagnosis and monitoring of gestational trophoblastic
disease(GTD). Methods The serum levels ITA, F-B-hCG and total hCG of 59 cases of GTD patients [includ-
ing 33 cases of hydatidiform mole and 26 cases of gestational trophoblastic tumor (GTT)] and 55 cases of normal
pregnancy were detected by Nichols automatic chemo—immunity luminescence analyzer, Wallac automatic im-
munity analyzer and DPC immunity analyzer and the ratio of ITA/total hCG, F-B~hCG/total hCG were calculat-
ed. Results 1TA/total hCG: hydatidiform mole group was (14.72£5.15)%, GTT group was (23.50+11.39)%,
normal pregnancy group was (7.29+3.50)%. F-B-hCG/total hCG: hydatidiform mole group was (0.93+0.42)%,
GTT group was (3.51£1.76)%, normal pregnancy group was ( 0.64+0.28)%. The ratio of ITA/total hCG and F-
B ~hCG/total hCG in hydatidiform mole group and GTT group were both significantly higher than in normal
pregnancy group (P all< 0.05), and in GTT group were significantly higher than in hydatidiform mole group(P
all< 0.05).There was a positive correlation between the level of ITA/total hCG and the proliferation degree of
trophocyte in 32 cases of hydatidiform mole patients. There was no statistical difference in the level of ITA/to-
tal hCG between period I and period Wl of 25 cases patients with GTT. Conclusion The level of ITA is an im-
portant index for the diagnosis and treatment of GTD.
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ITA £ hCG ITA/ % hCG
459 k8
(ng/ml) (ng/ml) (%)
EHERA 55 655.64£322.32 10192.57+4343.40 7.29+3.50
WERA 33 4917.67+2958.94 33879.60+15256.58 14.7245.15
GIT 4 26 3979.73:2874.28 21533.93£14155.25 23.50+11.39
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#2 GID A% M 5IEH%ERAMF F-B-hCG . & hCG KT K F-B-hCG/# hCG thik (xs)

@5 - F-B-hCG £ hCG F-B-hCG/ % hCG
(ng/ml) (ng/ml) (%)
EFERA 55 63.50+28.30 10192.57+4343.40 0.64:0.28
WE B 33 300.84+180.15 33879.60+15256.58 0.93+0.42
CTT4 26 245.31£174.50 21533.93114155.25 3.51£1.76
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