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A molar pregnancy accompanying a living fetus in a twin 
pregnancy with persistence of the molar pregnancy after 

uterine evacuation a clinical dilemma with a good outcome: 
A Case Report
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ABSTRACT

Introduction: Molar pregnancy as an abnormal 
gynecological condition and a devastating event 
to the physician and the mother. Some races 
have been shown to have a higher incidence of 
that. Moreover, Incidence have varied between 
nations. The presence of a molar pregnancy 
accompanying a normal living fetus is a very 
rare presentation that is way more devastating 
to the mother and her physician as it has been 
associated with many medical problems plus an 
increased risk of persistence and the development 
of metastatic disease. Case Report: A 38-year-old 
female G5P3+1 who had a previous single cesarean 
section came from another facility on her 10th 
week of gestation as a case of vaginal bleeding 
which was discovered to be a twin pregnancy 
containing a normal fetus and an accompanying 
molar pregnancy. What made it worse is that she 
developed hyperthyroidism which was very hard 
to be treated by medications. Her thyroid status 
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went back to normal after the final treatment. 
Unfortunately, she went back with persistent 
disease that was treated with chemotherapy until 
full recovery. Conclusion: Females who present 
with such cases are at an extremely high risk of 
many medical problems that need to be solved 
in order they get the best management. Treating 
expectantly may be considered in option in case 
the mother’s life is not at risk and the fetus is 
well developed. If any risk is present evacuation 
is the best option. Moreover, persistent disease 
is another catastrophe that needs to be treated 
wisely in order to achieve full recovery. 
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INTRODUCTION

Molar pregnancy is considered one of the devastating 
abnormal gynecological conditions that represent a 
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significant burden as a part of the wide spectrum of 
gestational trophoblastic diseases. It has been found 
to be more common in women from South Asia with a 
higher risk for recurrence in such populations, which also 
showed some nutritional and socioeconomic factors [1]. 

Incidence was found to vary between nations and 
world regions. For instance, it has been shown to be 1 to 
2 per 1000 pregnancies in Europe and the United states, 
which is very low in comparison to Pakistan where the 
incidence according to one study was found to be 28 per 
1000 live births [2][3].

Twin pregnancy with the coexistence of a hydatidiform 
mole is a rare presentation with a reported incidence 
of 1 in 22 000 – 100 000 pregnancies. This unusual 
phenomenon is now being seen more commonly due to 
the rise in ovulation induction [4]. 

We are reporting a 38-year-old woman G5p3+1 
with previous single cesarean section. She came with 
spontaneous unplanned pregnancy. She presented in her 
10th week of gestation as a case of vaginal bleeding which 
was found to be a twin pregnancy with a one normal fetus 
and other molar pregnancy. This was treated with suction 
and curettage. Unfortunately, the patient developed 
persistent disease that was treated with chemotherapy 
until full recovery was achieved.

CASE REPORT

A 38-year-old female G5P3+1 who had a single 
cesarean section in her first pregnancy due to failure 
to progress that is followed by two uncomplicated 
spontaneous vaginal deliveries. She presented to our 
institute after being transferred from a private hospital 
in the same region as a case of twin pregnancy with 
suspected molar pregnancy. 

She was in her usual state of health on her 10th week 
of gestation until she started to develop a sudden onset of 
mild vaginal bleeding that was on and off in nature and 
progressed through out the 10th week in which she started 
seeking help for her problem. This episode of bleeding 
was associated with nausea and vomiting of whatever 
she ate and a subjective complain of palpitation. At the 
beginning her hemoglobin was 12 which later decreased 
to 10 in two weeks and eventually to 8.5 after one month. 

On gross examination, specimen consisted of multiple 
fragments of dark brown soft tissue with blood clots 
measuring 14 x 13 x 2 cm and weighing 200 grams. It 
showed a grape-like vesicle distended with clear fluid. 
Fetal part was also identified composed of long and foot. 
Heel to foot measured 1.2 cm.

Specimen was received in 1 NBF container labeled with 
the patient’s name, hospital number as “placental tissue”. 
It consisted of fragmented placental tissue measuring 
10 x 8 x 2 cm in aggregate and weighing 100 grams. 
Multiple grape-like vesicles were also present. Some of 
the fragments were covered with fetal membrane. Fetal 
part was identified without umbilical cord.

Specimen was received in 1 NBF container labeled 
with patient’s name, hospital number as “fetus tissue”. 
It consisted of fragmented fetal tissue composed of 
head and rip cage measuring 8 x 4 x 2 cm in aggregate. 
Two fragments of placental tissues were also identified 
measuring 5 x 4.5 x 1 cm in aggregate.

On microscopic examination, sections revealed 
markedly large edematous chronic villi, some were showing 
central cellular cisterns. Circumferential trophobastic 
hyperplasia was seen mainly the syscytiotrophoblasts 
with atypia. Extra-villous trophoblastic proliferation was 
also noted. Trophoblasts inclusion within the stroma was 
seen. No normal villi were seen.

Sections from the placental tissue showed normal sized 
villi without edema. Section from the vesicles showed 
large edematous villi with circumferential haphazard 
trophoblasts hyperplasia. Fetal part was identified.

P57 immunohistochemical staining showed negative 
staining in the villous trophoblastic cells and also in the 
villous stromal cells. Only extra-villous intermediate 
trophoblasts are positive. These findings were consistent 
with complete molar pregnancy. The diagnosis were 
interpretated as complete mole in molar tissue and 
placental tissue, while fetal parts were present in 
placental tissue. Immature placental tissue and fetal parts 
were identified in the fetal tissue. The fetal parts and the 
normal placental tissue were from the second twin.

On her 13th week of gestation the plan by her primary 
consultant was to transfer her to a tertiary center to do 
more investigations as her ultrasound had shown an 
accompanied vesicles with a normal living fetus. At our 
institute a more complicated fetal medicine ultrasound 
was done and it showed a molar pregnancy accompanying 
a normal living fetus in the form of twin pregnancy which 
was confirmed by an MRI (Figure 1). Amniocentesis was 
done to confirm the diagnosis. During these devastating 
events, her thyroid hormones where very high resulting 
in an increase in her heart rate in which it was partially 
managed medically. 

On December the 10th, 2015 she was emergently 
booked for suction and curettage in which the living 
fetus was extracted and the molar vesicles were sucked. 
Afterwards, curettage was done to insure the complete 
evacuation of the uterus. Partial hydatiform mole was 
assured by histopathology. She tolerated the procedure 
very well (Figure 2, 3, 4).

At admission, Beta-Human Chorionic Gonadotropin 
(BHCG)  was 798,534 (mIU/ml), which dropped very 
fast two days after the procedure to 15000 (mIU/ml). 
Unfortunately, BHCG started to increase again to 74393 
(mIU/ml) on December the 12th and persisted to increase 
in which it was 43326 (mIU/ml) on December the 20th 
and 44295 (mIU/ml) on December the 27th. Immediate 
oncology consultation was done, as persistent molar 
pregnancy was the obvious diagnosis then. Luckily, a 
complete body screening was negative for metastasis. 

Under Gynecological oncology care she was started 
on methotrexate in which she was followed on weekly 
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bases. On May 23, 2016, five months later and BHCG was 
negative. Full recovery was achieved after these stressful 
events and the patient is now living fine.

DISCUSSION

Molar pregnancy as a gynecological emergency is 
considered a rare problem that needs to be taken seriously 

and treated with care. Patients usually present with 
vaginal bleeding which in rare cases may be accompanied 
by anemia, uterine enlargement, pre-eclampsia, 
hyperemesis, hyperthyroidism or even respiratory 
distress [5]. In our presenting case, the patient was fine 
until she started to develop complications a sudden 
onset of hyperthyroidism causing high blood pressure 
that wasn’t responsive to any known antihypertensive 
medications. 

Talking about diagnosis, simple routine first trimester 
ultrasound with the classical finding of a snow storm 
appearance within the uterus accompanied by BHCG 
measurement are the diagnostic methods of this disease 
[6]. 

Progression to cancer and distant metastasis are 
rare complications. It is ideally and safely treated with 
evacuation precisely suction dilatation and curettage 
(D&C) under ultrasound guidance to insure adequate 

Figure 1: MRI showed a molar pregnancy accompanying a 
normal living fetus in the form of twin pregnancy.

Figure 2: The molar pregnancy vesicles.

Figure 3: The fetus.

Figure 4: The placental Tissue.
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emptying of the uterine contents [7]. BHCG levels should 
be followed up after evacuation until normal levels are 
achieved. A rare complication to Molar pregnancy is 
the Persistent mole that requires chemotherapy (Ex. 
Methotrexate) and extensive follow up plan to avoid 
bad sequelae [8]. In our case the patient was found 
incidentally to have a partial mole accompanying the 
normal pregnancy after a sudden onset of vaginal 
bleeding. These pregnancies were found to be associated 
with a very high risk of preterm labor even though it has 
been described in literature that many cases reach term 
and deliver a viable fetus [9]. 

It has been proposed in the past that the ideal treatment 
of such cases is termination as there is an increased risk of 
persistence of the molar pregnancy with some increase in 
malignancy and metastatic disease that is more than usual 
molar pregnancies. However, continuation of pregnancy 
until full term has been accepted as a choice in some cases 
under some circumstances in which the mother is under 
conditions of a very precise and well- controlled maternal 
complications and the presence of a normal healthy living 
fetus and of course after discussion the options with the 
patient and getting into agreement with her [10]. In our 
presenting case, this lady had a lot of devastating events 
associated with the disease itself so the plan was clearly to 
evacuate the uterus in order to save the mother’s life. The 
plan was taken by three gynecological consultants and by 
the recommendations of the medical teams.  

According to M.A Stellar Et al, in a case series it has 
been found that 12 out of 22 patients with a complete 
mole accompanying a living fetus the mother developed 
persistent disease with the requirement of chemotherapy 
of those patients five developed metastatic disease that 
was treated with multiple cycles of chemotherapy until 
recovery [9]. Another study described the disease and 
reported against that in which the risk of a persistent 
disease after molar pregnancy accompanying a living fetus 
is the same as singleton molar pregnancy [11]. Persistent 
disease was an issue in our case in which the patient 
continued to have the symptoms for a couple of months 
after evacuation and BHCG was still rising. Accordingly, 
Gyneoncology recommended starting chemotherapy 
namely methotrexate in order to treat the disease. 

CONCLUSION

In conclusion, patients who present with molar 
pregnancy accompanying a living normal pregnancy are 
at extremely high risk of many medical problems that need 
to be solved in order to achieve the best management. 
Expectant management may be considered an option in 
cases where the mother’s life will not be under harm and 
the fetus is well developed normal living fetus. Whenever 
there is a risk for the mother evacuation should be done. 
On the other hand, persistent disease after evacuation is 
still a devastating event that should be treated wisely in 
order to avoid progression to metastatic disease.  
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