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Complete molar pregnancy: A case report
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ABSTRACT

Introduction: Complete hydatidiform mole, a form 
of gestational trophoblastic disease, occurs when one 
sperm fertilizes an empty ovum. Complete trophoblastic 
proliferation is associated with elevated serum beta 
human chorionic gonadotropin levels and absence of a 
fetus. Classic clinical features include abnormal vaginal 
bleeding, hyperemesis, and enlarged uterus for gestational 
age. Less common features include hyperthyroidism, 
early onset pre-eclampsia, and bilateral ovarian theca-
lutein cysts.

Case Report: We present a case of a complete molar 
pregnancy of a woman who presented to the emergency 
department at 18 and 4/7 weeks with complaints of 
irregular vaginal spotting. Serum beta human chorionic 
gonadotropin level was noted to be 59,401. Transvaginal 
ultrasound notable for absence of intrauterine gestation 
with complex heterogeneous material within the uterus. 
The patient underwent suction dilatation and curettage. 
Histological examination of curettings confirmed a 
complete hydatidiform mole. The patient with persistently 
elevated blood pressures post-operatively necessitated 
workup for pre-eclampsia, which was negative. Given 
elevated blood pressures, the patient was started on 
Labetalol 200 mg twice daily with improvement one 
month post-procedure. Today, she no longer requires 
anti-hypertensive medication and beta human chorionic 
gonadotropin level has appropriately down trended.
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Conclusion: Our case highlights the need for early 
imaging to detect abnormalities like hydatidiform moles, 
which pose significant risks. Early detection improves 
patient outcomes and ensures proper post-operative care.

Keywords: Case report, Hydatidiform mole, Molar 
pregnancy, Obstetrics, Pregnancy

How to cite this article

Vasa R, Thompson M, Soyemi SA, Gosine V. Complete 
molar pregnancy: A case report. J Case Rep Images 
Obstet Gynecol 2025;11(1):64–68.

Article ID: 100201Z08RV2025

*********

doi: 10.5348/100201Z08RV2025CR

INTRODUCTION

Gestational trophoblastic disease (GTD) is a group 
of trophoblastic tumors originating from the placenta 
with the potential to become invasive. It is composed of 
the following: hydatidiform mole (complete or partial), 
invasive mole, placental site trophoblastic tumor, and 
choriocarcinoma. The most common form of GTD is the 
hydatidiform mole, also known as molar pregnancy [1].

The frequency of hydatidiform mole in North America 
has been noted to occur in 1:500–1:2000 pregnancies. 
The risk for developing complete molar pregnancy is 
about 1.9 times higher in women younger than 21 years of 
age and older 35 years of age, and about 7.5 times higher 
in women older 40 years of age [2].

The complete hydatidiform mole is most commonly 
diploid and occurs when one sperm fertilizes an empty 
ovum with the 46, XX karyotype. Less common, di-spermic 
fertilization (when two sperm fertilize one ovum) results 
in the 46, XY karyotype. Both are abnormal fertilizations 
and result in the genetic content being purely paternal 
in composition [3, 4]. The aberrant proliferation of both 
cytotrophoblasts and syncytiotrophoblasts with diffuse 
hydropic villi characterize this form of pregnancy. Often, 
these patients present with higher-than-expected serum 
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beta human chorionic gonadotropin levels (bHCG), 
which can exceed 100,000 IU/L. With the diagnosis 
of a complete hydatidiform mole, there is an increased 
risk of persistent trophoblastic disease or malignant 
complications compared to a diagnosis of an incomplete 
molar pregnancy [1, 5].

A partial hydatidiform molar pregnancy is 
characterized by karyotype and occurs when two sperm 
fertilize a normal ovum with the 69, XXY, or 69, XYY 
and less likely 69, XXX karyotype. The hydropic villi 
tend to be less proliferative and are interspersed within 
normal chorionic villi. Serum bHCG for partial molar 
pregnancies is often consistent with normal ranges of 
pregnancy [1, 5].

A molar pregnancy is usually suspected based on the 
following clinical features: abnormal vaginal bleeding in 
early pregnancy, uterus large for gestational age, vaginal 
passage of grape-like vesicles, pain from benign ovarian 
theca-lutein cysts, exaggerated pregnancy symptoms 
including hyperemesis, hyperthyroidism, and early onset 
pre-eclampsia [6].

Imaging through transvaginal ultrasound often 
can diagnose molar pregnancy before 12 weeks. 
Ultrasound can show either a honeycomb or a fine 
vascular appearance [7]. Ultrasound confirmation of a 
complete molar pregnancy after 12 weeks of gestation is 
characterized by a lack of fetal parts and scant embryonal 
development with a classic “snowstorm-like” appearance 
within the uterus. Specifically, the “snowstorm-like” 
appearance is indicative of hydropic villi and intrauterine 
hemorrhage. The ovaries can often contain multiple large 
theca-lutein cysts secondary to ovarian hyperstimulation 
from elevated bHCG levels [8]. Meanwhile, ultrasound 
confirmation of a partial mole can be slightly more 
difficult as there is usually the presence of a fetus and/or 
a large placenta [8].

Suction curettage is the standard method for 
management, regardless of uterine size with the use of 
oxytocin and prostaglandin analogs post-procedure in 
the event of significant uterine hemorrhage [9]. Total 
abdominal hysterectomy can be a reasonable option for 
patients who do not wish to preserve their fertility and 
are greater than 40 years old [9].

Of note, chest radiography or computed tomography 
should be considered pre-operatively if a patient 
presents with pulmonary symptoms and there is 
concern for pulmonary metastases. If a patient is rhesus 
negative, Rhogam should be administered to prevent 
alloimmunization. Patients must be readily available for 
weekly bHCG until values are undetectable [9, 10].

As stated previously, molar pregnancies are typically 
identified earlier in pregnancy; however, here we report 
a complete molar pregnancy identified in the second 
trimester at 18 weeks of gestation. Therefore, this case 
not only demonstrates physical findings unique to a 
complete molar pregnancy, but also reinforces need for 
swift intervention once identified.

CASE REPORT
A 35-year-old Caribbean Black woman G5P2022 

whose first day of her last menstrual period was 11/29/23 
at 18 and 4/7 weeks gestation presented to one of the 
primary county hospitals, located in Central Brooklyn, 
for an evaluation of intermittent episodes of vaginal 
spotting in the setting of known pregnancy. At the time 
of gynecologic assessment, the patient denied abdominal 
pain or heavy vaginal bleeding. The patient otherwise 
denied any other complaints such as abnormal discharge, 
itching, fever/chills, nausea/vomiting, headache, changes 
in vision, chest pain, shortness of breath, or calf pain. The 
patient had immigrated from Trinidad to Brooklyn, New 
York. She had started prenatal care in her home country 
but had not undergone any imaging studies to confirm 
pregnancy. The patient’s obstetrical history was notable 
for two previous spontaneous miscarriages, one elective 
medication termination of pregnancy, and two previous 
normal spontaneous vaginal deliveries. Otherwise, the 
patient’s medical history and physical examination 
were unremarkable. Vital signs were notable for blood 
pressures in the hypertensive range 143–170/82–96. Per 
patient, she denies prior history of hypertension. The 
patient declined any signs or symptoms of pre-eclampsia. 
Speculum examination revealed normal vaginal mucosa 
with no blood in the vaginal vault with bimanual 
examination revealing an enlarged anteverted uterus 
measuring about 20 weeks in gestation with no adnexal 
masses palpated.

The patient’s serum quantitative bHCG is 59,401 
with blood type O+. The remaining laboratory studies 
were unremarkable. Transvaginal ultrasound showed 
no evidence of intrauterine gestation with complex 
heterogenous material within the uterus measuring 
8.8×4.9×6.8 cm (Figures 1 and 2).  The patient was 
counseled appropriately about suction dilatation and 
curettage in the context of suspected complete molar 
pregnancy, given the absence of a fetus on transvaginal 
sonogram, elevated serum bHCG level, vaginal spotting, 
and new onset hypertension. The patient underwent an 
uncomplicated suction dilatation and curettage. Intra-
operatively, tan-colored grape-like vesicles measuring 
between 1 and 2 cm were noted in the suction tubing (Figure 
3). Post-procedure bedside sonogram was performed and 
revealed a thin endometrial stripe. The patient tolerated 
the surgery well and was discharged in good health after 
appropriate clearance from postoperative anesthesia 
care unit. Post-operatively, appropriate pre-eclampsia 
laboratory tests were conducted due to the patient’s 
elevated blood pressure, revealing a urine protein-
creatinine ratio of 0.245 and normal serum laboratory 
results. Given persistently elevated blood pressures post-
procedure, the patient was started on Labetalol 200 mg 
twice daily upon discharge. Pathology assessment of the 
resected surgical specimen confirmed complete molar 
pregnancy. The patient’s blood pressures normalized 
one-month post-procedure and she is no longer taking 
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the prescribed anti-hypertensive. Her post-operative 
bHCG was closely followed weekly over the course of 
eight weeks until the value was less than 1.0.

DISCUSSION
Though complete molar pregnancy is rare, the 

patient in this case report does have several risk factors 
such as her age, race, and history of two spontaneous 
miscarriages. While the patient presented here possesses 
several risk factors for GTD, this case is unique due to the 
late gestational age at presentation. Albeit, despite earlier 
detection, the risk of development of post-molar GTN has 
not been affected [11].

As stated previously, a molar pregnancy is diagnosed 
using both clinical and ultrasonographic features. 
Detection of a complete molar pregnancy is made obvious 
through the recommended imaging in the first trimester 
of pregnancy; however, the patient in our case did not 
have any routine imaging confirming pregnancy location 
or dating [11, 12].

In our patient, the diagnosis of molar pregnancy was 
made at our facility through ultrasound and confirmed 
through examination of post-operative pathology well 
within the second trimester. This case report is unique 
in that it details a singleton pregnancy well into in the 
second trimester with a complete molar pregnancy.

It is important to note that patients with complete 
molar pregnancy may concurrently present with 
symptoms consistent with hyperthyroidism and pre-
eclampsia [9, 13]. Though quite rare, with prompt 
surgical management of the molar pregnancy, the signs/
symptoms of the conditions should dissipate. There was 
concern in our patient for possible pre-eclampsia given 
blood pressure elevation pre- and intra-operatively; 
however, the patient’s serum laboratory studies were not 
reflective of this condition. Likely given more time, she 
may have progressed to develop complications, as she had 
new onset hypertension associated with the pregnancy.

The decision was made not to administer prophylactic 
chemotherapy to the patient because, although she was 
managed with suction dilatation and curettage, the 
patient did not present with any high-risk features of 
gestational trophoblastic neoplasm such as serum bHCG 
greater than 100,000, ovarian theca lutein cysts greater 
than 6 cm, age greater than 40 years old, and uterine size 
greater than gestational age.

CONCLUSION
Standard obstetrical care in industrialized nations 

worldwide emphasizes early sonographic visualization 
of intrauterine pregnancy; however, our case emphasizes 
the importance of visualizing a suspected pregnancy 
as early as possible to detect the presence of abnormal 
pregnancies such as the hydatidiform mole. As stated 
previously, particularly with hydatidiform molar 
pregnancies, there are adverse patient risks. Early 
detection of these abnormal pregnancies can enhance 
positive patient outcomes in addition to appropriate post-
operative follow-up. In our case, our patient required 
immediate post-operative blood pressure control with 
improvement one month later. In addition, her bHCG 

Figure 1: Sagittal view of the uterus demonstrating “snow-storm 
like” appearance of a complete molar pregnancy via transvaginal 
ultrasound.

Figure 2: Sagittal view (L) and transverse view (R) of the uterus 
demonstrating “snow-storm like” appearance of a complete 
molar pregnancy via transvaginal ultrasound.

Figure 3: Products of complete molar pregnancy as retrieved 
through suction dilatation and curettage.
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levels appropriately declined with close weekly follow-up 
over an eight-week period.
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